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SIXTY  YEARS  OF  SERVICE  AND 
PROGRESS  IN  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY* 

RUDOLPH  MATAS,  M.  D. 

New  Orleans 

INTRODUCTORY  OBSERVATIONS  ON  TRANSITION 
FROM  PAST  TO  PRESENT 

The  generous  terms  with  which  the  Loui- 
siana State  Medical  Society  has  chosen  to 
dedicate  its  sixty-first  annual  meeting  to 
the  commemoration  of  the  sixtieth  anni- 
versary of  my  medical  career,  affects  me 
deeply  in  grateful  appreciation  of  an  honor 
so  signally  and  graciously  conferred.  I par- 
ticularly prize  this  dedication,  because  as  is 
told  in  the  citation,  the  birth  and  history 
of  this  Society  coincides  so  closely  with  the 
chronology  of  my  own  professional  life  that 
the  two  may  be  regarded  as  virtually  con- 
temporaneous. My  medical  life  began  with 
my  graduation  in  medicine  in  April,  1880, 
sixty  years  this  April.  Our  mother  society 
was  born  a year  before,  in  1879,  sixty-one 
years  ago.  Though  not  a graduate  of  medi- 
cine and  not  a member  of  our  then  nascent 
organization,  I was  one  of  several  interns 
of  the  Charity  Hospital  who  were  privileged 
to  attend  its  birth.  I am  also  one  of  the  few 
who  have  survived  the  strong  buffettings 
of  fate  and  the  stormy  seas  over  which  our 
good  ship  has  sailed  during  the  six  decades 
that  we  have  travelled  together ; and  in 
justice  to  my  loyalty,  be  it  said,  without 
losing  faith  at  any  time  in  her  seaworthi- 
ness or  doubting  that  she  would  reach 

*Address  delivered  at  the  sixty-first  anniver- 
sary of  the  Louisiana  State  Medical  Society,  on 
April  23,  1940. 


a safe  anchorage  in  the  home  port  of 
her  assured  prosperity.  I have  been  re- 
minded by  your  historic  dedication  that  I 
was  at  one  time  your  captain,  trusted  with 
the  steering  wheel  in  1895,  and  piloted  her 
fourteenth  annual  cruise  without  mishap. 
It  is  also  recorded  that  we  finally  landed 
in  port  with  a cargo  profitable  enough  in 
knowledge  to  encourage  our  stockholder 
members  to  continue  their  investment  in 
our  corporation,  the  Louisiana  State  Medi- 
cal Society. 

The  memories  of  the  year  in  which  I 
served  the  Society  as  its  executive  officer 
are  as  vivid  now  as  they  were  then,  and  the 
graciousness  of  your  favor  and  the  aid  re- 
ceived from  my  associates  and  fellows  in 
the  accomplishment  of  my  presidential 
tasks,  remain  indelible  and  linger  as  a 
precious  perfume,  fresh  and  fragrant  to 
animate  me  on  this  occasion. 

It  would  appear  from  the  evidence  of  the 
calendar  that  I had  already  survived  twenty 
hot  summers  before  the  Society  was  born. 
I am  therefore  enjoying  the  privilege  of 
a seniority  of  twenty  years  over  and 
above  our  foundation,  that  permits  me  to 
visualize  the  long  distance  we  have  trav- 
elled since  we  began  the  great  trek  which 
has  brought  us  here  today,  to  enjoy  to- 
gether the  thrill  of  accomplishment  such 
as  that  given  to  the  hardy  pioneer  who, 
after  sixty  years  of  arduous  toil,  finds  him- 
self in  the  land  of  promise  and  of  plenty. 

It  is  indeed  a significant  fact  in  evidence 
of  the  extraordinary  pace  of  modern  scien- 
tific accomplishment,  and  of  the  speed  at- 
tained by  contemporary  medicine,  that  in 
the  course  of  these  six  decades  that  we  have 
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travelled  together,  the  whole  of  our  Art 
and  Science  has  been  revised  and  revolu- 
tionized ; our  methods  of  practice  have  radi- 
cally changed,  even  to  the  language  that  we 
speak,  which  would  have  been  incompre- 
hensible to  our  members  in  1879,  were  they 
here  to  join  in  the  scientific  jargon  of  our 
debates.  Indeed,  what  a prodigious  distance 
we  have  travelled  in  the  six  decades  that 
intervene  between  1879-1940!  Only  the  few 
who  have  participated  in  the  medical  life 
of  this  period, — the  most  prolific  in  scien- 
tific discovery  and  momentous  in  the  his- 
tory of  the  medical  world  in  general,  and 
of  American  medicine  in  particular, — can 
realize  the  immensity  of  these  sixty  years 
in  units  of  discovery  and  achievement. 

Medicine,  profiting  by  the  world  energies 
that  have  been  set  in  motion  by  the  revela- 
tions of  the  physical,  chemical  and  biologic 
sciences  of  the  twentieth  century,  has  trav- 
elled with  a vertiginous  pace  which,  when 
contrasted  with  the  past,  can  only  be  con- 
ceived by  comparing  the  speed  of  the  old 
doctor’s  horse  and  buggy  with  that  of  the 
automobile  and  the  aeroplane.  In  this  flight 
over  the  years,  we  who  have  lived  in  this 
Southern  section  of  the  country,  have  wit- 
nessed a succession  of  changes  in  medical 
thought  and  practice  which  to  the  practi- 
tioner of  even  thirty  years  ago  would  seem 
no  less  than  a mirage  such  as  that  which 
startles  the  fevered  brain  of  the  lost  wan- 
derer in  a tractless  desert  where  he  sees 
sparkling  streams  and  umbrageous  trees 
under  which  to  rest  and  quaff  his  parched 
throat. 

Just  think  what  these  sixty  years  have 
done  for  this  organization — the  Louisiana 
State  Medical  Society!  A mere  glance  at 
the  annual  volume  of  transactions,  as  they 
appear  in  the  New  Orleans  Medical  and 
Surgical  Journal,  our  official  organ,  will 
show  how  its  constitution  and  administra- 
tion have  changed  and  are  changing,  to 
meet  the  requirements  of  an  ever  expand- 
ing, progressive  and  representative  medical 
democracy.  The  present  meeting  attests 
not  only  to  the  great  expansion  of  the  or- 
ganization, but  also  to  the  restless  agitation 
prevailing  in  the  profession  in  anticipation 
of  greater  changes  in  the  present  system  of 


medical  relief  required  to  provide  and  make 
available  the  most  effective  methods  of 
medical  and  surgical  care  equally  to  all 
classes  of  the  population,  and  particularly 
to  the  so-called  underprivileged  or  low  in- 
come groups. 

It  is  also  evident  that  at  no  time  has  the 
general  public  displayed  greater  interest 
and  sympathy  in  the  socio-economic  as  well 
as  scientific  problems  that  are  now  engag- 
ing our  attention. 

Again,  it  is  a significant  fact  in  evidence 
of  the  extraordinary  pace  of  modern  scien- 
tific accomplishment  and  the  great  speed 
attained  by  contemporary  medicine  that 
whole  new  departments  of  knowledge 
should  have  been  planted,  matured  and 
fructified  in  phenomenal  luxuriance,  all 
within  the  space  of  a man’s  life  time.* 

*Such  departments  as  roentgenology,  radiology 
and  Curie-therapy,  local  and  regional  anesthesia, 
inhalation  anesthesia,  intravenous  anesthesia, 
neurosurgery,  chemo-hemotherapy,  endocrinology, 
gastroscopy,  and  innumerable  other  innovations 
in  surgery,  sanitation  and  the  specialties  too  long 
to  mention,  which  I had  occasion  to  review  with 
special  reference  to  Louisiana  before  this  society 
in  an  address  on  Medical  Progress  (1895-1926) 
at  the  Monroe  annual  meeting,  in  April,  1926.1 

And  to  have  witnessed  this  magical  tran- 
sition from  the  old  to  the  new,  is  the  privi- 
lege that  my  robust  longevity  has  given  me 
to  enjoy.  While  I by  no  means  claim  that 
this  privilege  of  age  is  unique  or  a particu- 
lar qualification  for  your  favor,  I am,  none 
the  less  happy  that  I am  here  to  rejoice 
with  you  in  the  progress  accomplished  and 
to  revive  memories  of  an  early  professional 
life,  when,  with  all  the  vigor  and  enthu- 
siasm of  youth,  I sought  new  ways  and  new 
means  by  which  to  expand  the  sphere  of  the 
doctor’s  usefulness  in  his  endless  campaign 
for  the  suppression  of  pain  and  the  cure 
of  disease.  It  is  indeed  a great  privilege  to 
have  participated  and  lived  through  the 
formative  period  of  new  arts  and  benificent 
scientific  discoveries,  and  still  preserve 
sufficient  vision  to  look  on  the  far  distant 
past  from  the  summit  of  the  height  attained 
and  gaze  from  this  vantage  point,  at  still 
greater  peaks  beyond,  that  remain  un- 

'New  Orleans  M.  &.  S.  J.,  79:5,  1926. 
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scaled,  and  still  waiting  for  younger  and 
more  venturesome  pioneers ! 

REMINISCENCES  OF  1805  AND  THE  SPEAKER'S 
PRESIDENCY 

The  dedication  of  the  sixty-first  meeting 
of  the  Louisiana  State  Medical  Society, 
evidently  written  by  a thoughtful  friend 
who  is  biographically  inclined,  recalls  at 
least  four  events  in  the  course  of  my  presi- 
dency that  are  worthy  of  notice.  The  first 
is  the  passage  by  the  Legislature  of  Act  49, 
in  1894,  which  created  the  State  Board  of 
Medical  Examiners,  thereby  giving  the  So- 
ciety an  official  status  as  an  arm  of  the 
State  in  regulating  the  practice  of  medicine 
in  Louisiana.-  The  second,  was  the  publica- 
tion of  the  first  printed  and  complete  medi- 
cal directory  of  Louisiana  as  a supplement 
to  our  transactions.  The  production  of  this 
work  was  indispensable  as  a tool  for  the 
successful  organization  of  the  profession  of 
the  state.  It  involved  an  immense  amount 
of  correspondence  which  kept  me  busy  as 
its  editor  and  publisher  during  the  greater 
part  of  my  administration.  There  was  then 
no  Polk’s  Directory  or  that  of  the  Ameri- 
can Medical  Association  to  help  us  out,  as 
at  present,  in  obtaining  a dependable  cen- 
sus and  directory  of  the  medical  profession 
of  the  state.* * 3  Another  event  of  importance 
was  the  identification  of  the  obscure,  long- 
continued  fevers  which  prevailed  in  Louisi- 
ana and  the  South  generally, — known  as 
typho-malarial,  thermic  and  various  other 
names, — as  an  atypical  typhoid,  which  had 
challenged  the  diagnostic  ability  of  the 
ablest  clinicians  in  the  country  at  a time 
when  bacteriology  and  serology  of  typhoid 
and  malaria  were  still  groping  in  their  in- 
fancy. The  identity  of  this  fever  was  final- 
ly and  indisputably  established  as  typhoid 
by  my  own  clinical  observations  and  those 
of  an  expert  committee  of  internists  and 
pathologists  which  I had  appointed.4 

My  growing  interest  in  blood  vessel  sur- 
gery was  also  evidenced  in  the  reports  of 
a considerable  number  of  unusual  aneu- 
rysms and  vascular  wounds  particularly, 
the  first  case  of  intra-aneurysmal  suture  in 
1888,  that  I contributed  to  the  proceedings 
of  the  Society  for  that  year.5 


DR.  A.  B.  MILES 

In  1894,  a great  loss  was  sustained  by 
the  medical  profession  of  Louisiana  in  the 
untimely  death  of  Dr.  A.  B.  Miles,  the  thir- 
teenth president  of  the  Louisiana  State 
Medical  Society,  and  my  immediate  pre- 
decessor in  that  office.  It  is  a sad  commen- 
tary on  the  crude  state  of  prophylactic 
sanitation  at  the  time,  when  we  consider 
that  so  able  a doctor,  the  chief  surgeon  of 
the  greatest  hospital  in  the  South,  should 
have  died  of  typhoid,  an  avoidable  and  pre- 
ventable infection.  At  that  time  there  was 
no  Widal  test,  no  typhoid  vaccine. 

Dr.  Miles  was  surgeon  in  chief  of  the 
Charity  Hospital;  a very  successful  and 
judicious  surgeon,  who  commanded  univer- 
sal respect  and  was  the  first,  among  other 
accomplishments,  to  perform  successful 
laparotomies  for  gunshot  wounds  of  the 
abdomen.  A very  modest  man  of  unpreten- 
tious beginnings,  but  great  natural  dignity, 
he  was  undoubtedly  one  of  the  best  loved 
men  in  the  profession  of  his  day.  The  ora- 
tion pronounced  over  his  remains  in  the 
grand  portico  of  Charity  Hospital  by  his 
friend  and  pastor,  that  divinely  eloquent 
preacher,  the  Rev.  Dr.  Palmer,  in  the  pres- 
ence of  a great  multitude,  was  one  of  the 
most  impressive  and  sincerely  eloquent 
tributes  ever  delivered  in  New  Orleans  over 
a medical  man. 

It  has  always  seemed  to  me  a singular 
decree  of  fate  that  I,  who  had  no  intimacy 
with  Miles,  but  who  had  for  him  a genuine 
respect  and  admiration  and  wished  him  so 
earnestly  to  live, — should  have  been  called 
to  succeed  him  in  the  three  posts  which 
have  exercised  the  most  important  influence 

-See  Executive  Presidential  address  and  minutes, 
Appendix  C.,  Trans.  La.  State  Med.  Society, 

15:435,  1894. 

^Appendix  G.,  Trans.  La.  State  Med.  Society, 
15:493,  1894. 

4The  long  continued  fevers  of  Louisiana  that 
resist  quinine.  Trans.  La.  State  Med.  Society, 
1885,  7:80,  1885.  Remarks  on  the  continued  fevers 
of  Louisiana,  Trans.  L.  S.  M.  S.,  15:254,  1894. 
Med.  News,  Phila.,  65:666,  1894. 

r,Notes  of  cases  illustrating  surgical  lesions  of 
the  vascular  system.  Trans.  La.  State  Med.  So- 
ciety, 15:286,  1894.  Med.  News,  Phila.,  53:462, 
1888. 


4 


Matas — Annual  Oration 


in  shaping  my  professional  life — Demon- 
stratorship of  Anatomy,  the  Presidency  of 
the  Louisiana  State  Medical  Society,  the 
Professorship  of  Surgery  in  the  Medical 
Department  of  the  Tulane  University  of 
Louisiana, — in  all  of  which  it  seems  to  me 
I was  destined  to  continue  and  complete 
some  conspicuous  achievement  which  he 
had  begun. 

When  I took  his  place  in  the  operating 
theater  at  Charity  Hospital  or  in  the  lecture 
room,  I always  felt  timid  and  in  doubt  that 
I could  ever  approach  his  admirable  exam- 
ple of  imperturbable  serenity  and  prudence 
in  the  operating  room,  and  felt  really  hope- 
less of  success  in  possessing  the  magnetic 
attraction  and  confidence  that  he  inspired 
in  all  who  came  in  contact  with  him.  The 
operating  theater,  named  after  him,  which 
was  built  at  the  Charity  Hospital  in  the 
first  year  that  I succeeded  him  in  the  Chair 
of  Surgery  (1894-95),  justly  renews  a trib- 
ute to  his  outstanding  merit,  in  the  Miles 
Amphitheater  of  the  new  Charity  Hospital, 
just  completed. 

1895 — THE  INAUGURAL  MEETING  VIVIDLY 
RECALLED 

These  early  associations  and  memories 
of  my  presidency  which  are  recalled  by 
your  reminiscent  dedication  have  led  me 
somewhat  out  of  the  historic  path  that  I 
had  intended  to  follow  at  the  outset  of  my 
remarks,  so  much  so,  that  I now  must  re- 
trace my  steps  to  a much  earlier  period  in 
the  history  of  our  Society,  in  fact  to  the 
day  when  I was  privileged  to  attend  its 
birth  in  April,  1879, — sixty-one  years  ago. 

I was  then  19  years  young,  and  an  under- 
graduate intern  of  the  Charity  Hospital ; 
one  of  the  first  class  elected  (1877-78)  by 
competitive  examination  in  the  first  year 
of  the  triumphant  democracy  of  Louisiana 
under  Governor  Nicholls,  following  the 
downfall  of  carpet-bag  rule.  I was  also 
probably  the  youngest  of  the  many  specta- 
tors who  attended  the  birth  of  our  Society. 
Despite  the  march  of  sixty-one  years  that 
intervene  between  that  date  and  this,  I re- 
member the  meeting  and  most  of  the  men 
from  the  city  and  country  who  were  pres- 
ent, and  who,  almost  to  a man,  have  long 


since  disappeared.  The  meeting  was  held  in 
the  main  lecture  room  on  the  ground  floor 
of  that  stately  old  Greek  temple  on  Common 
Street  which  had  been  built  expressly  to 
house  the  newly  created  Medical  Depart- 
ment of  the  University  of  Louisiana,  in 
1837.  This  has  long  disappeared  to  make 
way  for  the  Tulane  theaters  and  other 
buildings  since  demolished,  that  gave  not 
even  the  shadow  of  an  idea  of  the  architec- 
tural beauty  of  that  vanished  first  Escu- 
lapian  temple  consecrated  to  medical  edu- 
cation in  Louisiana.  It  was  an  unusual 
occasion.  A very  considerable  audience  of 
city  and  country  physicians,  many  of  them 
newly  constituted  delegates,  were  in  at- 
tendance ; attracted  probably  by  the  novelty 
of  a new  medical  society  arising  out  of  the 
ashes  of  its  long  extinguished  predecessors. 
The  community,  still  in  mourning,  had 
barely  recovered  from  the  horrors  and  af- 
flictions of  the  disastrous  epidemic  of  yel- 
low fever  which  had  swept  over  the  city 
in  1878,  prostrating  over  27,000  of  its  in- 
habitants, killing  5,000,  besides  terrorizing 
the  panic  stricken,  financially  ruined  peo- 
ple, paralyzing  all  the  city’s  commerce, 
traffic  and  industry ; and,  in  fact,  suspend- 
ing all  the  activities  of  the  communities  in 
which  it  prevailed  or  threatened  with  its 
approach. 

FACTORS  THAT  HASTENED  THE  ORGANIZATION  OF 
THE  STATE  SOCIETY 

Baffled  and  seemingly  helpless  in  the 
presence  of  this  deadly  and  uncontrollable 
foe ; exhausted,  impoverished  and  discour- 
aged, the  doctors  who  had  survived  the 
actual  contact  with  the  yellow  fever  peril, 
the  endless  vigils  and  constant  drain  upon 
their  strength,  and  the  harrowing  tax  upon 
their  courage  and  their  sympathies,  were 
anxious  for  comradeship,  mutual  com- 
munion and  that  interchange  of  thought, 
confidences  and  emotions  that  the  collective 
experience  of  the  mass  in  a common  peril 
leads  human  beings,  like  wild  creatures  of 
the  wilderness,  to  huddle  together  oblivious 
of  their  savage  instincts,  and  of  whatever 
rivalries  or  antagonisms  that  separated 
them  before  overtaken  by  a common  catas- 
trophe ! 
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DR.  CHAILLE  TI1E  FOUNDER;  STATE  MEDICINE,  IIIS 
ENDURING  LEGACY  TO  THE  SOCIETY 

This  was  undoubtedly  a favorable  mo- 
ment for  the  organization  of  a medical 
society  which  appealed,  not  only  for  city, 
but  for  statewide  cooperation,  and,  it  was 
in  response  to  this  unusual  and  undefinable 
appeal  for  mutual  comfort  and  support, 
that  the  best  elements  of  the  profession 
gathered  from  diverse  parishes  of  the  state 
to  found  the  same  State  Medical  Society 
which  holds  us  in  her  warm  embrace  at  this 
moment.  Apart  from  the  great  interest  in 
the  meeting,  a large  number  in  the  audience 
had  been  attracted  by  the  prospect  of  a 
timely  and  stirring  speech,  worthy  of  the 
reputation  of  the  orator  of  the  day,  who 
was  none  other  than  Dr.  Stanford  E. 
Chaille,  my  revered  teacher,  the  renowned 
professor  of  physiology  of  the  Medical 
School,  universally  recognized  as  the  most 
forceful  speaker  in  the  profession  of  the 
South, — who  had  chosen  “State  Medicine 
and  Medical  Organization”  as  the  theme  for 
the  annual  discourse.  Dr.  Chaille  was  then 
in  his  forty-ninth  year  and  at  the  height  of 
his  physical  and  mental  activities,  his  im- 
pressive face,  indicative  of  the  intellectual 
aristocrat  that  he  was,  his  fine  resonant 
voice,  accurate,  logical  and,  at  times,  im- 
passioned sentences,  interspersed  with 
witty  commentaries  and  apt  comparisons, 
eloquent  but  always  free  from  mannerisms 
and  artificial  poses, — was  always  captivat- 
ing and  convincing  in  his  appeal  for  his 
fundamental  thesis,  viz,  organization,  coop- 
erative effort  and  concerted  action  in  pro- 
moting the  interests  of  “State  Medicine,” 
a term  which  he  had  devised  and  defined 
as  the  “application  by  the  State  of  medical 
knowledge  to  the  common  weal ; embracing 
every  subject  for  the  comprehension  of 
which  the  legislative  and  executive  author- 
ity of  the  government  are  indispensable.” 
He  classified  State  Medicine  into  four  great 
subdivisions,  namely,  the  management  of 
public  institutions  for  the  sick  and  infirm; 
medical  education  and  medical  licensure; 
medical  jurisprudence,  including  the  quali- 
fication of  medical  experts  in  insanity  and 
crime ; the  functions  of  coroners,  preven- 
tive medicine  including  State  and  Parish 


Boards  of  Health,  and  vital  statistics.  This 
was  surely  an  amazing  document,  not  only 
for  the  encyclopedic  mass  of  facts  which 
it  contained  but  for  the  analytic  bibliogra- 
phy of  medicine  as  it  applied  to  legislation 
in  all  the  states  and  foreign  countries.  It 
was  not  only  an  address,  and  the  finest  of 
its  kind  in  our  literature, — a literary  mas- 
terpiece,— but  a guide  or  vade  mecum  for 
the  benefit  of  the  doctors,  lawyers  and 
statesmen  interested  in  medical  legislation. 
It  served  as  a basis  for  a petition  of  the 
State  and  Orleans  Parish  Societies  to  the 
Constitutional  Convention,  held  in  New  Or- 
leans, in  1879.  It  won  the  admiration  of 
the  most  eminent  lawyers  of  that  period ; 
the  only  criticism  was  that  of  Judge  Man- 
ning, of  the  Supreme  Court  of  Louisiana, 
who  remarked  while  praising  it,  that  it  was 
fifty  years  ahead  of  our  civilization!  A re- 
mark that  proved  true  because,  even  now 
— sixty-one  years  since  its  adoption  by  the 
Convention  of  1879 — we  are  still  waiting 
for  the  execution  of  no  less  than  six  of  the 
eleven  specifications  submitted  for  enact- 
ment by  Dr.  Chaille’s  legislative  commit- 
tees. But  this  society  cannot  forget  that  the 
Convention  of  1879  did  adopt  Article  178  of 
the  Constitution  of  1879,  which  was  re- 
enacted in  1898,  prescribing  that  the  “Gen- 
eral Assembly  shall  provide  for  the  interests 
of  State  Medicine  in  all  its  departments.” 
This  mandatory  provision  for  State  Medi- 
cine was  unprecedented  in  1879  and  of  such 
great  importance,  as  Dr.  Chaille  so  often 
remarked,  “that  this  service  of  our  society 
should  not  pass  into  oblivion.” 

Dr.  Chaille  was  the  vigilant  and  hard 
worked  shepherd  of  this  and  the  Orleans 
Parish  Societies  from  1877  to  1886 — in  fact 
the  author  of  the  first  constitution  of  this 
and  all  the  Parish  Societies;  indeed,  the 
father  of  all  legislation  which  has  grown 
out  of  the  ten  years  of  constant  and  tireless 
labor  and  thought  that  he  devoted  to  erect- 
ing the  foundation  on  which  we  stand 
today. 

I have  dwelt  at  some  length  upon  the 
inaugural  meeting  of  our  State  Society  be- 
cause I am  one  of  the  few  living  who  can 
recall  quite  vividly — at  least,  as  I do,  the 
superb  role  that  Dr.  Chaille  played  on  that 
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occasion  and  during  the  first  ten  years  of 
the  foundation  when  the  whole  life  of  the 
organization  was  centered  in  him ; many, 
like  myself,  attending  because  we  always 
found  it  stimulating  and  intellectually  prof- 
itable, to  hear  him  and  be  near  him.  The 
great  epidemic  of  yellow  fever  I experi- 
enced as  an  intern  at  the  Charity  Hospital 
in  1878,  served  as  the  scenario  of  a great 
drama  of  human  affliction  which  left  me, 
as  one  of  those  stricken  by  its  touch,  with 
an  image  of  the  undying  frightfulness  of 
Yellow  Jack,  the  Ogre  of  the  Tropics! 

POLITICAL  CONDITIONS  PREVAILING  IN  LOUISIANA 
IN  1878— THEIR  INFLUENCE  UPON  MEDICAL 
INSTITUTIONS 

The  fact  that  the  foundation  and  very 
existence  of  this  society  and  that  of  its 
affiliate,  of  Orleans  Parish,  are  due  to 
the  delivery  of  Louisiana  from  the  tyranny 
and  odious  bondage  of  carpet-bag  rule,  and 
that  it  is  to  the  same  liberating  revolt  of 
the  Democracy  in  Louisiana  that  I am  in- 
debted for  my  internship  at  the  Charity 
Hospital  in  April,  1877,  since  it  was  only 
then  that  internship  could  be  obtained  by 
competitive  examination  and  not  by  politi- 
cal preferment, — makes  the  prospect  of  a 
return  to  the  merit  system  in  Louisiana, 
under  Governor  Jones,  a cheering  thought 
which  finds  particularly  agreeable  expres- 
sion in  the  general  applause  that  has 
greeted  his  appearance  here  tonight. 

sj.  sjs 

GREETINGS  TO  GOVERNOR-ELECT  JONES — 
CRUSADER  FOR  HONEST  GOVERNMENT ; 

CHAMPION  OF  REFORM 

As  a Louisianian  and  one  of  the  oldest 
members  of  the  Louisiana  State  Medical 
Society,  I am  glad  of  the  opportunity  of- 
fered by  the  presence  of  Governor  Sam 
Jones,  our  honored  guest,  to  add  my  cordial 
salutations  to  the  enthusiastic  greetings  of 
his  host  of  friends  in  the  medical  profession 
who  welcome  his  coming  to  this  meeting  as 
the  manifestation  of  a friend  in  hearty  sym- 
pathy with  the  aims  and  purposes  of 
our  organization, — an  organization  which 
stands  for  the  medical  profession  of  Louisi- 
ana in  all  that  is  best  in  its  scientific  activi- 
ties and  humanitarian  ideals. 


Governor  Jones:*  As  a citizen  and  fellow 
Louisianian,  I rejoice  at  your  election  to 
the  supreme  executive  office  of  the  state 
as  a governor  pledged  to  the  service  of  the 
people, — pledged  to  their  service  not  only 
by  your  public  commitments,  but  your  own 
intimate  convictions.  Believing  with  you 
in  strict  adherence  to  the  principles  of  an 
honest,  bona  fide  constitutional  govern- 
ment, based  upon  the  efficient  functioning 
of  the  three  coordinated,  but  independent 
legs  of  the  vital  tripod  of  government, — 
the  executive,  legislative  and  the  judicial, — 
we  salute  you  as  the  harbinger  of  a new 
era  of  honest,  efficient,  just  and  prosperous 
State  government,  free  from  the  graft, 
spoliation,  vice,  crime  and  corruption, 
which  in  the  last  dozen  years  have  been 
fastened  on  our  body  politic,  as  hideous  ex- 
crescences on  the  face  of  our  fair  State. 
We  trust  in  your  special  skill  in  political 
cosmetics,  to  remove  these  ugly  blemishes, 
bloodlessly  but  radically,  when  you  open 
your  new  sanitarium  at  Baton  Rouge  for 
their  treatment. 

Please  let  me  say  in  passing,  that  you 
need  not  worry  when  you  start  operating, 
that  our  Licensing  Board  will  molest  you, 
or  anyone  of  us  will  charge  you  with  the 
illegal  practice  of  medicine.  You  also  may 
be  sure  that  when  you  operate  on  the  “lame 
ducks”  of  Louisiana’s  political  aviary  that 
no  one  will  be  allowed  to  deduct  your  fees. 

HOPE  FOR  DE POLITICALIZATION  OF  HOSPITALS 

It  is  now  too  early  and  unfair  to  tax  your 
strength  and  attention  with  the  story  of  the 
medical  problems  which  for  years  and  years 
have  clamored  for  relief  from  the  stran- 
gling hands  of  previous  administrations, 
thus  far  unavailingly  and  almost  hopelessly, 
until  your  election  as  the  champion  cru- 
sader for  honest  government,  gave  us, — 
the  friends  of  reform, — a cheering  intima- 
tion that  the  day  would  soon  come  when 
the  spoils  system  would  end.  Yes,  when 
the  shameless  abuses  of  the  Jacksonian  po- 
litical doctrine  that  “to  the  victor  belong 
the  spoils”  would  cease  to  exploit  our  state 

*Due  to  a previous  urgent  appointment  Gov- 
ernor Jones  left  before  hearing  these  remarks 
which,  in  his  absence,  were  addressed  to  the  presi- 
dent, Dr.  Barber. 
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hospitals  and  public  institutions  for  the 
payment  of  political  debts,  or  for  rewarding 
of  “faithful  workers  for  the  cause,”  or  pro- 
vide steady  berths  for  the  kith  and  kin  of 
the  administration. 

The  reaction  and  revolt  of  the  public 
against  this  century-old,  deeply  rooted  and 
disgraceful  practice  has  led  to  the  reorgani- 
zation of  the  federal  service  and  laid  the 
foundation  for  the  “civil  service  reform 
acts,”  which  have  been  adopted  by  many 
states  to  protect  their  public  servants  from 
the  aggression  of  changing  and  merciless 
political  factions.  But  while  civil  service  is 
gradually  spreading  over  the  country, 
Louisiana  politicos  have  remained  adamant 
and  impenetrable  to  moral  suasion ! 

UNIQUE  NON-PARTISAN  ADMINISTRATION  OF 
GOVERNOR  HALL  AT  CHARITY  HOSPITAL 
(1012-1916) 

The  literature  of  medicine  in  relation  to 
the  State  (State  Medicine)  is  enormous  and 
is  growing  steadily  in  its  manifold  and 
varied  phases;  the  example  of  political 
abuse  in  the  administration  of  the  hospitals 
and  eleemosynary  institutions  of  the  state, 
previously  quoted,  is  only  a sample  of  the 
many  problems  still  waiting  satisfactory 
solution.  In  this  connection  it  is  significant 
and  shameful  that  in  the  course  of  the 
twenty-seven  gubernatorial  administrations 
that  have  ruled  the  state,  from  1877  (under 
Governor  Nicnolls)  to  1940,  with  the  elec- 
tion of  Governor  Sam  Jones  (an  interval 
of  sixty-three  years),  there  is  no  adminis- 
tration except  one  that  adhered  even  in 
principle,  to  civil  service  rules  in  dealing 
with  its  salaried  offices.  The  exceptional 
administration  referred  to  was  that  of  the 
lamented  Governor  L.  E.  Hall,  of  honored 
memory  (in  office  1912-1916)  who  was  the 
only  governor  during  this  long  period,  who 
kept  his  promise  (to  committees  of  the 
Medical  Staff  and  alumni  of  the  Charity 
Hospital)  not  to  politicalize  the  Hospital 
by  appointment  of  a partisan  board  or  by 
utilizing  the  Hospital  appointments  for  po- 
litical patronage,  as  his  predecessors  had 
done  openly  and  consistently,  and  his  suc- 
cessors, likewise,  with  even  more  assurance 
and  undisguised  authority. 


The  success  of  Governor  Hall’s  adminis- 
tration still  remains  unique  and  unchal- 
lenged in  the  records  of  the  Charity  Hos- 
pital as  the  most  harmonious,  progressive 
and  productive  of  good  for  the  hospital  of 
any  previous  administration  in  its  long  and 
uneven  history! 

HOPE  FOR  CIVIL  SERVICE 

We  feel  confident  in  Governor  Jones’  ful- 
fillment of  his  pledges  to  eliminate  the 
spoils  system,  graft  and  nepotism  from  his 
administration.  On  the  other  hand  we  be- 
lieve in  his  fairness  and  sense  of  justice, 
recognizing  and  protecting  merit  wherever 
he  may  find  it;  not  displacing  or  eliminat- 
ing competent  and  worthy  men  and  women 
in  responsible  and  highly  specialized  ad- 
ministrative and  technical  functions  in 
medical  institutions,  merely  to  accommo- 
date or  oblige  the  demands  of  exigent  po- 
litical creditors. 

Governor  Jones  knows  now  that  the  or- 
ganized medical  profession  of  Louisiana, 
as  represented  by  this  organization  is  pa- 
triotic and  loyal  to  its  principles  and,  re- 
gardless of  party  differences,  is  100  per 
cent  behind  him  in  any  plan  or  effort  that 
may  require  the  cooperation  of  the  medical 
profession  for  the  welfare  of  the  State  in 
the  service  of  its  people. 

In  the  meantime,  it  behooves  us, — all  the 
friends  of  medical  reform, — to  wait  until 
our  much  overworked  Governor-elect  be 
relieved  of  his  most  pressing  obligations 
before  facing  him  with  our  manifold,  ever 
present,  but  long  neglected  problems.  Quot- 
ing from  an  editorial  in  one  of  the  daily 
papers  most  devoted  to  Governor  Jones’ 
and  to  our  common  cause,  I would  say; 

“We  are  not  here  to  tell  Sam  Jones  how 
good  he  is.  All  of  us  know  how  good  he  is. 
Don’t  try  to  serve  him  a lot  of  boloney,  but 
make  it  your  duty,  make  it  the  duty  of 
every  citizen  of  this  State  to  help  him  to 
carry  out  his  pledges”  for  it  is  only  by 
carrying  out  his  pledges  to  their  full  verifi- 
cation that  Louisiana  may  again  expect  to 
meet  her  sister  states  with  a clean  and 
smiling  face. 
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SPEAKER’S  CONTRIBUTION  TO  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY:  PROPOSED 
ELECTION  REFORM 

The  exceptional  distinction  which  you 
have  chosen  to  commemorate  the  sixty 
years  of  my  official  entry  into  the  medical 
profession  and  of  my  membership  in  the 
Louisiana  State  Medical  Society,  has  made 
me  eager  to  show  my  appreciation  of  the 
compliment  by  proving  that  despite  the 
sixty  years  that  have  worn  away  my  youth, 
my  interest  in  our  Society’s  welfare  has  not 
abated,  nor  my  mental  vigor  declined  so  far, 
that  I could  not  contribute  some  added  bit 
of  research  in  medical  organization  which 
might  benefit  this  Society  now  or  sometime, 
in  the  progress  of  its  expanding  evolution. 
Preoccupied  by  this  thought,  I have  made 
a comparative  study  of  the  different  meth- 
ods of  electing  the  executive  personnel  of 
scientific  societies  in  which  all  political 
methods  of  election  are  practically  elimi- 
nated,— and  finally,  after  considerable  time 
and  study,  have  arrived  at  the  conclusions 
which  appear  in  a report  submitted  to  the 
House  of  Delegates  at  its  meeting,  Monday, 
April  22,  1940,  where  its  future  will  be  de- 
termined by  the  Executive  Committee  of 
the  Society.  Whatever  happens  to  this 
document,  I trust  it  will  at  least  serve  as  a 
tribute  of  my  ever  faithful  interest  in  the 
progress  and  welfare  of  organized  medicine 
in  Louisiana,  as  represented  by  our  Society. 

The  political  agitation  of  this  State,  con- 
sequent upon  the  excitement  of  the  recent 
gubernatorial  campaigns  has  suggested  a 
discussion  of  the  “physician  as  a citizen,” 
or,  “the  doctor  in  politics,”  as  a timely  topic 
for  an  address  on  this  occasion.  I have 
done  this,  but  will  reserve  the  address  for 
another  less  crowded  occasion,  since  my 
own  reactions  to  politics  are,  I believe,  quite 
apparent  in  the  preceding  paragraphs. 

EPILOGUE 

Finally,  I beg  your  indulgence  for  taking 
so  much  of  the  time  allotted  for  my  talk 
to  matters  reminiscent  of  episodes  related 
to  my  personal  experience  in  my  sixty 
years’  membership  in  this  society ; episodes, 
which  I could  multiply  a hundredfold  under 
other  more  appropriate  circumstances.  You 
must  not,  however,  blame  me  altogether  if 


I have  been  too  loquacious,  since  you  should 
know  that  even  the  most  innocent  and 
steady  old  man  cannot  fail  to  become  ego- 
centric and  lose  his  balance  when  titillated 
by  the  many  nice  pettings  and  flattering 
speeches  that  have  come  to  crown  my  harm- 
less antiquity.  In  further  apology  for  the 
abuse  of  so  many  frequent  references  to 
myself,  I will  seek  a shield  behind  the  reac- 
tions of  my  oft  quoted  master-teacher,  Dr. 
Chaille,  when  placed  in  similar  circum- 
stances. “There  is  so  much  of  that  which 
I have  thus  far  said,  which  offends  me 
by  the  use  of  so  many  big  I’s  and  references 
to  myself,  that  I am  reminded  of  a criticism 
of  the  German  Emperor,  of  whom  it  was 
said,  that  his  every  speech  was  limited  to 
his  Me  and  Myself  and  God  ” Should  any 
of  .you  criticize  the  present  speaker  by 
declaring  that,  worse  than  the  Emperor, 
I made  no  appeal  to  God,  but  trusted  my- 
self to  me,  myself,  I would  merely  remind 
you  that  most  people  besides  the  Kaiser 
and  myself,  find  their  “me,  myself,”  the 
most  fascinating  topic  to  themselves, 
though  usually,  the  most  wearisome  to 
everyone  else. 

To  avoid  still  further  transgressions 
upon  your  indulgence,  I will  now  close  with 
renewed  thanks  and  congratulations  on  the 
unsurpassed  success  of  the  present  meeting. 
o 

LIVER  DISEASES* 

A SYMPOSIUM 

ETIOLOGY  AND  PATHOGENESIS 

WILLIAM  H.  HARRISf 
New  Orleans 

It  is  evident  that  the  presentation  of  the 
etiology  and  pathogenesis  of  diseases  of 
the  liver,  in  the  brief  time  allotted,  is  quite 
impracticable.  A proper  consideration  of 
these  phases  of  any  one  such  disease  would 
require  more  than  the  assigned  period. 
Due  apology  is,  therefore,  offered  for  the 
“hit  and  run’’  or  “high  point”  data  that  are 
herewith  presented.  It  appears  more  log- 

*Read  before  the  Orleans  Parish  Medical  Society 
March  11,  1940. 

fFrom  the  Department  of  Pathology,  School  of 
Medicine,  Tulane  University  of  Louisiana. 
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ical  to  offer  a brief  general  analysis  of  the 
assigned  topic  rather  than  to  make  any  ef- 
fort at  detail  which  would  prove  both  futile 
and  tiresome. 

The  liver  is,  of  course,  one  of  the  largest 
parenchymatous  or  functional  organs  in 
the  host.  As  a factory  of  metabolic  activ- 
ity, it  is  of  varied  and  stupendous  extent. 
Any  general  description  of  its  gross  and 
microscopic  anatomy  leads  us  into  a laby- 
rinth too  extensive  to  traverse  but  in  which 
at  least  two  important  features  pertaining 
to  altered  physiology  and  disease  deserve 
emphasis. 

1.  Traveling  up  its  biliary  pathways,  the 
intralobular  sanctuary  is  entered  in  which 
the  primary  biliary  radicles  are  formed  in- 
tercellularly  in  the  hepatic  cords.  These 
constitute  the  source  of  the  vast  biliary 
system.  The  impediment  or  infection  of 
this  great  tributary  arrangement  presents 
very  tangible  instances  of  both  secretory 
and  cellular  derangements  from  which 
many  disease  processes  ensue. 

2.  The  portal  system,  with  its  most  ex- 
tensive circulatory  origin  from  the  gastro- 
intestinal canal  and  its  splenic  connection, 
form  at  once  a source  of  great  physiologic 
activity  by  means  of  its  expansive  redistri- 
bution throughout  the  liver  parenchyma. 
It  is  to  be  further  realized  that  although 
the  comparatively  small  hepatic  artery  is 
directly  impulsed  by  the  heart,  this  great 
portal  system  is  truly  venous  in  its  flow 
through  the  liver  wherein  functions  are 
performed.  This  forms  a direct  contrast 
to  the  circulation  of  other  important  organs 
such  as  the  brain,  lungs,  kidneys,  and  pan- 
creas, wherein  a strong,  pulsating  arterial 
intake  exists.  While  but  relatively  little 
analysis  of  this  fact  has  been  made,  it  is 
evident  that  its  vital  functions  require  the 
comparatively  sluggish  and  copious  venous 
circulatory  intake. 

It  must  be  appreciated  that  this  great 
venous  flow  carries  both  waste  material 
as  well  as  food  pabulum  primarily  into 
close  intimacy  with  the  functioning  liver 
cells  through  the  intralobular  sinuses  be- 
fore being  returned  to  the  general  circula- 
tion via  the  hepatic  vein.  Therefore,  the 
detoxifying  functions,  the  metabolic  and 


storage  capacity  of  modified  food  absorp- 
tion are  emphasized  and  made  practical  by 
this  shunting  or  side-tracked  circulation 
into  the  hepatic  structure.  Figure  1 shows 
a schematic  graph  of  intralobular  biliary 
tract  origin  and  portal  system  termination. 
Figure  2 shows  an  injected  depiction  of  the 
portal  system  and  hepatic  venous  return 
both  in  the  normal  and  obstructed  circula- 
tion. 


Fig.  1.  Schematic  graph  of  four  liver  cells  to  show: 
V.  C..  vascular  capillaries;  B.  C.,  bile  capillaries;  I.  V.  C., 
injured  vascular  capillaries;  V.,  bile  vacuole;  K.,  Kupffer 
cell.  (From  Wright’s  Applied  Physiology,  published  by  the 
Oxford  University  Press,  London,  1920.) 


Fig.  2.  Left,  injected  portal  vein  (dark)  and  hepatic 
vein  (light)  branches  in  normal  organ.  Right,  evidences 
of  circulatory  obliteration.  (From  A.  IT.  Mclndoe,  Arch. 
Path.,  5:23.  1938.) 

Because  of  these  assignments  by  nature, 
there  is  no  organ  in  the  body  that  presents 
such  a variety  of  physiologic  functions  as 
does  the  liver.  It  seems  in  order,  there- 
fore, at  least  to  enumerate  the  more  im- 
portant of  the  liver  functions  inasmuch  as 
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disturbances  thereof  constitute  the  clini- 
cal manifestations  of  the  many  disease 
processes. 

ENUMERATION  OF  HEPATIC  FUNCTIONS 

Bile  formation 

Formation  and  destruction  of  red  blood 
cells 

Metabolism  of: 

Protein  (deamination) 

Fat 

Carbohydrate 
Heat  Production 

Antitoxic  and  protective  (detoxication) 
Blood  volume  regulation 
Coagulation  of  blood 
Fibrinogen  production 
Iron  and  copper  storage 
Reticulo-endothelial  activity  (Kupffer 
cells) 


HA1MOCIOBIN 


biliary  factors.  (From  Bible  and  Davie’s  Pathology,  pub- 
lished by  Messrs.  J.  and  A.  Churchill,  London,  1940.) 

To  touch  upon  the  etiology  and  patho- 
genesis of  diseases  of  the  liver,  it  is  essen- 
tial primarily  to  name  the  more  important 
of  these  and  to  endeavor  to  group  them  as 
far  as  practical.  A distinctive  or  clear-cut 
classification  is  somewhat  difficult  because 
of  the  intermingling  and  concomitant  histo- 
pathologic alterations  that  so  frequently  co- 
exist. As  a matter  of  fact  because  of  the 


Fig.  4.  Left,  iron  storage  in  endothelium  demonstrated 
with  Berlin  blue  stain.  Right,  glycogen  storage  in  liver 
cells  demonstrated  with  Best's  carmine  stain.  (From 
Weiss'  Diseases  of  the  Liver,  Gallbladder,  Ducts  and  Pan- 
creas, published  by  Paul  H.  Iloeber,  Inc.,  New  York  City, 
1935.) 

great  likelihood  of  parenchymatous  injury 
of  this  extensive  organ,  many  of  its  lesions 
or  diseases  are  secondary  or  part  of  gen- 
eral systemic  disturbances,  infectious  or 
otherwise.  This  is  in  part  due  to  a com- 
bined systemic  and  portal  circulatory  in- 
take as  well  as  other  factors  that  have  been 
mentioned. 

RETROGRADE  METAMORPHOSIS 

Degenerations  and  Infiltrations 

Albuminous 

Fatty 

Amyloid 

Hyaline 

Necrosis 

Focal 

Central 

Midzonal 

Peripheral 

Massive 

Acute  yellow  atrophy 
Pigmentation 
Malaria 
Hemosiderosis 
Hemochromatosis 
Argyria 
Carbon 
Bile 

Bilirubin 

Biliverdin 

INFLAMMATIONS 

Acute 

Non-suppurative 
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Suppurative 

Portal 

Hepatic 

Biliary  passages 
Pylephlebitis 
(Appendix) 

Pseudo-abscess 

(Amebic) 

Chronic  Interstitial  or  Fibrosis 
Cirrhosis 

Laennec-atrophic 
Obstructive  biliary 
Reparative  following  necrosis 
Toxic 

Poisonings  (phosphorus,  arsenic, 
mercury,  chloroform,  cinchophen, 
impurities  of  carbon  tetrachlo- 
ride) 

Hanot’s  hypertrophic  biliary 
(disputed) 

Wilson’s  disease 

Banti’s  disease  (splenic  anemia) 

HETEROLOGOUS 

Specific  Infections 
Tuberculosis 
Syphilis 
Diffuse 
Gumma 
Cirrhosis 

(Heper  lobatum) 

Tularemia 

Actinomycosis 

Leukemias 

Lymphoid 

Myeloid 

Von  Gierke’s  disease 
(glycogenosis) 

Parasitic  and  Cystic  Disease 

Simple  obstruction 
(congenital) 

Echinococcus 
Coccidium  oviforme 
Flukes 
Endocrines 
Thyroid 
Pancreas 
Pituitary 
Adrenal 
Neoplasia 
Primary 
Metastatic 


Anomalies 

Congenital 

Pressure 

ETIOLOGY 

In  regard  to  the  causative  factors  of 
certain  of  such  diseases,  an  enumeration 
must  necessarily  include  the  micro-organ- 
isms that  produces  a specific  disease.  On 
the  other  hand,  such  agents  represent  only 
a small  proportion  of  the  incidence  of  dis- 
eases in  this  organ. 

The  etiologic  factors  can  be,  to  some  ex- 
tent, classified  in  the  following  groups : 
Specific  micro-organisms : 

Various  pyogens 
Treponema  pallidum 
B.  tuberculosis 
B.  tularense 
Actinomycetes 
B.  welchii 

Leptospira  icterohaemorrhagiae  (Weil’s 
disease) 

Yellow  fever  virus 

Malaria,  ameba,  and  various  other  para- 
sites (echinococcus) 

Toxins  of  Micro-organism  and  Various  In- 
fectious Agents 
B.  typhosus 
Pneumococcus 
B.  diphtheriae 

B.  influenzae  and  other  such  systemic  in- 
fections 

Chemical  Poisons 
Arsenic 
Mercury 
Chloroform 
Phosphorus 
Cinchophen 

Products  of  carbon  tetrachloride 
Argyria 

Absorptive  Abnormal  Products  and  Excess 
of  Normal 
Pregnancy 

Suppurative  bone  lesions 
Intestinal  obstruction 
Dietary  disturbances 
In  this  can  be  included  altered  functions 
or  changes  produced  by  the  endocrines, 
thyrotoxicosis  in  particular,  but  also  glyco- 
genic storage  as  related  to  the  pancreas, 
adrenal  and  pituitary  glands. 
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Circulatory 

Central  cirrhosis 

Chronic  passive  congestion  or  “nut-meg 
liver” 

Portal  obstruction 

Biliary  impediment 

Unknown  Origin  or  So-called  “Idiopathic” 

Certain  of  the  cirrhoses,  von  Gierke’s, 
Wilson’s  and  Banti’s  disease,  also  the 
leukemias  and  neoplasia. 

PATHOGENESIS 

This  subject  is  again  so  far  reaching  in 
its  scope  and  detail  that  only  generalities 
can  be  mentioned. 

Primarily,  liver  cell  disturbance  or  in- 
jury constitutes  the  focal  point  of  attention. 
The  metabolic  capacities  of  anabolism  and 
katabolism — or  of  formative  or  secretory 
nature — may  be  disturbed  by  various  ab- 
normal factors  without  primary  cellular 
alteration.  In  other  words,  the  nuclear  and 
protoplasmic  activities  may  be  altered 
through  imperceptible  changes  producing  a 
pathologic  physiology  or  malfunctioning. 
From  this  phase,  mild  gradation  of  cell 
change  ranging  up  to  complete  cellular  de- 
struction incorporating  karyolysis,  rhexis, 
and  pyknosis  of  the  important  nuclear  units 
may  occur,  thereby  presenting  a range  ex- 
tending from  mild  dysfunction  to  complete 
loss  of  physiologic  activity. 

Such  altered  or  destructive  changes 
caused  by  the  various  toxic  moieties  or  ab- 
normal secretory  factors  often  constitute 
the  process  of  pathogenesis  or  evolution  of 
pathology  for  many  of  the  enumerated  dis- 
eases. Examples  of  this  are  the  degenera- 
tive changes,  including  the  various  forms 
of  focal  necrosis,  or  even  organ  destruction 
as  seen  in  acute  yellow  atrophy.  Naturally, 
within  these  changes  would  be  included  the 
biliary  retention  or  alterations,  the  glyco- 
genic disturbances  and  all  other  such  cor- 
related factors. 

The  pathogenesis  of  pyogenic  invasion 
and  abscess  formations  with  primary  ne- 
crosis, inflammatory  reaction  and  accumu- 
lated neutrophilic  cell  response  needs  no  ex- 
planation. In  this  connection,  it  is  in  order 
to  contrast  the  so-called  “amebic  abscess” 
which  in  reality  is  only  a.  pseudQ-abscess. 


It  represents  a massive  histolysis  of  liver 
structure  produced,  through  variously  dis- 
cussed manners,  by  emboli  of  the  Endameba 
histolytica  carried  by  the  portal  system 
from  intestinal  lesions.  It  is  only  when 
secondary  bacterial  invasion  occurs  that 
true  pus  is  formed. 

The  pathogenesis  of  simple  atrophic  cir- 
rhosis forms  in  itself  an  interesting  point 
of  discussion.  Some  contend  it  is  purely  a 
reparative  process  following  in  the  wake 
of  liver  cell  injury  and  destruction.  This 
certainly  applies  to  central  or  “nut-meg” 
cirrhosis.  On  the  other  hand  evidences  of 
a true  interstitial  inflammation  with  cellu- 
lar infiltration,  connective  tissue  hyper- 
plasia, and  new  bile  duct  formation  are 
clearly  evident  in  many  specimens.  Time 
does  not  permit  of  a detailed  analysis  of 
this  interesting  question,  nor  of  the  many 
other  diseases  wherein  the  pathogenesis  is 
of  value.  Such  noteworthy  examples  serve 
to  demonstrate  various  sequence  abnormali- 
ties. 

SUMMARY 

Perhaps  the  one  factor  in  connection 
with  cause  and  pathogenesis  that  might  be 
stressed,  is  again  to  emphasize  the  unusual 
or  unique  portal  circulation.  Herein,  a 
venous  circulatory  return  from  the  ex- 
tensive intestinal  coils,  propelled  only  indi- 
rectly or  by  a vis  a tergo  from  the  heart, 
and  forming  thereafter  a chief  functioning 
intake,  is  finally  redistributed  through  cap- 
illaries or  sinuses  in  intimacy  with  the 
functioning  cells  of  a most  versatile  organ. 
Through  this  extraordinary  arrangement, 
nature  seems  to  broadcast  or  signal  out  the 
diversity  of  character  and  the  great  im- 
portance to  the  human  mechanism  of  liver 
function.  The  vast  and  expansive  naviga- 
tion system,  the  onslaught  of  the  variety 
of  cargo,  both  toxic  and  constructive  that 
is  transported,  bespeak  a more  important 
receiving,  manufacturing  and  distributing 
center  than  is,  perhaps,  ordinarily  appre- 
ciated. The  liability  to  injury  and  great 
significance  of  such  is  prima  facie  evident. 

There  is  set  forth  herein  an  effort  at  a 
general  analysis  and  organized  arrange- 
ment of  cause  and  formative  processes  of 
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diseases  of  the  liver,  the  summary  of  which, 
it  is  hoped,  may  form  a suitable  base  or 
preamble  to  the  subsequent  presentations 
of  this  symposium. 

o 

THE  DIFFERENTIAL  DIAGNOSIS  OF 

LIVER  DISEASE  AND  THE  CLASSI- 
FICATION OF  JAUNDICE 

CARLO  J.  TRIPOLI,  M.  D.f 
AND 

DAVID  E.  FADER,  M.  D.f 
New  Orleans 

A discussion  of  liver  disease  which  makes 
any  pretense  to  completeness  should  really 
include  a consideration  of  the  entire  biliary 
tract  and  of  such  related  organs  and  struc- 
tures as  the  duodenum,  the  stomach,  the 
spleen  and  the  portal  system.  Indeed,  it 
ought  also  to  encompass  a description  of 
the  disease  processes  occurring  in  almost 
every  branch  of  medicine.  The  liver,  in 
addition  to  being  the  largest  organ  in  the 
body,  plays  a very  important  role  in  the 
majority  of  the  important  metabolic  pro- 
cesses. Since  such  a comprehensive  discus- 
sion is  impossible  outside  of  a textbook  or 
system  of  medicine,  this  paper  will  be  lim- 
ited to  those  diseases  in  which  the  liver, 
yer  se,  is  the  chief  structure  involved.  It 
will  further  be  limited  to  a discussion  of 
the  important  differential  diagnostic  points 
of  these  diseases,  and  of  jaundice,  which  is 
perhaps  their  most  prominent  character- 
istic. 

DIAGNOSTIC  CONSIDERATION S 

The  diagnosis  of  hepatic  disease  is  not 
simple.  It  is  only  in  those  persons  who  are 
far  advanced  in  the  disease  and  beyond 
therapeutic  aid  that  classical  signs  appear. 
Unlike  the  diagnosis  of  many  other  dis- 
eases, neither  history  nor  physical  exami- 
nation supplies  any  great  amount  of  help- 
ful information  during  the  first  week  or 
two.  Extensive  liver  disease  may  coexist 
with  few  localizing  symptoms.  Prominent 
localizing  symptoms  of  liver  disease  may 

fFrom  the  Department  of  Medicine  of  the  School 
of  Medicine  of  Louisiana  State  University  and 
the  Charity  Hospital  of  Louisiana  at  New  Orleans. 


exist  with  no  general  manifestations.  Fur- 
thermore, many  false  impressions  have 
come  to  be  accepted  as  facts  and  further 
complicate  the  situation.  For  example,  the 
adage  that  painless,  causeless,  progressive 
jaundice  means  carcinoma  of  the  head  of 
the  pancreas  with  biliary  obstruction  is  not 
much  more  than  50  per  cent  correct.1  His- 
torical facts  may  furnish  clues,  but  they 
supply  no  conclusive  evidence. 

Although  complete  physical  examination 
is  essential  for  the  acquisition  of  facts  re- 
garding the  role  of  the  liver  in  any  given 
case,  again  the  diagnostic  information  ob- 
tained early  in  the  disease  is  conspicuous 
by  its  absence.  Little  more  than  jaundice, 
increase  in  size  and  shape  of  the  liver  and 
spleen,  and  the  presence  or  absence  of  pain 
over  the  organ  itself,  are  found  on  exami- 
nation except  in  well  advanced  cases. 

The  laboratory  methods  employed  in  the 
differential  diagnosis  of  liver  disease  are 
usually  considered  in  the  determination  of 
the  etiologic  factor  concerned  in  the  pro- 
duction of  jaundice. 

THE  ANATOMY  AND  PHYSIOLOGY  OF  THE  LIVER 

In  order  to  comprehend  the  pathogenesis 
of  liver  disease  and  of  its  chief  symptom, 
jaundice,  a brief  review  of  the  anatomy  of 

armosouw  ' 


Fig.  1.  Diagram  of  the  hepatic  circulation.  Two  Kupf- 
fer  cells  shown  in  a sinusoid.  (From  Rest  and  Taylor’s 
Physiological  Basis  of  Medical  Practice,  published  by  The 
Williams  and  Wilkins  Company,  Baltimore,  second  edition, 
1939.) 

the  liver  is  necessary.  The  structure  of  the 
organ  and  the  hepatic  circulation  are  set 
forth  diagrammatically  in  figure  l.2  Brief- 
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ly,  the  blood  supply  of  the  liver  comes  from 
two  sources,  the  portal  circulation  and  the 
hepatic  artery,  which  is  a branch  of  the 
celiac  axis.  The  blood  from  these  two 
sources  collects  in  the  sinusoids  of  the  liver 
and  empties  into  the  central  vein  of  the 
lobule,  whence  it  is  drained  into  the  sub- 
lobular  veins  and  finally  into  the  hepatic 
veins  which  enter  the  vena  cava. 

The  cells  of  the  reticulo-endothelial  sys- 
tem, which  line  the  sinusoids  of  the  liver, 
form  part  of  the  bilirubin  in  the  body  from 
the  non-ferruginous  part  of  the  hemoglobin 
molecule  and  then  pass  it  on  into  the  liver 
cells.  The  bile  pigments  are  excreted  into 
the  bile  capillaries,  to  be  collected  into  the 
interlobular  bile  ducts.  These  ducts  form 
the  hepatic  duct,  which  empties  into  the 
gallbladder. 

Although  not  all  of  the  functions  of  the 
liver  are  as  yet  comprehended,  those  which 
are  known  demonstrate  its  role  in  other 
physiologic  processes  of  the  body.  They 
may  be  classified  as  follows: 

FUNCTIONS  OF  THE  LIVER2-3 

1.  The  formation  of  bile  acids  and  bile 
pigments. 

2.  The  secretion  of  bile. 

3.  Carbohydrate  metabolism. 

Deamination. 

Amino  acid  synthesis. 

Urea,  uric  acid  and  hippuric  acid 
synthesis. 

4.  Protein  metabolism. 

5.  Detoxication. 

6.  Fat  metabolism. 

7.  Fibrinogen  production. 

8.  Elaboration  of  cholesterol  from  the 
blood. 

9.  Formation  of  vitamin  A from  caro- 
tene and  storage  of  vitamin  B. 

10.  Blood  volume  regulation. 

11.  Iron  and  copper  metabolism. 

12.  Storage  and  metabolism  of  erythro- 
cyte-maturing factor. 

13.  Blood  formation  in  the  embryo. 

14.  Phagocytic  activity  of  the  reticulo- 
endothelial cells. 

15.  Production  of  heparin. 

16.  Heat  production. 


THE  PATHOLOGIC  PHYSIOLOGY  OF  JAUNDICE 

Although  the  classification  of  jaundice 
which  was  proposed  by  McNee4  in  1923  was 
based  on  the  misconception  that  bilirubin 
differs  in  different  types  of  jaundice,  it  is 
still  rather  generally  accepted  because  of 
its  simplicity.  The  classification  presented 
by  Rich5  in  1930  is  far  more  accurate  from 
the  standpoint  of  physiologic  mechanism : 
It  has  never  won  wide  acceptance,  how- 
ever, perhaps  because  it  is  more  compli- 
cated. For  simplicity,  therefore,  the  classi- 
fication of  McNee  is  used  in  this  discussion. 

According  to  McNee,  part  of  the  bilirubin 
in  the  body  is  formed  in  the  cells  of  the 
reticulo-endothelial  system  which  line  the 
venous  sinusoids  of  the  liver.  It  is  then 
passed  on  to  the  liver  cells,  in  which  it  may 
possibly  be  changed.  The  bile  pigments  are 
excreted  into  the  bile  capillaries,  whence 
they  pass,  in  turn,  into  the  bile  ducts  and 
later  into  the  portal  tract. 

On  the  basis  of  McNee’s  concept,  icterus 
may  develop  under  any  of  the  following 
circumstances : 

1.  When  bile  pigment  which  is  formed 
by  the  reticulo-endothelial  cells  passes 
through  the  hepatic  cells  into  the  bile  tract, 
wherein  an  obstruction  exists. 

2.  When,  due  to  damage  of  the  poly- 
gonal cells,  the  bile  pigment  carried  to  them 
by  the  endothelial  cells  is  unable  to  enter 
them.  Under  these  circumstances  the  bili- 
rubin passes  directly  along  the  hepatic 
venous  radicles  into  the  general  circulation. 
It  is  also  conceivable  that  the  obstruction 
may  be  only  partial. 

3.  When  there  is  excessive  destruction 
of  the  red  blood  cells  and  too  much  bilirubin 
is  formed  for  the  polygonal  cells  to  handle. 
In  such  circumstances  some  pigment  may 
pass  normally  into  the  bile  capillaries  and 
color  the  feces,  while  the  excess  may  pass 
straight  through  the  hepatic  vein  into  the 
circulation  and  produce  jaundice. 

4.  When,  in  addition  to  damage  and  dis- 
ordered function  of  the  polygonal  cells, 
there  is  also  obstruction  of  the  bile  ducts, 
such  as  occurs,  for  instance,  in  cholangeitis. 
In  such  circumstances  some  pigment  might 
pass  directly  into  the  circulation  through 
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the  hepatic  vein  and  some  might  pass 
through  the  polygonal  cells,  to  be  re- 
absorbed later  because  of  the  existing  ob- 
struction. 

Jaundice,  on  the  basis  of  these  possible 
circumstances,  may  be  roughly  classified 
as : 

1.  Obstructive  hepatic  jaundice. 

2.  Hemolytic  jaundice. 

3.  Toxic  and  infective  hepatic  jaundice. 

4.  A combination  of  any  two  or  more  of 
these  forms. 

TESTS  O'F  I.IVE It  FUNCTION 

Because  of  the  manifold  functions  of  the 
liver  and  because  of  its  important  role  in 
extrahepatic  pathologic  states,  no  single 
test  of  function  is  adequate  to  determine 
the  type  of  liver  disease  existing  in  a given 
case. 

The  most  important  tests  of  liver  func- 
tion are  :2’3>6’7 

1.  Bile  pigment  metabolism 

Icterus  index 
Van  den  Bergh 
Urobilinogen 

2.  Excretory 

Bromsulphalein 

Bilirubin 

Rose  bengal  red 

3.  Carbohydrate  metabolism 

Levulose  tolerance 
Galactose  tolerance 

4.  Detoxication  and  protein  metabolism 

Quick  hippuric  acid  test8 

Cinchophen9 

Takata-Ara10 

5.  Storage  and  metabolism  of  erythro- 
cyte-maturing factor. 

6.  Bleeding,  clot  formation  and  contrac- 
tion. 

Quick  prothrombin  time11 
Ziffren  (et  al.)  bedside  test32 
Ivy  (et  al.)  bleeding  time13 
Boyce  serum  volume  index.14 

PRINCIPLES  AND  INTERPRETATION  OF  LIVER 
FUNCTION  TESTS 

TESTS  RELATIVE  TO  BILE  PIGMENT  METABOLISM 

1.  Icterus  Index. — Principle : Determi- 
nation of  increase  in  the  bilirubin  content 
of  blood  serum  as  compared  to  1 : 10,000  so- 
lution of  potassium  dichromate,  which  is 
taken  as  the  standard  color. 


Interpretation:  Normal  4°-6°;  latent 

jaundice  6°-15° ; clinical  jaundice  above 
15°. 

2.  Van  den  Bergh. — Principle : The  test 
is  based  on  the  assumption  that  hyperbili- 
rubinemia resulting  from  disease  of  the 
peripheral  circulation  (hemolytic  jaundice) 
differs  chemically  from  that  due  to  biliary 
tract  obstruction  (obstructive  jaundice). 

Interpretation : The  direct  reaction  may 
be  immediate,  delayed,  or  biphasic,  as  pre- 
sumably seen  in  jaundice  due  to  biliary  ob- 
struction. The  indirect  reaction  is  presuma- 
bly seen  in  jaundice  due  to  hemolysis,  as 
hemolytic  jaundice.  The  quantitative  test 
may  be  done  to  determine  the  degree  of 
hyperbilirubinemia.  Normal  range : 0.2-1 
units. 

3.  Urobilinogen. — Principle:  Bile  pig- 

ment excreted  into  the  intestinal  tract  is 
converted  into  urobilinogen,  which  is  ab- 
sorbed and  reconverted  by  the  liver  into 
bilirubin.  In  complete  biliary  obstruction, 
in  which  no  urobilinogen  is  formed,  none 
is  present  in  the  urine. 

Interpretation  : Absence  of  urobilinogen 
from  the  urine  of  jaundiced  subjects  signi- 
fies complete  biliary  obstruction. 

TESTS  RELATIVE  TO  EXCRETION 

Bromsulphalein,  bilirubin  and  rose  ben- 
gal red  tests. — Principle : The  ability  of  the 
liver  to  excrete  injected  substances. 

Interpretation : Biliary  obstruction, 

whether  mechanical  or  due  to  parenchymal 
disease,  results  in  retention  of  the  injected 
substance  in  the  circulation. 

TESTS  RELATIVE  TO  CARBOHYDRATE  METABOLISM 

Levulose  and  galactose  tests. — Principle : 
These  tests  are  dependent  on  the  ability  of 
the  liver  to  metabolize  carbohydrates. 

Interpretation:  (1)  Levulose  test:  Fol- 
lowing the  oral  administration  of  40  gm.  of 
levulose,  the  blood  sugar  curve  should  nor- 
mally approach  within  15  mg.  of  the  fasting 
level  at  the  end  of  two  hours.  (2)  Galactose 
test:  Following  the  oral  administration  of 
40  gm.  of  galactose  the  output  of  urine 
during  the  next  five  hours  should  contain 
less  than  3.0  gm.  of  sugar. 

In  obstructive  jaundice  the  carbohydrate 
metabolism  is  supposedly  not  disturbed,  as 
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it  would  be  in  jaundice  caused  by  parenchy- 
mal liver  damage. 

TESTS  RELATIVE  TO  DETOXICATION 

Principle:  Such  tests  are  based  on  the 
ability  of  the  liver  to  synthesize  hippuric 
acid  from  orally  administered  sodium  ben- 
zoate. 

Interpretation : The  oral  administration 
of  5.9  gm.  of  sodium  benzoate  normally  re- 
sults in  the  excretion  in  the  urine  of  a total 
of  3 gm.  or  more  of  hippuric  acid  over  a 
four-hour  period. 

TESTS  RELATIVE  TO  PROTEIN  METABOLISM 

Principle : Such  tests  are  based  on  the 
role  played  by  the  liver  in  the  maintenance 
of  the  albumin-globulin  ratio  in  the  blood 
plasma,  deaminization  of  amino  acids,  urea 
and  fibrinogen  formation. 

Interpretation  : Inversion  of  the  albumin- 
globulin  ratio,  due  to  an  increase  in  the 
globulin  fraction,  is  seen  in  advanced  he- 
patic cirrhosis  (Takata-Ara  test). 

TESTS  RELATIVE  TO  THE  STORAGE  AND  METABOL- 
ISM OF  THE  ERYTHROCYTE-MATURING  FACTOR 

Principle : Inability  of  the  liver  to  me- 
tabolize the  intrinsic  factor  secreted  by  the 
stomach  results  in  the  development  of  a 
macrocytic  hyperchromic  anemia. 

Interpretation : Following  the  paren- 

teral injection  of  liver  extract,  in  the 
presence  of  a macrocytic  hyperchromic 
anemia,  there  will  be  a reticulocyte  re- 
sponse, despite  the  demonstration  of  the 
intrinsic  factor  in  the  gastric  juice. 

TESTS  RELATIVE  TO  BLEEDING,  CLOT  FORMATION 
AND  CONTRACTION 

Principle : Such  tests  are  designed  to 

identify  the  bleeding  tendency  in  clinically 
jaundiced  patients.  The  bleeding  tendency 
is  probably  due  to  deficiencies  in  the  essen- 
tial elements  responsible  for  clot  formation 
and  clot  contractility. 

Interpretation : Prolongation  of  the  nor- 
mal bleeding  time,  coagulation  time  and 
prothrombin  time,  or  decrease  in  the  serum 
volume  index,  indicates  a bleeding  ten- 
dency during  or  following  operative  proce- 
dures. It  should  be  observed : 

1.  That  normal  results  from  the  above 
tests  are  no  guarantee  that  excessive  bleed- 
ing will  not  occur  at  operation. 


2.  That  the  intensity  of  the  jaundice  is 
no  index  of  the  bleeding  tendency.  The 
greater  the  hepatic  insufficiency,  however, 
the  greater  is  the  tendency  to  hemorrhage. 

OTHER  DIAGNOSTIC  AIDS 

In  addition  to  the  liver  function  tests 
listed,  certain  other  diagnostic  aids,  al- 
though indirect,  may  be  of  considerable 
value  in  any  disease  process  which  involves 
the  liver.  These  aids  include:2’36 

1.  Duodenal  intubation  and  drainage. 

2.  Roentgenologic  visualization  of  the 

gallbladder. 

3.  Roentgenologic  visualization  of  the 

stomach  and  duodenum. 

4.  Roentgenologic  study  of  the  diaphrag- 
matic area. 

5.  Roentgenologic  visualization  of  the 

liver  by  intravenous  injections  of  radio- 

opaque substances. 

6.  Peritoneoscopy. 

7.  Pneumoperitoneum. 

8.  Needle  punch  biopsy  of  the  liver. 

INTERPRETATION  OF  INDIRECT  DIAGNOSTIC  AIDS 

IN  THE  DIFFERENTIATION  OF  LIVER  DISEASE 

1.  The  demonstration,  by  means  of  duo- 
denal lavage,  that  bile  is  present  in  the 
duodenum  is  the  most  direct  proof  possible 
that  a complete  biliary  obstruction  does  not 
exist.  A negative  result,  however,  may  be 
due  to  improper  technic  and  is  therefore 
not  reliable. 

2.  The  demonstration  by  roentgenogra- 
phic  visualization  that  the  gallbladder  fills 
and  empties  normally  is  conclusive  evidence 
that  no  complete  biliary  obstruction  exists. 
A negative  result,  however,  is  completely 
unreliable  in  proving  the  existence  of  a 
complete  obstruction. 

3.  Roentgenographic  visualization  of  the 
stomach  and  duodenum  may  reveal  patho- 
logic lesions  suggestive  of  the  pathologic 
lesion  in  the  liver.  Neoplasms  of  the  stom- 
ach, for  example,  might  lead  one  to  believe 
that  a similar  condition  exists  as  the  cause 
of  the  biliary  obstruction.  Changes  in  the 
contour  of  the  duodenum,  such  as  would  be 
produced  by  neoplasm  of  the  head  of  the 
pancreas,  strongly  suggest  that  the  biliary 
obstruction  is  due  to  the  pancreatic  tumor. 
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4.  Roentgenographic  study  of  both  dia- 
phragmatic areas  frequently  presents  evi- 
dence of  hepatic  displacement,  tumors, 
cysts  or  abscesses.  The  interpretation  of 
these  findings  in  the  presence  or  absence 
of  jaundice  is  clear.  The  point  should  be 
made,  however,  that  a solitary,  intrahepatic 
neoplasm  or  abscess  frequently  exists  with- 
out clinical  jaundice. 

5.  Roentgenographic  visualization  of  the 
liver  by  the  intravenous  injection  of  radio- 
opaque substances  (thorium  dioxide)  re- 
veals the  entire  outline  of  the  liver  and  may 
demonstrate  hepatic  enlargement,  cirrhosis, 
abscess,  or  tumor  formation.  It  is  agreed, 
however,  that  the  diagnostic  information 
obtained  by  this  method  may  well  be  ob- 
tained by  simpler  methods.  In  addition,  the 
fact  that  the  injected  material  remains 
more  or  less  permanently  in  the  reticulo- 
endothelial cells  renders  this  test  undesira- 
ble as  a diagnostic  procedure. 

6.  Direct  visualization  of  the  lower  edge 
of  the  liver  is  possible  by  peritoneoscopy. 
This  method  may  be  used  to  demonstrate 
pathologic  lesions  at  or  about  the  gall- 
bladder and  the  liver  edge,  and  biopsies 
may  be  taken  while  the  instrument  is  in 
place.  The  limitations  of  the  method  are 
obvious,  but  the  possibilities  for  future  de- 
velopment are  promising. 

7.  The  simple  injection  of  air  into  the 
peritoneal  cavity  (pneumoperitoneum)  will 
aid  in  visualizing  the  size  and  shape  of  the 
liver.  It  is  of  especial  value  in  cirrhosis  of 
the  liver. 

8.  Needle  punch  biopsy  supplies  infor- 
mation which  is  conclusive  evidence  of  the 
pathologic  lesions  at  the  site  from  which 
the  biopsy  is  taken,  and  the  method  is  cer- 
tainly a distinct  addition  to  our  diagnostic 
armamentarium.  It  has  been  made  more 
practical  by  the  development  of  a special 
needle  whose  use  is  not  attended  with  the 
same  degree  of  trauma,  or  maceration  of 
tissue,  incident  to  the  use  of  needles  which 
require  a suction  syringe  to  obtain  the 
specimen. 

For  the  last  year  we  have  employed 
punch  biopsy  of  superficially  located  tu- 
mors as  a diagnostic  method,  and  have  re- 


peatedly demonstrated  the  accuracy  by 
which  biopsy  material  can  be  obtained.  We 
use  a needle  manufactured  by  the  McGregor 
Instrument  Company  ( Vim-Silverman  bi- 
opsy needle) . The  instrument,  which  oper- 
ates on  the  principle  of  a trocar,  consists 
of  a short,  hollow  outer  needle,  with  a 
beveled  edge,  containing  a smaller-bore  hol- 
low needle.  The  inner  needle  is  longer  than 
the  outer  needle  and  is  divided  in  the  center. 
The  cutting  edge  of  the  inner  needle  is 
beveled  in  the  shape  of  a V.  The  technic 
consists  of  little  more  than  the  simple  in- 
sertion of  the  two  needles,  one  within  the 
other,  in  the  same  manner  as  an  aspirating 
needle  would  be  inserted.  Local  anesthesia 
is  used,  and  a small  incision  is  made  in  the 
skin  before  the  needle  is  inserted,  both  to 
facilitate  its  entrance  through  the  abdomi- 
nal wall  and  to  eliminate  the  possibility  of 
including  skin  in  the  biopsy  specimen, 
which  might  lead  to  an  incorrect  diagnosis 
of  squamous  cell  carcinoma. 

The  operator  should  practice  punch 
biopsy  on  the  liver  of  the  cadaver  before 
attempting  to  employ  it  in  living  subjects, 
to  learn  to  appreciate  the  “feel”  of  tumor 
tissue.  Certain  precautions  are  obviously 
necessary  when  this  method  is  employed, 
and  it  is  not  entirely  free  from  risk,  though 
the  proper  selection  of  cases  is  the  first 
principle  of  both  safety  and  success. 

The  method  is  particularly  well  adapted 
to  cases  of  liver  disease,  regardless  of 
whether  or  not  jaundice  is  present,  in  which 
the  liver  is  large,  and  there  are  no  other 
definite  findings  either  by  physical  exami- 
nation or  laboratory  tests.  The  site  of  the 
puncture  should  be  the  area  most  super- 
ficially located.  If  a nodule  or  nodules  can 
be  palpated,  specimens  should  be  obtained 
from  those  areas.  The  dangers  of  hemor- 
rhage following  the  puncture  may  be  mini- 
mized by  appropriate  examinations  for  a 
possible  bleeding  tendency  before  biopsy  is 
attempted.  These  precautions  minimize  the 
dangers  of  the  method.  Multiple  punctures 
may  be  done  on  the  same  patient  at  dif- 
ferent sites. 

SUMMARY  AND  CONCLUSIONS 

1.  The  pathologic  physiology  of  jaundice 
and  its  classification  are  reviewed. 
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2.  The  functions  of  the  liver  are  out- 
lined. 

3.  The  principles  and  interpretations  of 
the  more  commonly  employed  liver  function 
tests  are  presented. 

4.  The  inefficiency  of  the  tests  for  liver 
function  to  diagnose  or  prognosticate  liver 
disease  is  pointed  out. 

5.  The  indirect  aids  in  the  differential 
diagnosis  of  liver  disease  are  reviewed. 

6.  The  value  of  needle  punch  biopsy  as  a 
diagnostic  aid  in  selected  cases  of  liver  dis- 
ease is  presented. 
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Because  the  therapy  of  diseases  of  the 
liver  obviously  covers  too  vast  a field  to 
be  handled  in  any  single  discussion,  I pro- 
pose to  dismiss  very  briefly  the  treatment 
of  certain  special  diseases  and  conditions. 
It  will  then  be  possible  to  devote  the  great- 
er portion  of  this  paper  to  what  might  be 
termed  the  basic  therapy  of  hepatic  dis- 
ease, that  is,  the  corrective  therapy  of  liver 
damage,  regardless  of  its  origin,  and,  in 
particular,  the  basic  therapy  of  the  hemor- 
rhagic diathesis  in  jaundice. 

THE  THERAPY  OF  SPECIAL  DISEASES  OP  THE  LIVER 

Toxic,  infectious  and  hemolytic  jaundice, 
to  employ  the  generally  accepted  classifica- 
tion of  McNee,1  are  medical  states  which 
do  not  concern  the  surgeon  after  he  has 
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once  eliminated  them  as  diagnostic  possi- 
bilities. Obstructive  jaundice  is  a condi- 
tion of  mechanical  origin  which  must  be 
corrected  by  mechanical,  that  is,  by  surgi- 
cal measures.  Depending  upon  whether  the 
fundamental  pathologic  cause  is  stones, 
strictures,  tumors,  or  similar  causes,  the 
appropriate  operation  may  be  cholecystec- 
tomy, cholecystostomy,  choledochostomy, 
resection  of  the  common  duct  or  of  the  am- 
pulla of  Vater,  partial  pancreatectomy, 
some  short  circuiting  operation,  or  some 
combination  of  two  or  more  of  these  meas- 
ures. Intrahepatic  obstructive  jaundice  is 
not  amenable  to  surgical  correction. 

Solitary  amebic  abscess  of  the  liver,  as 
Ochsner  and  DeBakey2  have  clearly  shown, 
is  attended  with  a much  lower  mortality 
when  it  is  treated  by  aspiration  and  eme- 
tine therapy  than  when  open  drainage  is 
employed.  Pyogenic  abscesses  of  the  liver, 
which  are  multiple,  are  not  relieved  by  sur- 
gical measures  unless  they  become  con- 
fluent, which  does  not  usually  happen. 

Splenectomy  has  been  advocated  for  pri- 
mary biliary  cirrhosis  and  has  been  suc- 
cessful in  a very  limited  number  of  cases. 
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The  secondary  or  obstructive  type  of  bil- 
iary cirrhosis  is  treated  by  the  release  of 
the  causative  obstruction.  The  various  op- 
erations which  have  been  recommended  for 
the  relief  of  portal  cirrhosis  all  have  the 
same  object,  the  decrease  of  the  associated 
portal  pressure,  but  the  results  have  been 
disappointing.  Possible  procedures  in- 
clude the  formation  of  an  Eck  fistula,  the 
intraperitoneal  attachment  of  the  omen- 
tum to  the  anterior  peritoneum,  its  extra- 
peritoneal  attachment  to  the  recti  muscles, 
and  resection  of  the  small  intestine. 

Solitary  tumors  of  the  liver  can  be  ex- 
cised by  the  electro-surgical  method  of  Tin- 
ker3 if  other  circumstances  are  favorable. 
For  injuries  of  the  liver,  particularly 
crushing  injuries  which  involve  extensive 
destruction  of  tissue,  we  have  recommended 
resection  of  the  traumatized  area,  on  the 
basis  of  our  experimental  work,  which  has 
shown  that,  aside  from  hemorrhage  and 
shock,  tissue  autolysis  is  the  chief  cause  of 
death.4  The  introduction  of  thrombin  for 
local  application  by  Seegers  and  his  as- 
sociates5 would  seem  to  have  solved  the 
problem  of  hemorrhage,  which  formerly 
kept  suggestions  for  resection  of  the  liver 
largely  in  the  realm  of  theory. 

GLUCOSE  THERAPY 

Experimental  and  clinical  observations 
have  repeatedly  made  it  clear  that  glucose 
is  the  therapeutic  sheet  anchor  in  subjects 
with  hepatic  and  biliary  tract  disease,  and 
that  any  other  agent,  however  necessary  it 
may  be,  is  additive  and  never  a substitute 
for  it.  Whatever  the  cause  of  the  liver 
disease  or  damage,  the  affected  subject  is 
like  an  experimental  animal  whose  liver 
function  has  been  partially  destroyed  by 
hepatotoxic  drugs  or  completely  destroyed 
by  hepatectomy  but  from  which  death  can 
be  permanently  or  temporarily  averted  by 
glucose  therapy.  To  observe  its  effects  in 
hepatectomized  animals,  which  otherwise 
would  die  within  a few  hours,  at  most,  is 
to  witness  one  of  the  most  dramatic  sights 
of  experimental  surgery,  as  has  been  re- 
peatedly shown. 

In  normal  animals,  according  to  Rav- 
din,6  the  liver  contains  5.5  per  cent  of  gly- 


cogen for  every  100  gm.  of  weight,  a pro- 
portion which  in  jaundiced  dogs  is  reduced 
to  1.4  per  cent.  The  higher  the  percentage 
of  fat  in  the  liver,  regardless  of  the  glyco- 
gen storage  level,  the  more  susceptible  it 
is  to  injury,  whether  by  disease,  toxic  drugs 
or  anesthesia.  In  fact,  studies  from  Rav- 
din’s7  clinic  have  shown  that  the  protec- 
tive action  of  large  stores  of  hepatic  gly- 
cogen depends  in  great  part  upon  the  dis- 
placement of  the  fat  content  by  the  deposi- 
tion of  glycogen  in  the  liver. 

The  brilliant  results  obtained  by  sur- 
geons who  have  used  glucose  therapy  in- 
telligently, particularly  in  biliary  tract  and 
thyroid  surgery,  need  no  repetition.  Equal- 
ly impressive  results  are  frequently  ob- 
tained by  other  surgeons  who  use  the 
method  empirically,  according  to  the  ex- 
ample of  others,  without  any  comprehen- 
sion of  its  rationale.  The  value  of  the 
method  has  also  been  proved  by  the  post- 
operative morbidity  and  mortality  of  sur- 
geons who  have  failed  to  use  it  at  all.  My 
studies  by  the  Quick  test  in  various  dis- 
eases have  clearly  shown  that  by  the  use 
of  glucose  therapy  failing  liver  function 
can  be  restored  to  a relatively  or  absolutely 
safe  level  before  operation  and  maintained 
at  safe  rates  after  operation.810  In  fact,  I 
have  observed  very  few  cases  in  which  ade- 
quate preoperative  glucose  therapy  has  not 
resulted  in  a smaller  than  usual  drop  in 
liver  function  after  operation,  and  have  on 
record  a number  of  cases  in  which  the 
postoperative  values,  as  the  result  of  such 
therapy,  have  actually  been  higher  than 
the  preoperative  (figs.  1 and  2).  The  de- 
layed fall  of  function  which  occurs  in  many 
cases  when  glucose  therapy  is  withdrawn 
permits  interesting  speculations  as  to  what 
might  have  occurred  without  it  in  the  im- 
mediate critical  postoperative  period,  when 
a sharp  depression  of  function  might  have 
been  fatal. 

To  be  fully  effective,  glucose  therapy 
must  be  administered : 

1.  For  a reasonably  long  period  of  time 
before  operation,  on  the  basis  of  the  pa- 
tient’s needs,  as  determined  by  initial  and 
serial  liver  function  tests. 
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FIG.  J. 

GEOUP  STUDIES  IM  APPEIiDECTOFIIZED  PATIENTS 
(QUICK  UVEK  fUriCTIOrt  TEST.) 


FIG  2 


GROUP  STUDIES  IN  CHOLECYSTOMIZED  PATIENTS 

(quick  ayce  fuucvou  tests  ) 


2.  By  month,  in  preference  to  vein, 
whenever  this  is  practical,  intravenous 
therapy  being  reserved  for  patients  who 
cannot  take  glucose  by  mouth  and  for  im- 
mediate preoperative  and  postoperative 
needs. 

3.  At  a continuous,  steady  rate  rather 
than  intermittently,  no  matter  what  mode 
of  administration  is  employed.  When  glu- 
cose is  used  at  irregular  intervals,  periods 
intervene  in  which  the  hepatic  glycogen 
becomes  decreased,  sometimes  to  perilously 
low  levels  or  to  levels  at  which  increased 
quantities  of  glucose  must  be  administered 
before  restoration  to  normal  levels  is  pos- 
sible. My  own  experience  has  shown  that 
postoperative  glucose  therapy  is  far  more 
effective  if  preoperative  glucose  therapy 
has  been  employed. 

4.  Up  to  the  very  time  of  operation,  since 
it  has  been  shown  that  the  hepatic  gly- 
cogen decreases  rapidly  during  anesthe- 
sia.11 


5.  In  larger  amounts  in  jaundiced  and 
other  individuals  whose  disease  is  such 
that  their  liver  glycogen  is  particularly  low. 

6.  Without  insulin,  unless  diabetes  is 
present  and  requires,  itself,  the  use  of  this 
agent.11 

Winslow’s12  recent  studies  on  the  utiliza- 
tion of  glucose  in  surgical  patients  supply 
an  accurate  guide  to  dosage,  solution  and 
rate  of  administration.  They  supply  fur- 
ther proof,  as  he  points  out,  of  Allen’s  dex- 
trose paradox,  a term  used  to  designate 
“that  remarkable  power  of  every  non-dia- 
betic organism  to  utilize  dextrose  in  abso- 
lutely unlimited  quantities  . . . the  amount 
of  sugar  utilized  is  governed  not  by  any 
restriction  of  power  on  the  part  of  the 
organism ; it  is  governed  only  by  the  dose.” 

That  the  oral  administration  of  glucose 
is  actually  more  effective  than  the  intra- 
venous administration  is  a fact  which  is 
either  not  generally  known  or  is  generally 
overlooked.  Althausen’s11  comparative  stud- 
ies, however,  have  made  it  quite  clear,  and 
therapy  is  greatly  simplified  if  the  oral 
route  is  used  whenever  circumstances  per- 
mit. The  simple  addition  of  sweetened 
fruit  juices  and  hard  candy  to  the  diet 
produces  astonishingly  good  results,  with 
no  inconveniences  to  physician  or  patient 
(fig.  1). 

Evidence  has  accumulated  to  show  that 
dehydration  seriously  impairs  the  ability 
of  the  liver  to  utilize  glucose,  and  the  im- 
portance of  the  maintenance  of  the  proper 
fluid  balance  has  been  repeatedly  stressed 
by  Coller13  and  others.  On  the  other  hand, 
it  should  be  remembered  that  the  too  rapid 
or  too  profuse  administration  of  fluids  re- 
sults in  the  loss  of  a considerable  quantity 
of  sugar  through  the  kidney  glomeruli  be- 
fore it  has  had  any  chance  of  being  utilized 
by  the  liver. 

Ravdin  and  his  associates7  have  pointed 
out  that  a high  glycogen  and  a low  lipid 
level  in  the  liver  do  not  necessarily  go 
hand  in  hand,  and  have  stressed  the  im- 
portance of  including  protein  (at  least  14 
per  cent)  in  the  diet.  The  possibilities  of 
intravenous  protein  therapy  have  recently 
been  demonstrated  by  Elman  and  Wei- 
ner,14 and  Quick15  some  years  ago  pointed 
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out  that  this  necessary  element  of  the  diet 
could  be  safely  and  rapidly  supplied  by  the 
use  of  gelatin.  The  present  advertising  of 
the  manufacturers  of  gelatin  suggests  that 
they  have  learned  of  this  or  some  similar 
recommendation. 

THE  THERAPY  OF  THE  HEMORRHAGIC  DIATHESIS 
IN  JAUNDICE 

The  therapy  of  the  hemorrhagic  diathesis 
in  jaundice  depends  upon  the  etiologic  fac- 
tors which  produce  it.  These  factors,  to 
express  it  as  simply  as  possible,  are  now 
known  to  be  a deficiency  in  the  plasma 
prothrombin  of  the  blood,16  which  in  turn 
is  due  to  a deficiency  of  the  fat-soluble 
vitamin  K,17  which  in  turn  is  due  to  the 
absence  of  bile  salts  in  the  intestinal 
tract,18  or  to  the  destruction  of  intestinal 
surface  which  prevents  their  absorption.19 
The  background  of  the  whole  picture  is 
liver  damage,  which  apparently  may  be 
actually  causative  or  merely  concomitant.20 
The  final  convergence  of  these  numerous 
lines  of  experimental  inquiry  has  for  the 
first  time  permitted  a rational  concept  of 
the  hemorrhagic  diathesis  and  at  the  same 
time  has  made  clear  the  appropriate  ther- 
apy for  its  control.  The  bleeding  tendency 
is  now  recognized  as  a “conditioned  de- 
ficiency” and  its  correction  is  effected  by 
rectification  of  the  various  deficiencies 
which  make  up  the  picture  and  which  are 
expressed,  so  to  speak,  as  hemorrhage. 

I share  Quick’s21  opinion  as  to  the  rela- 
tive infrequency  of  the  hemorrhagic  dia- 
thesis. It  is  certainly  not  common  in  this 
community.  One  hesitates  to  postulate  a 
geographic  distribution,  but  it  may  pos- 
sibly be,  in  the  light  of  present  knowledge, 
that  it  is  unusual  here  because  of  the  large 
quantities  of  vitamin  K which  are  included 
in  the  usual  diet.  Green  vegetables  are  in 
market  at  reasonable  rates  at  all  seasons 
of  the  year.  Intelligent  persons  use  them 
in  their  diets  to  balance  them.  The  poorer 
classes  eat  them  because  they  are  cheap. 
The  negro,  as  we  all  know,  likes  cabbage 
and  turnip  greens  above  all  things,  and 
that  he  eats  them  cooked  with  salt  meat, 
ham  bone  or  bacon  is  highly  significant, 
for  vitamin  K is  a fat-soluble  vitamin. 


Whether  or  not  this  explanation  covers 
the  infrequency  of  hemorrhage  in  jaundice 
in  this  community  I do  not  undertake  to 
say.  It  is  pure  speculation,  but  it  does  not 
seem  unreasonable  in  the  light  of  recent 
discoveries.  A still  more  speculative  pos- 
sibility is  that  different  individuals  may 
exhibit  a bleeding  tendency  under  differ- 
ent climatic  conditions,  and  that  in  this 
temperate  and  semi-tropical  climate  the 
critical  level  is  somewhat  lower  than  it  is 
in  colder  climates.  The  low  values  which 
we  have  found  for  the  serum  volume  index 
in  newborn  children  who  have  had  no  hem- 
orrhagic tendency  seem  additional  corrob- 
oration of  this  theory.22 

Be  this  as  it  may,  the  only  proper  at- 
titude is  to  suspect  that  every  jaundiced 
subject  may  have  a bleeding  tendency  and 
to  make  the  necessary  tests  to  demonstrate 
it.  Such  studies  provide  information  as  to 
the  patient’s  preoperative  status,  determine 
the  preoperative  therapy  to  be  employed, 
and  furnish  a basis  of  comparison  for  post- 
operative studies  as  well  as  a guide  to  post- 
operative therapy.  The  bedside  test  of 
Ziffren  and  his  associates23  has  not  proved 
entirely  accurate  in  my  experience,  and  I 
prefer  the  more  complicated  test  for  pro- 
thrombin time  devised  by  Quick  and  his 
associates16  or  the  very  simple  but  ap- 
parently entirely  accurate  serum  volume 
index  of  our  own  devising.24  Some  test  for 
liver  function  should  also  be  employed,  pre- 
ferably the  Quick  hippuric  acid  test21  or 
the  serum  bilirubin  test,25  or  both. 

Single  tests  for  either  the  hemorrhagic 
diathesis  or  for  liver  function  are  not  re- 
liable, especially  if  they  are  performed  con- 
siderably in  advance  of  the  operation.  The 
only  two  instances  in  which  I have  ob- 
served the  serum  volume  index  to  be  in- 
accurate were  cases  in  which  single  deter- 
minations were  made  three  and  four  weeks, 
respectively,  before  operation.  Conditions 
may  alter  within  a few  hours,  let  alone 
within  days  and  weeks. 

Serial  tests  are  also  important  after  op- 
eration when,  in  addition  to  operative 
trauma,  a prothrombin  deficiency  exists, 
perhaps  due  to  the  presumable  consump- 
tion of  large  amounts  in  the  production  of 
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the  fibrinous  exudate  in  the  margin  of  the 
wound  as  a part  of  the  healing  process. 

The  correction  of  a demonstrated  ten- 
dency to  hemorrhage,  in  view  of  what  has 
just  been  said,  is  a fairly  simple  matter.  It 
involves:  (1)  The  supply  of  vitamin  K in 

some  concentrated  and  readily  assimilable 
form;  (2)  the  supply  of  bile  salts;  (3)  the 
supply  of  a minimum  amount  of  fat  in  the 
diet;  (4)  the  use  of  glucose  therapy  for  the 
improvement  of  liver  function,  as  has  al- 
ready been  described;  (5)  the  use  of  such 
other  general  measures  as  would  be  em- 
ployed in  the  preparation  of  any  patient 
for  serious  surgery. 

FIG.  3. 

VITAMIN  K THERAPY  IN  THE  HEMORRHAGIC  DIATHESIS 
(5CQU/1  VOLUnE  INDEX  DETBDtl/flfi  T/  OfYS  ) 


I have  used  vitamin  K in  its  natural 

form,  that  is,  in  tomatoes,  lettuce,  cabbage 

and  other  vegetables,  and  have  had  re- 

markably good  results  with  this  crude 

method  (fig.  3A).  I have  used  it  in  the 

form  of  cerophyll,  a preparation  of  dried 

young  cereal  plants,  oats  and  wheat,  and 

in  the  form  of  klotogen  Abbott,  a vitamin 

K concentrate.  Recently  I have  used  it 

in  the  form  of  thyloquinone  Squibb,  a syn- 

thetic form  (2  methyl  1,  4 naphtho- 

quinone). The  synthetic  substance  is  new, 

but  has  already  given  excellent  results  and 

will  probably,  as  a matter  of  convenience, 

eventually  replace  most  of  the  other  prepa- 

rations. The  only  patient  I have  ever  seen 

who  failed  to  respond  to  adequate  vitamin 

K-bile  salt  therapy  was  treated  with  cero- 

phyll (fig.  3C),  but  her  lack  of  response 
was  undoubtedly  due  to  her  depressed  liver 
function  rather  than  to  the  form  in  which 
the  vitamin  was  administered.  Exactly 


what  the  connection  is  between  liver  dam- 
age and  the  hemorrhagic  diathesis  is  not 
yet  clear,  but  there  seems  no  doubt  that 
vitamin  K therapy  is  not  effective  unless 
liver  function  can  be  improved. 

Various  preparations  of  bile  salts  are  re- 
ported as  giving  satisfactory  results.  I 
use  bilein  Abbott,  but  I do  not  believe  that 
general  rules  can  or  should  be  laid  down  as 
to  such  details.  Provided  that  vitamin  K 
and  bile  salts  are  administered  in  adequate 
amounts,  each  surgeon  will  eventually  de- 
termine his  own  mode  of  therapy  on  the 
basis  of  his  own  experience  and  observa- 
tions. The  reports  in  the  literature  seem 
to  make  that  point  clear. 

Administration  can  be  made  by  mouth 
or  duodenal  tube,  intramuscularly  or  intra- 
venously, depending  upon  the  urgency  of 
the  circumstances,  the  state  of  the  patient, 
and  the  type  of  preparation  used.  Gen- 
erally speaking,  the  oral  route  should  be 
used  whenever  time  permits,  the  intraven- 
ous route  being  reserved  for  cases  in  which 
bleeding  has  already  occurred  or  rapid  pre- 
operative preparation  is  essential.  Again 
these  are  matters  which  the  individual  sur- 
geon will  work  out  for  himself.  The  sim- 
pler measures,  however,  seem  surprisingly 
effective.  I had  excellent  results  in  a re- 
cent case  of  postoperative  hemorrhage 
which  I saw  in  consultation  by  putting  klo- 
togen and  bilein  into  the  stomach  by  tube. 

Jaundiced  subjects  should  be  classified 
into  three  groups,  on  the  basis  of  whatever 
test  for  the  hemorrhagic  diathesis  the  sur- 
geon may  be  using.  Patients  with  a serum 
volume  index  above  0.85  (1.0  being  the 
standard  of  normal)  are  considered  as  un- 
likely to  bleed,  patients  with  indices  be- 
tween 0.85  and  0.75  as  within  the  danger 
zone,  and  patients  with  indices  below  0.75 
as  in  frank  risk  of  hemorrhage.  An  ample 
margin  of  safety  should  always  be  allowed, 
for  both  liver  function  and  plasma  pro- 
thrombin are  decreased  after  operation  in 
every  case.  For  that  reason,  I agree  en- 
tirely with  Butt  and  his  associatesI * * * * * * * * * * * * * * * * * 19  that 
the  time  to  treat  deficiency  states  is  when 
they  are  apparent  only  in  the  laboratory. 
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Furthermore,  when  liver  function  tests 
are  low  or  when  gross  hepatic  damage  is 
observed  at  operation,  precautions  should 
be  redoubled.  It  is  possible  to  control 
bleeding  after  operation  in  many  unpre- 
pared or  badly  prepared  cases,  but  certain- 
ly today  the  surgeon  has  no  right  to  sub- 
mit the  patient  to  such  a risk.  Finally, 
therapeutic  results  are  apparently  short- 
lived as  long  as  the  basic  pathologic  state 
remains  uncorrected,  and  vitamin  K-bile 
salt  therapy  should  never  be  discontinued 
merely  because  one  or  two  tests  indicate 
that  the  bleeding  tendency  has  been  con- 
trolled. 

Although  transfusion  is  no  longer  as  im- 
portant as  it  once  was,  it  is  still  the  quick- 
est possible  method  of  replacing  lost  blood 
and  also  of  increasing  the  prothrombin  in 
the  blood  stream.  The  replacement  of  pro- 
thrombin explains  why  in  the  pre-vitamin 
K era  transfusion  done  immediately  before 
operation  was  frequently  effective,  even 
though  it  was  used  empirically.  It  also 
explains  Walters’26  observations  that  there 
is  a period  of  eight  to  ten  hours  after 
transfusion  which  is  the  optimum  period 
for  operation  and  in  which  the  coagula- 
tion time  is  visibly  improved.  Unawares, 
he  was  advising  operation  at  the  time  a 
temporary  increase  in  prothrombin  has 
been  effected. 

Transfusion  also  improves  the  oxygen 
saturation  of  the  blood,  which  in  turn  im- 
proves the  state  of  the  liver,  and  thus  im- 
proves the  effectiveness  of  vitamin  K ther- 
apy. Ravdin  and  his  associates  have  shown 
that  the  use  of  oxygen  effects  remarkable 
improvement  in  livers  in  which  fatty 
changes  are  apparent. 

DECHOLIN  THERAPY 

Remarkable  improvement  of  liver  func- 
tion has  been  obtained  in  non-jaundiced 
patients  with  latent  or  evident  liver  dam- 
age by  the  use  of  various  bile  salts.  My 
own  preference  is  for  decholin  (dehydro- 
cholic  acid),  which  is  not  toxic  and  which 
has  so  marked  a cholagogic  action  that  it 
produces  all  the  effects  of  a physiologic 
lavage.  It  is  contraindicated  in  obstruc- 
tive jaundice,  in  which  an  increased  bile 


secretion  could  serve  no  useful  purpose  and 
might  do  harm. 

I have  used  decholin  in  biliary  tract  and 
thyroid  surgery,  in  various  forms  of  liver 
disease,  and  in  appendectomies,  hernio- 
plasties,  and  similar  elective  procedures. 
As  a general  rule,  when  it  was  taken  by 
mouth  for  48  or  even  for  24  hours  before 
operation,  the  fall  in  liver  function  after 
operation  was  considerably  less  than  usual 
and  the  values  were  sometimes  higher  than 
the  preoperative  values  (figs.  1 and  2). 
The  use  of  glucose,  by  mouth  or  vein,  and 
decholin  therapy  in  combination  produced 
still  better  results  (fig.  2) . 

This  is  such  a simple  method  of  im- 
proving liver  function,  and  the  good  results 
are  so  out  of  proportion  to  the  slight 
trouble  and  expense  involved,  that  it  seems 
well  to  employ  it  in  even  normal  subjects, 
in  whom  ordinarily  no  special  preopera- 
tive or  postoperative  therapy  is  employed, 
to  provide  against  the  fall  in  liver  function 
which  occurs  after  all  surgery. 

Decholin  is  also  useful  in  biliary  tract 
disease  in  which  operation  is  refused  or 
contraindicated  for  some  reason.  I have 
under  such  treatment  at  this  time  a woman 
80  years  of  age  who  has  been  treated  for 
gallbladder  disease  by  various  medical 
methods  for  the  past  12  years.  She  is  now 
enjoying,  she  tells  me,  the  greatest  comfort 
she  has  had  during  that  period. 

The  most  striking  results  with  decholin 
therapy  have  occurred  in  a small  group  of 
patients  who  were  apparently  on  the  verge 
of  developing  the  type  of  postoperative 
liver  failure  in  which  the  renal  factor  is 
dominant.  It  is  not  too  much  to  say  that 
in  three  or  four  such  cases  the  patients 
seem  literally  to  have  been  dragged  back 
from  the  gates  of  death.  On  the  other 
hand,  decholin  therapy  has  not  been  effec- 
tive in  averting  the  fatal  outcome  in  the 
hyperpyrexic  type  of  liver  failure,  at  least 
when  the  syndrome  is  definitely  estab- 
lished. 

THE  CONCEPT  OF  LATENT  HEPATIC  DYSFUNCTION 

It  will  be  observed  that  this  communica- 
tion has  dealt  not  only  with  frank  disease 
of  the  liver  but  with  diseases  in  which  he- 
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patic  deficiency  is  not  ordinarily  recognized 
to  play  any  part.  Our  own  studies  with 
the  Quick  hippuric  acid9' 10  and  serum  bili- 
rubin tests27  have  shown,  however,  that 
liver  deficiency  is  a rather  frequent  find- 
ing in  disease  which  does  not  primarily  in- 
volve the  liver  or  the  biliary  apparatus. 

We  are  not  alone  in  this  opinion.  This 
is  the  concept  of  the  liver  weakling,  as  ad- 
vanced by  Henschen.28  This  is  the  concept 
of  unsuspected  hepatic  deficiency,  as  ad- 
vanced by  McNee,29  Judd,30  Weir,31  Rozen- 
daal  and  Comfort,32  Hurst33  and  others. 
Time  does  not  permit  a discussion  of  it,  but 
it  should  be  said  that  its  acceptance  carries 
two  implications : 

1.  The  investigation  of  every  surgical  pa- 
tient from  the  standpoint  of  the  state  of 
his  liver,  as  well  as  from  the  standpoint  of 
the  state  of  his  heart,  lungs  and  kidneys. 

2.  The  routine  use  of  such  simple  meas- 
ures as  oral  glucose  or  decholin  therapy,  or 
both,  as  prophylactic  measures  in  patients 
in  whom  any  degree  of  hepatic  dysfunction 
is  demonstrated,  and  preferably  also  in 
patients  whose  liver  function  is  normal,  to 
guard  against  the  postoperative  decrease 
which  has  been  shown  to  occur  after  even 
the  simplest  surgery. 

SUMMARY  AND  CONCLUSIONS 

1.  The  therapy  of  various  surgical  dis- 
eases of  the  liver  has  been  briefly  outlined. 

2.  Glucose  is  the  sheet  anchor  of  therapy 
in  hepatic  disease,  and  any  other  treatment, 
however  essential  it  may  be,  is  additive 
and  never  a substitute  for  it.  Oral  admin- 
istration is  surprisingly  effective. 

3.  The  identification  of  the  jaundiced  pa- 
tients who  are  likely  to  bleed  is  the  first 
consideration  in  the  prevention  of  the 
catastrophe.  Corrective  therapy  includes 
the  supply  of  vitamin  K in  combination 
with  bile  salts  and  a minimum  proportion 
of  fat  in  the  diet,  in  addition  to  glucose 
therapy.  Transfusion  is  of  temporary  ben- 
efit in  the  occasional  case. 

4.  Decholin  (dehydrocholic  acid)  im- 
proves liver  function,  particularly  when 
combined  with  glucose  therapy.  It  also  can 
be  given  by  mouth. 

5.  The  concept  of  the  liver  weakling  or 
of  unsuspected  hepatic  dysfunction  sug- 


gests the  investigation  of  all  surgical  pa- 
tients from  the  standpoint  of  the  state  of 
their  livers  and  the  use  of  such  simple 
measures  as  oral  glucose  and  decholin  to 
guard  against  the  fall  in  liver  function 
which  usually  accompanies  all  operative 
procedures. 

6.  It  should,  of  course,  be  understood  that 
nothing  which  has  been  suggested  in  re- 
gard to  studies  of  liver  function  should 
in  any  way  be  construed  as  a suggestion 
that  laboratory  tests  should  be  substituted 
for  clinical  observation. 
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INFLUENZAL  MENINGITIS* 

A REVIEW  OF  RECENT  LITERATURE  WITH 
CASE  REPORTS 

RUTH  ALEMAN,  M.  D.f 
New  Orleans 

Seven  cases  of  influenzal  meningitis 
treated  with  sulfapyridine  have  been  fatal 
in  the  last  few  months  in  New  Orleans  in 
children  under  two  years  of  age.  They  are 
being  reported  in  the  belief  that  if  we  are 
eventually  to  arrive  at  a fair  conclusion  as 
to  the  efficacy  of  chemotherapy  in  the 
treatment  of  this  disease,  failures  as  well  as 
successes  should  be  uniformly  reported,  so 
that  the  percentage  of  cures  may  be  honest- 

*Delivered  at  the  regional  meeting  of  the  Ameri- 
can Academy  of  Pediatrics  (Region  II)  at  the 
Edgewater  Gulf  Hotel,  March  15,  1940. 

fFrom  the  Department  of  Pediatrics,  Louisiana 
State  University  Medical  Center. 


ly  computed.  If  all  fatalities  are  reported, 
some  day  it  may  be  determined  whether 
or  not  the  cures  attributed  to  chemotherapy 
exceed  the  small  percentage  of  spontaneous 
cures. 

Although  the  differential  diagnosis  of 
meningitis  belongs  essentially  to  the  pres- 
ent century,  Joseph  Jones,1  writing  in  1873, 
tells  that  meningitis  was  reported  to  have 
existed  in  the  southern  United  States  as 
early  as  1776,  and  that  it  invaded  New  Or- 
leans in  1826,  again  in  1850,  and  again  in 
1872-73.  It  was  first  called  “head  pleurisy’’ 
and  later  cerebrospinal  meningitis. 

New  Orleans  physicians  were  not  slow  in 
becoming  familiar  with  European  discov- 
eries. Discussing  Bloom’s2  survey  of  in- 
fluenzal meningitis  in  1930,  J.  B.  Guthrie 
stated  that  cases  were  being  so  diagnosed 
in  the  New  Orleans  Charity  Hospital  dur- 
ing his  internship  in  1898-99,  and  that  a 
three  months’  old  baby  under  his  care  re- 
covered with  no  treatment  other  than  hot 
baths.  It  is  assumed  the  diagnosis  of  in- 
fluenzal meningitis  was  made  without 
laboratory  confirmation,  since  Slawyk’s 
first  laboratory  diagnosis  was  made  in 
1899. 

Since  1899,  medical  science  has  accom- 
plished many  advances  in  chemotherapy, 
immunology,  vaccine  preparation,  and  sup- 
portive treatment,  and  has  developed  a 
technic  for  the  treatment  of  influenzal 
meningitis  in  which  so  many  factors  par- 
ticipate that  when  a recovery  is  effected  it 
is  difficult  or  impossible  to  know  what 
cured  the  patient.  It  is  interesting  to  note 
in  this  connection  that,  although  the  failure 
to  cure  influenzal  meningitis  is  always  ex- 
cused on  the  basis  of  virulence  of  the  dis- 
ease, success  of  a remedy  is  not  generally 
attributed  to  a less  virulent  strain,  nor  rele- 
gated to  the  class  of  spontaneous  cures. 

SURVEY  OF  LITERATURE 

In  1936,  Wilkes-Weiss3  made  a critical 
survey  of  500  cases  of  influenzal  meningitis 
from  the  literature.  “There  were  373  in- 
fants under  two  years  of  age  with  nine 
recoveries,  giving  a mortality  of  97.6  per 
cent,  while  26  of  the  127  patients  over  two 
recovered,  or  a mortality  of  79.5  per  cent.” 
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The  preponderating-  incidence  of  the  dis- 
ease in  infants  has  been  brought  out  many 
times,  but  nowhere  else  have  I found  the 
difference  in  mortality  so  graphically 
stated. 

This  survey  was  made  in  1936,  before 
treatment  with  drugs  of  the  sulfonamide 
group  had  been  instituted,  and  it  is  well  to 
bear  this  in  mind,  for,  unless  chemotherapy 
betters  the  pre-established  mortality  rate 
of  79.5  per  cent  in  patients  over  two  years 
of  age,  it  has  accomplished  nothing.  On  the 
other  hand,  even  a small  percentage  of  re- 
coveries in  infants  is  significant. 

In  1930,  Bloom-  assembled  Rivers’  220 
cases  which  had  been  published  in  1922, 4 
his  own  and  others  from  the  literature, 
totaling  302  cases.  One  hundred  and  eighty- 
seven  were  under  two  years  of  age,  of 
whom  only  six  recovered,  or  a mortality  for 
this  age  group  of  96.7  per  cent. 

In  1934,  Neal  et  al.5  reported  111  cases 
of  their  own  with  62  under  two  years,  all 
62  fatal.  Similar  series  of  patients  under 
two  with  100  per  cent  mortality  are  re- 
ported by  Jenks  and  Radbill,6  26,  (1931)  ; 
Hart,7  16,  (1932)  ; Ward  and  Fothergill,8 
25,  (1932)  ; Tokunaga,9  23,  (1936)  ; Bridge- 
man  and  Bissett,10  5,  (1938)  ; New  Orleans 
Charity  Hospital  records,  17,  (unre- 
ported) ; Silverthorne  et  al.,11  approximate- 
ly 50  (1937).  (They  state  that  78  per  cent 
of  70  children  were  between  two  months 
and  three  years,  and  the  only  patient  who 
recovered  was  more  than  two  years  old.  In 
their  serum  treated  group  of  36  cases  with 
11  cures,  78  per  cent  under  three  years, 
only  two  under  two  years  recovered.) 
Huntington,  Wilkes-Weiss  (1936) 12  report 
42  cases  under  two  years  with  one  cure. 

From  these  and  other  recent  reports,  I 
have  assembled  478  cases  of  influenzal 
meningitis  in  children  under  two  years,  in- 
cluding 17  at  the  New  Orleans  Charity  Hos- 
pital during  the  last  five  years,  and  two  in 
my  private  practice, — in  all  15  recoveries, 
or  a mortality  of  96.8  per  cent  (table  1). 


TABLE  I 

CASES  OF  INFLUENZAL  MENINGITIS  UNDER 
TWO  YEARS 

Cases 

Reported 

Died 

Recovered 

Rivers  (1922)2  

152 

147 

5 

Marie  & Pretet  (1927)14 

1 

0 

i 

Bloom  (1930)2  

35 

34 

i 

Jenks  & Radbill  (1931)6 

26 

26 

0 

Martmer  & Davidson  (1931)42 

l 

0 

1 

Gibbens  (1931)47  

1 

1 

0 

Johnson  (1932)48  

1 

1 

0 

Hart  (1932)7  

16 

16 

0 

Ward  & Fothergill  (1932)8 

25 

25 

0 

Pittman  (1933)13  About 

5 

5 

0 

Paisseau  (1933)  (See 

Spekter)18  

1 

0 

1 

Neal  et  al.  (1934)5 

62 

62 

0 

Faust  & Stein  (1935)41 

1 

0 

1 

Huntington  & Wilkes-Weiss 
(1936)12  

42 

41 

1 

Tokunaga  (1936)9  

23 

23 

0 

Silverthorne  et  al.  (1937)11 
About  

50 

48 

2 

Basman  & Perley  (1937)29 

1 

1 

0 

McQuarrie  (1937)30  

1 

1 

0 

Jones  (1937)24  

5 

5 

0 

Massachusetts  General  Hospital 
11938)33  

i 

1 

0 

Bridgeman  & Bissett  (1938)10 

5 

5 

0 

Waring  (1939)23  

i 

0 

1 

Roche  & Caughey  (1939)36 

i 

0 

1 

Sappington  & Favorite 

(1939)21  

o 

2 

0 

New  Orleans  Charity  Hospital 
(1935-1940)  

17 

17 

0 

Aleman  (1939-1940)  

O 

2 

0 

Totals  

478 

463 

15 

This  slight  reduction  in  mortality  since 
Wilkes-Weiss’  97.6  per  cent  in  1936  is  per- 
haps due  to  reported  isolated  cures,  with- 
out reports  of  as  many  isolated  fatalities, 
and  inability  to  determine  ages  in  many 
reports.  Unfortunately,  the  percentage  of 
cures  in  unselected  series  does  not  support 
optimism  in  regard  to  any  special  form  of 
treatment. 

ANTI-INFLUENZAL  SERUM 

Wollstein5  prepared  an  anti-influenzal 
serum  by  immunizing  goats  in  1911.  Tor- 
rey  and  Packard13  each  reported  cure  of  an 
eleven  year-old  patient  with  it,  in  1915  and 
1916  respectively.  Dunn  used  it  in  11  and 
Neal  in  five  fatal  cases.  Anti-influenzal 
horse  serum  has  been  developed  since  1920 
by  the  Research  Laboratory  of  New  York 
City;  by  Wilkes-Weiss,  of  Washington 
University,  St.  Louis;  by  Hugh  K.  Ward 
and  Joyce  Wright,  of  Harvard;  by  Mar- 
garet Pittmann,  of  the  Rockefeller  Insti- 
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tute;  and  by  the  Massachusetts  Board  of 
Health  (Fothergill’s  serum),  which  last  is 
the  serum  with  which  Silverthorne  et  ah, 
Schwentker  and  others  have  obtained  such 
promising  results. 

Autogenous  vaccines  are  being  used,  and 
cure  of  a child  under  two  years  was  re- 
ported in  France  in  1927  (Marie  and 
Pretet14)  by  intrathecal  injection  of  vaccine 
prepared  from  a fatal  case  of  influenzal 
meningitis. 

Hattie  Alexander,10  of  the  Department  of 
Diseases  of  Children,  College  of  Physicians 
and  Surgeons,  Columbia  University,  writes: 
“The  treatment  of  influenzal  meningitis  in 
children  with  sera  from  horses  immunized 
with  H.  influenzae  has  in  general  been  un- 
successful.With  this  in  mind  she  has  de- 
veloped a rabbit  serum  which,  after  experi- 
ments with  animals,  was  tried  in  humans. 
She  says : “The  antiserum  produced  by  this 
method  has  yielded  encouraging  results  in 
the  treatment  of  H.  influenzae  meningitis. 
Untreated  serum  was  used  intrathecally,  a 
globulin  fraction  intravenously.” 

So  far  as  can  be  determined  from  the 
literature,  patients  treated  with  serum 
from  the  Massachusetts  Board  of  Health, 
by  Fothergill’s  method,  stand  alone  in  point 
of  view  of  mortality.  In  his  last  published 
report  (1937),  Fothergill16  reported  201 
serum-treated  cases  with  41  recoveries,  or 
a mortality  of  84.6  per  cent.  He  included 
in  this  report  two  striking  series,  Schwent- 
ker’s  17  cases  with  five  recoveries,  and  that 
of  Silverthorne  and  Snelling,  35  cases  with 
10  recoveries,  later  reported  by  Silver- 
thorne et  al.  with  an  additional  case,* 
making  36  cases  with  11  recoveries.11 

However,  these  reports  are  counter- 
balanced by  apparently  overlapping  cases 
from  the  Infants  and  Children’s  Hospital, 
Boston,  as  reported  by  Ely  R.  Cannon.  In 

* Since  presentation  of  the  present  paper  (March 
15,  1940)  an  article  has  appeared  by  Silverthorne 
et  al.  (April,  1940),  reporting  a total  of  65  pa- 
tients who  received  specific  sera  with  a mortality 
of  76  per  cent.  Sixty-nine  per  cent  were  under 
three  years  of  age;  recoveries  are  not  classified  as 
to  age.  Twenty-nine  of  the  total  also  received 
either  sulfanilamide  or  sulfapyridine,  of  which  22 
died.4{> 


a discussion  of  Dr.  Neal’s17  paper  in  1938, 
Cannon  said:  “Ninety-six  patients  with  in- 
fluenzal meningitis  have  been  treated  with 
specific  serum  and  of  this  group  there  were 
six  recoveries;  six  additional  patients  have 
received  combined  serum  and  sulfanilamide 
treatment  with  no  recoveries.” 

Spekter  (1936), 18  Bridgeman  and  Bissett 
(1938) 10  on  the  West  coast,  and  Young  et 
al.  in  Omaha  (1938), 19  each  report  cures 
with  serum  shipped  by  Fothergill,  the  ages 
being  six,  eight  and  five  years  respectively. 
Rittenberg’s  cure  was  in  an  eight  year  old 
child  who  also  received  serum. 

Neal,20  speaking  of  Fothergill’s  method 
of  serum  and  complement  says:  “We  have 
tried  the  combination  of  serum  and  com- 
plement in  a fair  number  of  cases  without 
success  up  to  the  present  time.” 

In  1933,  Pittman13  reported  the  results  of 
18  patients  treated  with  serum  from  her 
laboratory.  Only  one  recovered : a child 
two  years  old. 

In  1936,  Huntington  and  Wilkes-Weiss3 
reported  use  of  serum  in  15  patients  in  the 
St.  Louis  Children’s  Hospital  and  four  else- 
where, with  only  one  recovery,  a child  seven 
years  old.  Summarizing  their  experience 
and  several  other  cures,  they  say:  “One 
would  have  been  more  inclined  to  attach  sig- 
nificance to  these  recoveries  if  the  individ- 
uals had  been  infants.  If  these  patients  had 
been  the  only  ones  in  the  older  age  group 
who  had  received  serum,  a stubborn  opti- 
mist, while  conceding  that  the  serum  was 
perhaps  useless  in  infants,  might  have  con- 
tinued to  hope  that  it  would  be  useful  in 
older  patients  . . . Evidently  the  ultimate 
results  are  discouraging  in  both  groups.” 
And  further : “Anti-influenzal  serum  is  not 
a success  despite  the  brilliant  and  arduous 
work  which  lies  back  of  some  of  the  clini- 
cal experiments  . . . Clearly  there  is  some 
unknown  factor  which  makes  the  dislodg- 
ment  of  the  meningococcus  relatively  easy, 
while  meningeal  H.  influenzae  is  not  read- 
ily evicted.” 

Neal  et  al.5  reported  use  of  anti-influen- 
zal serum  in  four  cases  in  1934,  but  say: 
“In  none  of  them  could  the  use  of  the  speci- 
fic serum  be  regarded  as  a determining 
factor  in  the  recovery.” 
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PATIENTS  WITH  INFLUENZAL 

TABLE  2 

MENINGITIS  TREATED 

WITH  SULFANILAMIDE 

Cases  Reported 

Ages 

Died 

Recovered 

Basman  & Perlev  (1937)29 

1 

1 

year 

1 

0 

Jones  (1937)24  

1 

2 

yr.,  10  mo. 

0 

1 

McIntosh  et  al.  (1937)22 

2 

6 

yr.  each 

o 

0 

McQuarrie  (1937)30  

1 

20 

mo. 

i 

0 

Taylor  (1938)32  

1 

4 

yr. 

i 

0 

Folsom  & Gerchow  (1938)26  

1 

10 

yr. 

0 

1 

Bachhuber  (1938)31  

.1 

3 

yr. 

1 

0 

Massachusetts  General  Hospital  (1938)33 

8 

mo. 

1 

0 

Teggart  (1938)25  

1 

Adult 

0 

1 

Cannon  (1938)17  

Not  stated 

6 

1 

Gordon  (1938)27  

1 

7 

yr. 

0 

1 

Young  & Moore  (1938)19 

1 

5 

yr. 

0 

1 

Sappington  & Favorite  (1939)21 

(Reporting  Appelbaum’s,  

18 

Not  stated 

17 

1 

Hageman's,  

...  1 

Not  stated 

1 

0 

their  own)  

2 

11 

mo.,  3 mo. 

2 

0 

Waring  (1939)23  

6 

Not  stated 

6 

0 

Brown  et  al.  (1939)28  

1 

6 

yr. 

0 

1 

Neal  (1939)20  

20 

Not  stated 

18 

2 

New  Orleans  Charity  Hospital. 

15 

9 

mo. 

15 

0 

7 

mo.,  2 yr., 

3 

mo.,  4 yr„ 

6 

mo.,  2V2  yr.. 

3 

mo.,  3 yr., 

20 

mo.,  5 yr., 

9 

mo.,  1 yr., 

7 

mo.,  11  yr. 

Total  

82 

72 

10 

In  1938,  Neal17  writes:  “During  the  past 
five  or  six  years  there  has  been  a decided 
increase  in  meningitis  due  to  B.  influenzae. 
Povitzky  found  experimentally  that  mice 
were  effectively  protected  against  lethal 
doses  of  the  strain  B.  influenzae  commonly 
associated  with  meningitis  by  the  use  of 
prontosil  and  a specific  serum.  With  this 
form  of  meningitis  the  clinical  results  have 
not  corresponded  with  the  experimental  re- 
sults.” 

In  1939,  she30  repeats : “In  treating  this 
form  we  have  used  the  specific  serum  in- 
traspinally  and  also,  as  bacteriemia  is  often 
present,  intravenously.  Recently  we  have 
been  combining  the  serum  with  prontosil 
for  intraspinal  use.  Sulfanilamide  is  given 
also  by  other  routes.  The  results,  how- 
ever, have  been  disappointing.  Of  20  cases 
only  two  have  recovered.” 

SULFANILAMIDE 

The  recent  report  of  S.  W.  Sappington 
and  Grant  0.  Favorite21  on  the  use  of  sulf- 
anilamide in  all  types  of  meningitis  in- 
cludes 25  cases  of  influenzal  meningitis : 


Appelbaum’s  18  cases,  five  other  cases  from 
the  literature,*  and  two  of  their  own.  Ap- 
pelbaum’s one  recovery  “received  both  anti- 
influenzal  serum  and  sulfanilamide” ; how- 
ever, “three  other  cases  received  both  se- 
rum and  sulfanilamide  but  ended  fatally.” 
They  conclude : “The  results  with  sulf- 
anilamide therapy  in  influenzal  meningitis 
with  or  without  serum  so  far  are  not  en- 
couraging, there  being  24  deaths  in  25 
cases,  a mortality  of  96  per  cent.” 

In  addition  to  this  series,  Neal20  reported 
20  cases  with  only  two  recoveries,  (1939)  ; 
Cannon,17  six,  (1938),  all  fatal;  McIntosh  et 
al.,22  two,  both  fatal,  (1937)  ; Waring,23  six, 
all  fatal,  (1939)  ; Jones24  (1937),  Teggart25 
(1938),  Cannon17  (1938),  Folsom  and  Ger- 
chow26  (1938),  Gordon27  (1938),  Young 
and  Moore10  (1938),  Brown  et  al.28  (1939), 
one  cure  each ; Basman  and  Perley29  (1937) , 
McQuarrie30  (1937),  Bachhuber31  (1938) , 
Taylor32  (1938),  Massachusetts  General 


*Hageman’s  case46  is  the  only  one  of  these  five 
not  listed  below. 
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Hospital  cases33  (1938)  one  death  each 
(table  2) . 

Adding  to  these  reported  cases  15  unre- 
ported deaths  in  the  New  Orleans  Charity 
Hospital  during  1937-1939,  we  have  a total 
of  82  cases  treated  with  sulfanilamide  or 
closely  associated  drugs  of  the  same  group 
with  ten  recoveries,  a mortality  of  87.8  per 
cent.  In  at  least  30  cases,  anti-influenzal 
serum  was  also  given,  only  four  of  whom 
recovered.  No  recovery  is  reported  in  a 
child  under  two  years;  however,  the  ages 
are  not  given  in  four  of  the  ten  recoveries. 

Long  and  Bliss34  in  their  recent  book  say : 
‘‘Neal  was  not  impressed  by  the  effect  of 
sulfanilamide  (in  influenzal  meningitis)  in 
her  series  of  cases,  and  our  experience  has 
been  similar  to  hers.” 

SULFAPYRIDINE 

Five  recoveries  from  influenzal  menin- 
gitis treated  with  sulfapyridine  have  been 
reported  in  the  recent  literature.  Tom  R. 
Hamilton  and  Frank  C.  Neff,35  report  re- 
covery of  a girl  two  years  old  treated  in 
the  University  of  Kansas  Hospital.  The 
writers  knew  of  no  published  report  “of 
this  type  of  meningitis  in  which  treatment 
with  sulfapyridine  had  been  successful,  but 
it  seemed  advisable  to  try  it,  especially 
since  serum  therapy  offered  little  benefit.” 
No  specific  serum  was  used. 

J.  I.  Waring23  reported  two  recoveries 
with  sulfapyridine,  a negro  girl  six  years 
old,  and  a negro  boy  22  months,  the  girl 
with  remaining  slight  deafness,  and  the 
boy  with  a slight  ataxia.  Both  were  treated 
at  Roper  Hospital,  Charleston,  S.  C.  “Eight- 
een other  patients  with  the  same  disease 
in  the  hospital  over  a period  of  ten  years 
all  died.  Specific  serum  was  not  used  in 
any  case,  but  sulfapyridine  was  used  in 
three  and  sulfanilamide  in  six  of  the  fatal 
cases.” 

E.  H.  Roche  and  J.  E.  Caughey33  report 
two  cures  with  M.  & B.  693  which  they  re- 
port because  then  can  trace  no  record  of 
influenzal  meningitis  treated  with  this 
drug,  a boy  aged  17  months  and  a girl 
12  years  of  age.  They  conclude : “In  view 
of  the  almost  uniformly  fatal  course  of  in- 
fluenzal meningitis  in  children,  the  recov- 


ery of  two  consecutive  patients,  one  of 
whom  was  only  17  months  old,  cannot  rea- 
sonably be  ascribed  to  coincidence.  Apart 
from  lumbar  puncture  and  blood  transfu- 
sions, whose  inadequacy  has  been  so  con- 
clusively proved  in  the  past,  the  only  treat- 
ment common  to  both  cases  was  the  admin- 
istration of  M.  & B.  693.  These  considera- 
tions, together  with  the  impressions  gained 
from  observation  of  the  cases”  compel  the 
writers  to  believe  that  the  good  results  ob- 
tained were  pre-eminently  due  to  this  drug. 

The  death  of  two  consecutive  patients 
with  influenzal  meningitis  in  my  private 
practice  prevents  me  from  sharing  the  en- 
thusiasm of  Roche  and  Caughey  for  sulf- 
apyridine. However,  its  efficacy  in  the 
treatment  of  certain  other  diseases  is  not 
questioned,  as  we  are  dealing  only  with  in- 
fluenzal meningitis. 

My  discouraging  results  led  me  to  a study 
of  the  cases  of  influenzal  meningitis  treat- 
ed at  the  Charity  Hospital  in  New  Orleans 
during  recent  years.  In  1936,  Tripoli37 
stated  that  during  the  ten  years  1925-1934 
inclusive,  there  had  been  20  cases  of  influ- 
enzal meningitis  in  the  hospital.  All  were 
fatal. 

The  hospital  records  show  that  from 
1935-1939  inclusive,  27  cases  of  influenzal 
meningitis  were  treated:  none  in  1935;  in 
1936,  one;  1937,  seven;  1938,  11;  1939, 
eight,  making  a total  of  47  for  the  fifteen 
years  1925-1939,  with  no  recoveries.  Dur- 
ing the  last  five  years,  the  oldest  patient 
treated  for  influenzal  meningitis  was  11 
years,  and  there  were  17  patients  under 
two  years  of  age.* 

During  1937  and  1938,  sulfanilamide  was 
used  in  most  instances.  In  1939,  eight  pa- 
tients were  treated,  all  with  sulfanilamide. 
In  one  case,  sulfanilamide  had  been  admin- 
istered for  three  weeks  before  admission 
and  meningococcic  antitoxin  was  also 
given.  In  one  case,  sulfanilamide  was  tem- 
porarily substituted  for  sulfapyridine.  In 
all  cases  the  spinal  fluid  was  frequently 

*1  am  very  grateful  to  Dr.  Wright,  Director  of 
the  New  Orleans  Charity  Hospital,  for  permission 
to  examine  the  records,  and  to  the  clerks  of  the 
record  library  for  their  courteous  assistance. 
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drained,  the  customary  supportive  regimen 
of  transfusions  and  infusions  was  given, 
but,  regardless  of  the  route  of  entrance, 
intraspinally,  intramuscularly,  or  intra- 
venously, sulfapyridine  failed  to  save  a sin- 
gle patient  (table  3). 


TABLE  3 

INFLUENZAL  MENINGITIS  IN  NEW  ORLEANS 
CHARITY  HOSPITAL 


Year 


1925-1939 


1925-1934  - 20  20 

(Tripoli)  37 

1935  0 

1936  1 1 

1937  7 7 4 

1938  I I 11  10 

1939  8 8 1 8 


47*  47  15  8 

*It  should  be  remembered  that  this  100  per  cent  mor- 
tality does  not  include  the  collective  experience  of  all  New 
Orleans  physicians  in  the  treatment  of  influenzal  menin- 
gitis. In  addition  to  several  cured  cases  mentioned  in  the 
above  text,  and  others  unreported,  is  the  cured  case  of 
Isidore  Cohn  in  1935,  an  11  year  old  hoy  treated  by 
daily  spinal  taps,  frequent  blood  transfusions,  adminis- 
tration of  magnesium  sulfate  by  rectum  for  dehydration, 
a dry  diet  and  the  use  of  hypnotic  drugs  to  overcome 
restlessness. 50 


My  two  cases  were  in  children  six  months 
and  18  months  of  age.  Both  gave  a history 
of  previous  upper  respiratory  infection,  the 
younger  infant  having  had  a paracentesis 
of  both  ear  drums  with  little  or  no  suppur- 
ation following  it.  The  blood  and  spinal 
fluid  findings  were  as  usual  in  these  cases. 
Direct  stained  smears  from  the  spinal  fluid 
showed  gram-negative  pleomorphic  bacilli. 
Cultures  on  tryptose  blood  agar  grew  in 
characteristic  dew  drop  colonies  and  B. 
Haemophilus  influenzae  were  recovered. 

The  treatment  in  both  cases  was:  (1) 
Frequent  spinal  drainage,  and  late,  in  the 
younger  child,  cistern  and  ventricular  taps ; 
(2)  sulfapyridine,  in  amount  of  one  grain 
per  pound  of  body  weight  in  divided  doses, 
was  begun  as  soon  as  the  diagnosis  was 
made;  (3)  frequent  small  blood  transfu- 
sions. The  older  child  was  given  the  blood 
serum  of  a donor  who  had  given  serum  to 
a recovered  case  of  influenzal  meningitis 


treated  but  unreported  by  Socola.  (4)  Auto- 
genous vaccine  was  given  the  younger  baby 
in  increasing  doses  on  alternate  days. 

The  six  months  old  baby  lived  exactly 
two  months  and  the  19  months  baby  three 
weeks  after  onset.  Autopsy  on  the  younger 
baby  showed  thickening  of  the  meninges, 
a thinning  out  of  the  cortex,  flattening  of 
the  convolutions,  dilation  of  the  ventricles 
to  four  or  five  times  their  normal  size  and 
containing  a large  amount  of  flaky,  puru- 
lent material.  The  right  lung  revealed  a 
grayish  patch  of  bronchopneumonia  in  the 
lower  lobe.  Both  liver  and  spleen  gave 
evidence  of  toxic  inflammation.  No  au- 
topsy was  permitted  in  the  other  case. 

This  total  of  18  infants  treated  with  sulf- 
apyridine with  five  cured,  72.2  per  cent 
mortality,  is  far  too  small  to  justify  con- 
clusions. No  age  was  stated  in  three 
cases ; ten  were  under  two  years ; two  cured 
cases  were  under  two,  another  between  two 
and  three  (table  4). 


TABLE  4 

PATIENTS  WITH  INFLUENZAL  MENINGITIS 
TREATED  WITH  SULFAPYRIDINE 


Roche — hoy.  17  months  ; M.  & P>.  693, 

L.  P.,  no  serum.SG Cured 

Roche — girl.  12  years;  M.  & P>.  693 

and  proseptasine,  no  serum36 Cured 

Hamilton — girl,  2 years  ; no  serum35..  Cured 

Waring — boy,  22  months;  no  specific 

serum23  Cured 

Waring — girl,  6 years Cured 

Waring  Died 

Waring  Died 

Waring  Died 

Aleman — girl,  19  months Died 

Aleman — girl,  6 months Died 

Charity  Hospital — 3 months Died 

Charity  Hospital — 11  months Died 

Charity  Hospital — 7 months Died 

Charity  Hospital — 2 years Died 

Charity  Hospital — 2 months Died 

Charity  Hospital — 5 months Died 

Charity  Hospital — 9 months Died 

Charity  Hospital — 5 years Died 


10  under  two  years ....  13  Died  5 Cured* 


♦Two  of  the  five  cures  were  under  two  years  of  age, 
and  a third  was  between  two  and  three. 


Since  the  fatal  termination  of  my  cases, 
I have  learned  from  John  A.  Toomey38  of 
his  four  unreported  cured  cases  of  influ- 
enzal meningitis.  Even  though  the  pa- 
tients were  all  over  four  years  of  age,  four 
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successive  cures  are  decidedly  noteworthy. 
His  treatment  consisted  of  one  dose  of 
sodium  sulfapyridine  monohydrate  intra- 
venously as  soon  as  the  diagnosis  was  made, 
followed  by  sulfapyridine  treatment  for 
several  days,  or  longer  if  necessary.  In 
addition,  he  used  continuous  spinal  fluid 
drainage  on  the  Kubie  plan39,  small  blood 
transfusions  on  alternate  days,  and  auto- 
genous vaccine  in  increasing  doses. 

The  wisdom  of  continuous  spinal  fluid 
drainage  is  suggested  by  the  warning  of 
L.  E.  H.  Whitby,40  who  says : “It  is  essential 
to  realize  that  the  sulphonamide  drugs  will 
not  disperse  a collection  of  laudable  pus. 
The  drugs  are  quite  inactive  when  bacteria 
are  in  a medium  consisting  of  pus.” 

As  Jenks  and  Radbill0  said : “At  autopsy 
the  finding  is  uniformly  a massive  and  ex- 
tensive purulent  exudate,  especially  heavy 
at  the  base  of  the  brain  but  often  extend- 
ing in  less  degree  over  both  hemispheres.” 
It  would  seem  most  logical,  then,  to  do  a 
continuous  spinal  fluid  drainage  (with  con- 
tinuous hypotonic  saline  intravenous  infu- 
sion) in  the  hope  of  preventing  the  accumu- 
lation of  pus  which  eventually  causes  death. 

Brown  et  al.28  report  cure  of  a case  of 
influenzal  meningitis  in  a six  year  old  child 
by  continuous  spinal  drainage,  mastoidec- 
tomy and  sulfanilamide;  while  in  1935, 
Faust  and  Stein41  reported  cure  of  an 
eleven  months’  old  child  by  spinal  drain- 
age and  transfusion.  Martmer  and  David- 
son42 had  cured  a two  months’  old  baby 
with  influenzal  meningitis  and  spinal  block 
drainage  by  laminectomy.  But  here  again, 
as  in  every  method  of  treatment,  we  find 
reports  of  fatalities.  Neal  et  al.5  in  1934 
stated : “We  have  employed  this  method 
of  drainage  (Kubie’s  forced  drainage  of 
cerebrospinal  fluid)  in  the  last  ten  cases 
in  our  series,  with  apparent  benefit  in  three 
of  these.”  But  they  were  not  among  the 
cured  cases. 

It  is  interesting  to  note  that  Calvin  J. 
Weaver43  describes  an  apparatus  whereby 
a needle*  filed  off  to  allow  about  V2  inch 
protrusion,  is  held  in  place  by  a scarf  pin 
guard  in  reverse  position,  protected  by  a 
metal  disc  and  a rubber  kneeling  pad  cush- 


ion, on  which  he  says  the  “patient  can  lie 
with  comfort  in  any  position.” 

TIIE  SULPHONAMIDE  DRUGS 

Whitby40  (England),  Penington44  (Aus- 
tralia) and  Yampolsky45  (Atlanta,  Ga.) 
whose  respective  articles  appeared  in  Jan- 
uary, 1940,  point  out  that  the  various  drugs 
of  the  sulphonamide  group  are  very  close- 
ly related  in  their  therapeutic  action,  al- 
though in  potency,  toxicity  and  solubility 
there  is  some  difference.  If  this  is  true, 
we  may  now  add  one  item  to  the  statistics 
of  the  treatment  of  influenzal  meningitis. 
In  1935,  analyzing  all  reported  cures  before 
that  time  (44  in  number)  Faust  and  Stein41 
concluded,  “The  only  common  denominator 
in  the  treatment  of  these  recovered  cases 
has  been  repeated  lumbar  punctures.”  This 
rule  still  holds.  But  if  we  consider  the  cures 
reported  in  the  last  three  years  which  have 
been  treated  since  the  introduction  of  the 
sulphonamide  drugs,  we  find  an  additional 
common  denominator  in  their  treatment, 
namely,  administration  of  one  or  more  of 
the  sulfphonamide  drugs. 

Instead  of  enthusiastically  drawing  op- 
timistic conclusions,  however,  it  is  well  to 
consider  that  not  only  the  cured  cases,  but 
the  fatal  ones,  received  varying  doses  of 
the  same  drugs. 

Every  form  of  treatment  reported  in 
the  literature  is  discounted  by  those  who 
have  seen  failures,  and  by  actual  statistics 
where  a large  number  have  been  reported. 

In  weighing  the  benefits  of  chemotherapy 
in  influenzal  meningitis,  let  us  bear  in 
mind  that  the  value  of  the  sulphonamide 
group  seems  to  be  as  adjuncts  rather  than 
specific  form  of  treatment. 

CASE  REPORT  NO.  1 

K.  L.,  six  months  old  white  girl,  was  first  seen 
October  25,  1939.  Fever  and  restlessness  were  the 
outstanding  symptoms.  A few  days  later,  both  ear 
drums  were  opened  and  little  if  any  suppuration 
followed.  On  November  7,  20  c.  c.  whole  blood  were 
given  subcutaneously.  The  fever  had  continued  and 
ranged  between  100°  and  104°.  There  was  marked 
irritability.  Physical  examination  remained  essen- 
tially unchanged  until  November  8,  when  the  neck 
became  stiff  and  the  anterior  fontanel  tense,  when 
she  was  admitted  to  the  hospital. 

On  admission  there  was  a white  cell  count  of 
25,250,  89  per  cent  of  which  were  polymor- 
phonuclear leukocytes;  the  red  cell  count  was 
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3,220,000.  The  white  cell  count  showed  a tendency 
to  decrease,  but  rose  again  to  26,000  on  December 
13.  Urinalysis  was  negative  throughout.  Spinal 
puncture  was  done  on  admission  and  daily  until 
every  attempt  at  drainage  in  the  lumbar  region 
was  unsuccessful.  The  fluid  showed  a cell  count 
of  2,500  white  cells,  most  of  which  were  polymor- 
phonuclears,  globulin  3 plus,  chlorides  470  mg. 
per  100  c.  c.  and  no  sugar.  On  direct  smear  many 
gram-negative  pleomorphic  bacilli  were  seen.  A 
culture  taken  was  found  positive  for  B.  haemo- 
philus  influenzae. 

Sulfapyridine,  5 grains  every  four  hours,  was 
begun  on  day  of  admission.  As  soon  as  it  could 
be  obtained,  autogenous  vaccine  in  increasing  doses 
was  given  on  alternate  days.  Suppoi’tive  treatment, 
consisting  of  nutritive  enemas,  blood  transfusions 
and  infusions,  was  used  when  indicated.  X-ray  of 
the  mastoids  was  negative.  After  sufficient  drain- 
age, 5 c.  c.  of  convalescent  serum  were  given 
intrathecally.  Sulfapyridine  was  discontinued  for 
several  days  due  to  vomiting,  but  was  resumed 
later,  and  8 grains  given  every  four  hours  by 
rectum. 

Spinal  tap  failing  on  December  3,  a cistern  punc- 
ture was  done  and  about  35  c.  c.  of  cloudy  fluid 
removed.  An  attempt  to  do  a third  cistern  punc- 
ture was  unsuccessful.  By  this  time  the  patient 
had  developed  a hydrocephalus.  Ten  ventricular 
punctures  were  done,  the  first  on  December  5.  The 
next  day,  10  c.  c.  of  convalescent  serum  were 
injected  into  the  ventricle  and  this  procedure  was 
repeated  several  times. 

During  the  last  week  of  illness  the  course  was 
steadily  downward.  The  temperature  ranged  be- 
tween 102°  and  106°.  There  was  bilateral  strabis- 
mus and  rather  marked  opisthotonus.  Toward  the 
end,  muscular  twitchings  were  frequent.  Death  oc- 
curred December  26,  1939. 

Autopsy : The  anatomic  and  final  diagnoses 

were:  (1)  Influenzal  meningitis  with  secondary 
pneumococcal  infection ; (2)  terminal  bronchopneu- 
monia (influenzal  and  pneumococcal)  ; (3)  toxic 
^hepatitis  and  (4)  toxic  nephritis.  The  brain  was 
under  marked  pressure,  the  meninges  thickened, 
the  convolutions  flattened  and  all  the  vessels  in- 
jected. On  opening  the  lateral  ventricles  both  were 
found  markedly  distended  to  about  four  or  five 
times  their  normal  size.  Their  contents  consisted 
of  turbid  fluid  with  flakes  of  purulent  material. 
An  exudate  partly  covered  the  wall  of  both  ven- 
tricles. The  foramina  from  the  lateral  ventricles 
to  the  third  ventricles  were  markedly  dilated.  The 
third  and  fourth  ventricles  were  also  distended  and 
contained  the  same  character  of  fluid  found  in 
the  lateral  ventricles  although  the  aqueduct  of 
Sylvius  was  closed.  There  was  no  evidence  of  in- 
fection in  the  mastoids. 

CASE  REPORT  NO.  2 

M.  M.,  a 19  months  old  white  girl,  was  first  seen 
on  the  morning  of  December  29,  1939.  During  the 


two  weeks  preceding  the  visit,  she  had  a slight 
cough  and  cold.  On  the  night  of  December  28,  the 
child  began  vomiting  and  became  extremely  ir- 
ritable. Several  loose  stools  with  the  aforemen- 
tioned vomiting  were  attributed  to  food  indiscre- 
tion. When  seen  she  had  a temperature  of  105.8°, 
was  drowsy,  and  became  irritable  if  disturbed.  A 
generalized  convulsion  occurred  during  the  ex- 
amination. 

The  family  history  is  interesting,  in  that  one 
brother  had  completely  recovered  from  menin- 
gococcic  meningitis  three  years  previously  and  a 
cousin  from  poliomyelitis  two  years  previously, 
also  with  complete  recovery. 

On  admission  to  the  hospital  immediately  fol- 
lowing the  convulsion,  physical  examination  re- 
vealed a well  developed  female  child  who  cried  and 
became  quite  irritable  when  disturbed.  The  tem- 
perature was  105°,  pulse  120,  and  respirations  45. 
All  other  findings  were  normal.  The  blood  showed 
an  11,750  white  cell  count,  80  per  cent  of  which 
were  polymorphonuclear  leukocytes.  The  urine  was 
negative. 

The  following  morning  the  temperature  rose  to 
106°,  and  vomiting  was  persistent.  Sulfapyridine, 
grains  4,  every  four  hours,  was  started.  There 
was  slight  but  definite  resistance  of  her  head  to 
anterior  flexion.  A spinal  tap  performed  that  day 
yielded  spinal  fluid  which  had  a ground-glass  ap- 
pearance but  was  not  under  increased  pressure. 
There  were  2,600  cells,  87  per  cent  of  which  were 
polymorphonuclears.  The  globulin  was  3 plus. 
Many  pleomorphic  gram-negative  bacilli  of  varying 
lengths  were  found  on  smear.  Sulfapyridine  thera- 
py was  continued.  Nutritive  enemas,  repeated 
blood  transfusions  and  spinal  drainage  with  in- 
jection of  blood  serum  intrathecally  were  instituted. 
The  donor  had  previously  given  his  blood  to  another 
child  who  had  recovered  from  influenzal  meningitis 
(Socola’s  unreported  case).  By  January  6,  1940, 
the  temperature  had  lowered  its  range  to  100°  to 
103°.  The  child  seemed  more  alert  and  played  with 
her  mother.  The  spinal  fluid  was  clearer,  the  cell 
count  being  200  with  the  globulin  only  slightly  in- 
creased. Sugar  was  58  mg.  and  the  chlorides  687 
mg.  per  100  c.  c. 

Three  days  later,  spinal  puncture  yielded  45  c.  c. 
of  slightly  turbid  fluid  under  markedly  increased 
pressure.  The  count  was  842.  Smear  showed  an 
occasional  gram-negative  bacillus.  The  culture  was 
reported  positive  for  B.  Haemophilus  influenzae. 

During  the  next  few  days  the  child  seemed  to 
improve  somewhat,  but  on  January  14  the  fever 
began  ranging  between  103°  and  105°,  and  the 
course  was  gradually  but  steadily  down  grade.  On 
January  20,  some  twitchings  of  the  hands  and 
body  were  noticed.  The  spinal  cell  count  was  250 
with  a 1 plus  increase  in  globulin.  The  next  day 
several  generalized  convulsions  occuri’ed  and  the 
patient’s  condition  became  critical.  Muscular 
twitching  continued  until  the  following  day,  Jan- 
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uary  22,  when  the  temperature  shot  to  107°,  and 
the  child  expired.  Permission  for  an  autopsy  was 
refused. 
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COORDINATION  OF 
ANTITUBERCULOSIS  ACTIVITIES* 

JULIUS  LANE  WILSON,  M.  D.T 
New  Orleans 

In  response  to  the  interest  of  individuals 
and  organizations,  various  antituberculosis 
agencies  have  grown  up  around  us.  With 
their  diverse  aims  and  methods  they  are 
like  the  pieces  of  a puzzle  dumped  on  a 
table,  scattered  or  overlapping,  leaving  big 
gaps,  and,  at  the  same  time,  covering  com- 
mon areas.  There  is  a growing  realization 
that  these  activities  should  be  coordinated 
and  fitted  together  in  a plan.  This  idea 
comes  at  a time  when  all  factors  are  ripe 
for  its  accomplishments.  The  Federal  gov- 
ernment is  working  out  plans  for  aid  to 
states  in  provision  for  the  sick,  and,  unless 
something  is  done  locally,  may  dominate  in 
control.  The  State  government  only  awaits 
a feasible  plan  to  do  something  more  defi- 
nite against  tuberculosis.  It  has  laid  the 
foundation  in  its  Board  of  Health,  Tuber- 
culosis Division.  The  various  private 
agencies  are  demanding  a part  in  a co- 
ordinated, state-wide  campaign  to  control 
tuberculosis.  As  in  other  states,  the  gen- 
eral medical  profession  should  be  aroused 
to  have  not  only  the  responsibility  for  in- 
dividual cases,  but  also  a voice  in  the  direc- 
tion which  plans  for  tuberculosis  control 
will  take  in  Louisiana. 

We  may  first  recall  briefly  the  evolution 
of  the  present  anti-tuberculosis  activities. 
Here,  as  in  other  countries  and  states,  pri- 
vate sanatoria  have  been  the  first  to  de- 
velop. Then  public  sanatoria  have  been 
built,  largely  due  to  the  stimulus  of  unof- 
ficial agencies,  such  as  the  Louisiana  Anti- 
tuberculosis League,  the  Antituberculosis 
League  of  East  Baton  Rouge  Parish, 
Shreveport,  and  Monroe.  The  State  has 
followed  by  providing  beds  for  the  tuber- 
culous in  one  of  these  sanatoria  and  in  the 
Charity  Hospitals.  At  the  same  time,  dur- 


*Read before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  22,  1940. 

tFrom  the  Department  of  Medicine,  School  of 
Medicine,  Tulane  University  of  Louisiana. 


ing  the  past  twenty  years,  there  has  been  a 
change  from  the  camp,  or  health  “shack” 
type  of  construction  to  the  modern  fire- 
proof type  of  institution  which  reflects  the 
changing  medical  opinion  as  to  the  best 
methods  of  treatment  of  tuberculosis.  The 
number  of  beds  provided  in  the  State  has 
grown  from  none  to  709.  In  connection 
with  the  hospitals  and  sanatoria,  clinics 
for  tuberculosis  have  been  started  to  care 
for  the  ambulant  patients  before  and  after 
hospitalization.  As  in  other  places,  it  has 
been  found  wise  to  consider  tuberculosis 
as  a disease  of  families  or  households. 

Involving  as  it  does  the  well-being  of 
entire  families,  usually  in  the  lowest  in- 
come groups,  tuberculosis  calls  for  care  by 
other  agencies.  The  Department  of  Public 
Welfare  is  called  upon,  since  it  has  become 
a principle  that  the  family  in  which  there 
is  a case  of  tuberculosis  needs  full  financial 
relief  to  prevent  the  development  of  other 
cases.  Moreover  one  of  the  breadwinners 
is  frequently  the  original  victim  of  the  dis- 
ease. Tuberculosis  in  the  home  also  calls 
for  the  attention  of  public  health  nurses 
in  the  cities  and  in  the  parishes. 

THE  PRESENT  SITUATION 

What  is  the  present  situation  in  Lou- 
isiana with  regard  to  anti-tuberculosis 
agencies  and  facilities? 

(A)  First,  there  is  a continuing  shortage 
of  beds  for  the  care  of  tuberculosis.  There 
are  709  beds  as  compared  with  1,453  deaths 
in  1938,  a ratio  of  0.48.  The  minimum 
standard  is  one  bed  per  annual  death;  and 
the  United  States  as  a whole  has  1.4  beds 
per  annual  death.  The  Louisiana  State 
Tuberculosis  Commission,  consisting  of  the 
President  of  the  State  Board  of  Health,  the 
Governor,  and  seven  members  appointed  by 
the  Governor,  administers  the  Greenwell 
Springs  Sanatorium  in  East  Baton  Rouge 
Parish.  This  is  financed  by  funds  appro- 
priated by  the  Legislature,  presumably 
from  the  proceeds  of  the  kerosene  tax  de- 
signated for  the  care  of  tuberculosis.  The 
sanatorium  has  a capacity  of  111  patients, 
most  of  whom  are  white.  Admission  is 
limited  to  two  patients  from  each  parish 
except  East  Baton  Rouge.  There  is  a long 
waiting  list  (259  cases)  and  a small  turn- 
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over  (70  admissions  and  29  discharges  in 
1938).  Plans  have  been  hastily  drawn  for 
a 400  bed  addition  to  this  institution.  The 
Tuberculosis  Commission  does  no  other 
work  in  the  State.  Two-thirds  of  the  kero- 
sene tax  collections  have  remained  unap- 
propriated since  its  enactment  in  1934. 

The  Charity  Hospital  of  Louisiana  at 
New  Orleans  has  had  the  Dibert  Memorial 
pavilion  of  300  beds  for  white  cases  and 
the  Breaux  pavilion  for  60  colored  patients. 
Until  the  new  Charity  Hospital  building 
was  occupied,  three  wards  of  the  Dibert 
building  were  used  for  tonsillectomy  cases ; 
all  beds  are  now  used  for  tuberculosis.  The 
former  Nurses’  Home  was  to  be  rehabili- 
tated to  accommodate  200  colored  patients, 
permitting  the  demolition  of  the  wooden 
Breaux  shacks.  Lack  of  funds  has  recent- 
ly reduced  this  facility  to  90  beds.  Plans 
are  being  drawn  for  a large  tuberculosis 
unit  connected  with  the  Chartiy  Hospital 
to  be  erected  on  some  as  yet  undetermined 
site  in  or  near  New  Orleans.  The  Charity 
Hospital  also  operates  tuberculosis  clinics 
for  white  and  colored  outpatients  in  the 
Dibert  and  Breaux  buildings. 

The  Charity  Hospital  of  Shreveport  has 
closed  its  wards  to  cases  of  tuberculosis 
for  the  past  five  years.  The  Pines  Sana- 
torium, with  separate  establishments  for 
50  white  patients,  16  children,  and  50  col- 
ored patients,  is  under  the  auspices  of  the 
Shreveport  Tuberculosis  League.  It  is  part 
pay  and  part  free ; and  it  has  not  been  filled 
to  capacity  for  lack  of  funds.  The  G.  B. 
Cooley  Sanatorium  at  Monroe  has  been  re- 
cently opened  with  a full-time  medical  di- 
rector and  a capacity  of  48  patients.  This 
sanatorium  is  supported  by  a tax  upon 
property  in  the  Parish.  It  is  under  the 
auspices  of  the  Monroe  Tuberculosis 
League;  and  it  is  open  only  to  residents  of 
Ouachita  Parish.  It  already  has  a waiting 
list.  The  Orleans  Anti-tuberculosis  League 
Hospital  in  Gentilly  was  constructed  for 
100  beds.  It  is  supported  by  private  char- 
ity and  the  sale  of  local  Christmas  Seals. 
There  have  never  been  enough  funds  to 
operate  this  hospital  to  capacity,  to  equip 
it  properly,  or  to  finance  the  debt  incurred 
in  building  it.  The  average  number  of  pa- 


tients is  between  30  and  50.  There  have 
been  no  facilities  for  any  treatment  except 
bed  rest. 

(B)  Clinics  for  the  after-care  of  dis- 
charged patients,  for  the  diagnosis  of  new 
cases,  including  contact  examinations,  and, 
in  some  instances,  for  the  administration 
of  therapeutic  pneumothorax,  have  devel- 
oped in  connection  with  all  of  the  above 
institutions.  The  Orleans  Anti-tubercu- 
losis League  with  the  financial  support  of 
the  New  Orleans  Community  Chest  oper- 
ates an  excellent  clinic  in  Gentilly.  In 
1939,  2,639  patients  made  6,991  visits  to 
this  clinic  and  237  new  cases  of  tuberculosis 
were  discovered.  The  nurses  from  this  one 
clinic  made  5,600  home  visits  in  New  Or- 
leans during  the  same  year.  No  pneumo- 
thorax cases  are  handled  in  this  clinic.  The 
Charity  Hospital  clinics  have  been  insti- 
tuted within  the  past  two  years.  The  ma- 
jority of  patient  visits  are  for  pneumo- 
thorax refills,  as  there  are  195  white  and 
70  colored  patients  attending  these  clinics 
with  ambulant  pneumothorax.  However, 
394  new  white  patients  and  181  new  col- 
ored patients  were  diagnosed  last  year  in 
these  clinics.  At  the  Touro  Infirmary 
there  is  a clinic  for  ambulatory  pneumo- 
thorax. About  50  patients  make  300  to 
400  visits  annually  to  this  clinic  for  pneu- 
mothorax treatment.  A bed  is  provided 
for  the  initial  treatment  only,  or  for 
emergencies  that  may  arise.  A similar 
clinic  of  approximately  the  same  size  is  op- 
erated at  the  Flint-Goodridge  Hospital  for 
the  colored  pneumothorax  patients. 

The  Louisiana  State  Board  of  Health,  in 
addition  to  collecting  vital  statistics  on  tu- 
berculosis, has  put  into  operation  a mobile 
diagnostic  clinic  under  the  direction  of  Dr. 
R.  Alec  Brown.  This  covers  the  rural 
parishes  of  the  State  to  find  cases  of  tu- 
berculosis. Such  a clinic  is  an  essential 
part  of  the  antituberculosis  program.  I 
trust  that  Dr.  Brown  will  tell  us  further 
about  its  method  of  operation  and  the  re- 
sults so  far  accomplished.  Public  health 
units  have  been  organized  in  42  parishes. 
These  can  very  well  function  in  the  super- 
vision of  cases  of  tuberculosis  in  those  par- 
ishes. 
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(C)  The  Department  of  Public  Welfare 
has  undertaken  to  supply  relief,  in  so  far 
as  funds  permit,  to  the  tuberculous  and  to 
their  families.  They  are  given  the  full  al- 
lowance of  relief  and  usually  priority  after 
medical  diagnosis  and  investigation  by  the 
Department  of  Public  Welfare  worker. 
While  this  is  admirable  in  principle,  it  fre- 
quently fails  in  practice.  On  the  one  hand, 
cases  without  tuberculosis  or  with  inactive 
diseases  sometimes  take  advantage  of  the 
added  relief;  on  the  other,  limited  funds 
will  not  always  allow  prompt  aid  to  seri- 
ously ill  patients. 

(D)  As  to  the  non-official  agencies,  the 
situation  in  Louisiana  is  also  chaotic.  We 
annually  call  upon  the  public  to  support 
two  rival  Christmas  Seals.  Due  to  a dis- 
agreement as  to  policies,  the  Orleans  Anti- 
tuberculosis League  split  off  from  the  Na- 
tional and  State  organization.  It  devotes 
the  proceeds  of  its  annual  “Pelican  Seal” 
sale  to  the  support  of  the  sanatorium  under 
the  motto;  “Hospitalization  is  the  Best 
Education.”  The  State  organization,  the 
Public  Health  and  Tuberculosis  Association 
of  Louisiana,  finding  its  funds  grossly  in- 
adequate to  cover  a fraction  of  the  need 
for  beds,  follows  the  policy  of  the  National 
Tuberculosis  Association.  The  proceeds  of 
its  Seal  Sale  go  to  education  of  the  public 
and  the  medical  profession,  with  concrete 
measures,  such  as  the  annual  Early  Diag- 
nosis Campaign,  direct  advertising,  and 
movies  of  the  tuberculin  tests  in  schools. 

PLANS  FOR  COORDINATION 

The  necessity  for  a coordinated  plan  for 
tuberculosis  control  in  Louisiana  is  obvious. 
The  problem  cannot  be  met  by  simply  con- 
structing larger  hospitals.  Certain  states 
which  have  taken  this  costly  but  thought- 
sparing course  have  discovered  that  tuber- 
culosis is  a chronic  disease.  For  example, 
with  a waiting  list  of  500  for  the  State  san- 
atoria, the  provision  of  750  more  beds  did 
not  eliminate  the  waiting  list  for  more  than 
a year  or  two.  They  neglected  to  provide 
clinics  and  nursing  services  to  allow  the 
beds  to  be  used  more  efficiently  as  patients 
were  sent  home  earlier  for  ambulant  care 
and  follow-up.  We  have  no  desire  to  re- 


peat the  mistakes  of  other  states  and  to  be 
saddled  with  the  maintenance  of  increasing 
numbers  of  patients  in  expensive  hospital 
buildings. 

Last  year  a tentative  plan  was  worked 
out  by  a committee  of  physicians  at  the 
request  of  one  of  the  State  agencies.  Dr. 
Perkins  has  kindly  permitted  me  to  draw 
upon  this  report  for  the  following  outline : 

(A)  Direction.  All  antituberculosis  work 
of  a public  health  nature  should  be  under 
the  Louisiana  State  Board  of  Health.  This 
Board,  in  turn,  should  be  under  closer  con- 
trol by  the  Louisiana  State  Medical  Society 
with  a special  Tuberculosis  Committee  of 
the  Louisiana  State  Medical  Society  to  ad- 
vise it.  The  present  Tuberculosis  Commis- 
sion should  be  reorganized  to  supervise  all 
of  the  public  facilities  for  tuberculosis.  The 
Commission  should  set  up  standards  for 
the  care  of  the  tuberculous,  determine 
policies,  and  draw  up  coordinated  plans,  un- 
dertake epidemiologic  studies,  and  have 
oversight  of  all  admissions  to  tuberculosis 
facilities  in  the  State  and  their  records. 
It  should  coordinate  the  work  in  this  field 
of  the  Board  of  Health,  the  Hospital  Board 
of  the  State  and  the  Welfare  Department. 

Under  the  Tuberculosis  Commission  and 
as  its  executive  there  should  be  a Medical 
Director  or  Tuberculosis  Comptroller  for 
the  State.  This  should  be  a full-time  man 
trained  in  tuberculosis,  including  hospital 
and  clinic  direction,  and  possessing  general 
organizing  and  directing  ability.  This 
position  is  the  key  to  the  whole  problem  of 
coordinating  the  agencies  of  the  whole 
State. 

(B)  Beds.  Hospital  beds  for  tuberculosis 
should  be  distributed  through  the  State  on 
a district  basis.  This  calls  for  five  or  six 
districts;  e.  g.,  New  Orleans,  Baton  Rouge, 
Lake  Charles,  Alexandria,  Monroe,  and 
Shreveport,  as  logical  centers.  The  parish 
is  too  small  a unit  and  the  state  is  too  large 
because  of  the  difficulties  of  transporting 
sick  patients  over  long  distances.  Wher- 
ever possible,  existing  facilities  should  be 
utilized.  It  is  estimated  that  approximate- 
ly 750  more  beds  are  needed,  exclusive  of 
New  Orleans,  or  a total  of  a thousand  more 
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beds  for  the  State.  In  addition  a definite 
provision  should  be  made  in  the  general 
hospitals  of  each  district  for  a small  num- 
ber of  beds  for  cases  undergoing  thoracic 
surgery.  Each  district  hospital  with  its 
clinics  should  be  under  the  direction  of  a 
full-time  superintendent.  There  should  be 
one  laboratory  director  for  the  laboratories 
of  all  the  tuberculosis  hospitals.  There 
should  also  be  a thoracic  surgeon  retained 
as  consultant  to  direct  or  perform  the  neces- 
sary surgical  operations  in  all  institutions. 
At  least  one  district  tuberculosis  hospital 
should  be  a center  for  training  personnel, — 
physicians,  nurses,  and  attendants. 

(C)  Clinics.  Outpatient  clinics  for  diag- 
nosis, examination  of  household  contacts, 
follow-up  and  treatment  of  discharged  pa- 
tients, should  be  an  integral  part  of  the 
hospital  in  each  district.  Where  possible, 
these  clinics  should  be  in  the  buildings  of 
the  institution.  In  places  where  the  hos- 
pital is  some  miles  outside  of  the  city,  it 
may  be  better  to  have  the  clinic  in  town. 
This  necessitates  separate  provision  for 
treatment  (pneumothorax)  and  at  least  a 
fluoroscope  for  x-ray  equipment.  In  addi- 
tion to  the  central  clinic  there  should  be 
outlying  weekly  or  biweekly  clinics  in  other 
towns  more  than  25  miles  from  the  center. 
These  would  not  be  for  treatment  as  a rule. 
For  x-ray  they  might  depend  upon  the  facil- 
ities of  local  physicians  by  arrangement 
about  rates,  or  refer  patients  to  the  district 
hospital,  or  utilize  visits  of  the  traveling 
clinics.  The  staff  of  each  hospital  should  be 
responsible  for  supervising  all  of  the  clinics 
of  that  district.  Properly  qualified  prac- 
ticing physicians  from  the  parishes  of  each 
district  should  be  appointed  as  visiting 
physicians  to  the  hospital  and  clinics  and 
paid  for  this  work. 

At  least  one  traveling  chest  clinic  and 
possibly  two  should  be  maintained  under 
the  direction  of  the  Medical  Director  and 
a special  assistant,  the  Director  of  Clinics. 
This  mobile  unit,  provided  with  x-ray  ap- 
paratus, would  serve  several  functions.  It 
would  supplement  the  outlying  district 
clinics  in  rural  areas  for  case-finding  and 
examination  of  all  pulmonary  diagnostic 
problems  referred  by  the  local  physicians. 


It  would  be  used  to  make  tuberculosis  sur- 
veys of  schools,  normal  schools,  and  special 
industrial  groups. 

(D)  Nurses.  Through  the  present  Par- 
ish Health  Units,  Department  of  Public 
Welfare,  and  local  visiting  nursing  organi- 
zations, nurses  to  maintain  contact  be- 
tween the  clinics  and  the  patients’  homes 
should  be  provided.  These  nurses  should 
attend  the  sessions  of  the  tuberculosis  clin- 
ics and  carry  out  the  follow-up  of  active 
cases  and  their  contacts  at  home.  The 
nursing  staff  of  each  district  hospital 
should,  if  possible,  detail  nurses  to  accom- 
pany the  physician  to  each  clinic.  Each 
center  should  be  a postgraduate  training 
school  for  nurses  in  the  bedside  care,  am- 
bulant care,  and  public  health  supervision 
of  the  tuberculous. 

(E)  Records.  The  office  of  the  Medical 
Director  should  be  provided  with  files  of 
all  cases  diagnosed  and  treated  in  the  State. 
Such  records  would  serve  as  the  basis  for 
direction  of  the  plan  as  a whole  in  the 
future  and  for  epidemiologic  study  of  the 
disease  in  this  State.  A central  clearing 
house  for  records  would  obviate  much  du- 
plication of  effort. 

(F)  Relief.  It  is  recognized  that  tuber- 
culosis in  a household  calls  for  special 
financial  relief  in  a large  percentage  of 
cases.  Close  cooperation  between  the  De- 
partment of  Public  Welfare  and  the  Tuber- 
culosis Commission  is,  therefore,  necessary 
in  this  matter  to  prevent  both  neglect  of 
needs  and  overlapping  of  unnecessary  ex- 
penditures. Provision  should  be  made  so 
that  future  changes  in  the  administration 
of  relief  do  not  cut  off  assistance  to  the 
families  of  tuberculous  patients.  In  the  ab- 
sence of  compulsory  hospitalization,  some 
such  arrangement  is  essential  to  make  it 
possible  and  advantageous  for  patients  to 
go  under  treatment. 

SUMMARY 

Such  a plan  for  the  control  of  tubercu- 
losis is  not  a Utopian  scheme  with  no 
precedent.  Other  states  have  set  up,  or 
are  setting  up,  similar  plans  with  success. 
Nor  is  the  money  lacking  in  this  State  to 
undertake  the  planned  control  of  this  dis- 
ease. The  saving  of  money  represented  by 
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prevention  of  disability  and  restoration  of 
life  and  working  ability  is  incalculable.  An 
integrated  plan,  by  providing  the  proper 
clinics  and  nurses,  will  save  tremendously 
in  the  provision  of  sufficient  beds  and  allow 
those  now  in  use  and  projected  to  be  utilized 
efficiently.  If  Federal  funds  become  avail- 
able for  construction,  we  can  guarantee  the 
maintenance.  In  the  kerosene  tax  and  in 
enabling  legislation,  we  have  the  necessary 
sinews  of  war. 

The  heart  of  any  successful  plan  is  the 
man  at  its  center;  in  this  case,  the  medical 
director.  Careful  selection  of  the  right 
man  by  a revitalized  non-political  Tubercu- 
losis Commission  prepared  to  back  him  up 
in  real  control  of  tuberculosis  would  be  the 
major  step  toward  attainment  of  our  goal, 
the  coordination  of  antituberculosis  activi- 
ties in  Louisiana.  Another  opportunity  like 
the  present  is  not  likely  to  occur.  The  State 
Medical  Society  should  take  action  to  place 
itself  in  an  advisory  position  to  the  incom- 
ing Governor  in  this  matter,  as  in  all  per- 
taining to  the  health  of  the  people  of  Lou- 
isiana. 

DISCUSSION 

Dr.  R.  Alec  Brown  (New  Orleans)  : This  criti- 
cal review  of  the  present  status  of  tuberculosis 
agencies  and  activities  in  Louisiana  leaves  no  doubt 
of  the  need  for  an  improved  plan  of  attack  on  the 
problem  of  tuberculosis  control  in  our  state 
through  coordination  of  activities. 

Many  of  the  shortcomings  of  our  state  program 
were  listed  by  Dr.  L.  L.  Lumsden  in  his  report  on 
tuberculosis  in  Louisiana  made  in  1936.  Dr.  Wilson, 
however,  has  been  more  specific  in  his  recom- 
mendations and  has  made  it  clear  that  permissive 
legislation  and  enabling  acts  make  it  possible  for 
the  state  to  carry  out  the  program  he  has  de- 
scribed. 

Serving  as  a state-wide  consultant  to  physicians 
and  health  departments  in  the  development  of 
tuberculosis  control  work,  and  conducting  a travel- 
ling consultation  case-finding  clinic  have  given  me 
an  opportunity  to  see  what  advantages  could  be 
expected  from  the  suggested  plan. 

In  the  first  place,  welfare  department  rolls  are 
cluttered  with  supposed  tuberculous  patients  and 
their  dependents  who  have  never  had  a confirma- 
tory diagnosis  and  classification  of  their  disease. 
Cooperative  use  of  our  official  case-finding  facili- 
ties would  purge  these  lists  and  release  much  need- 
ed funds  for  legitimate  cases  of  tuberculosis  and 
their  dependents. 


Using  our  state  clinic  facilities  for  the  selection 
of  suitable  patients  for  treatment  in  our  limited 
sanatorium  beds  would  insure  a better  type  of 
medical  work,  and  what  is  more  important,  would 
enable  a quicker  turnover  of  patients.  It  is  true 
that  for  such  an  ambulatory  program  to  be  suc- 
cessful we  must  develop  better  facilities  for  the 
follow-up  care  of  sanatorium  discharged  patients. 

A state  tuberculosis  record  system  would  enable 
an  exchange  of  records  between  hospitals,  clinics, 
local  health  departments  and  would  insure  far  bet- 
ter statistical  records  on  tuberculosis. 

In  many  states  a plan  of  state  subsidy  for  county 
or  district  hospitals  has  made  it  possible  for  these 
smaller  institutions  to  intensify  their  teaching, 
case-finding  and  follow-up  programs  under  the 
supervision  of  the  state  health  department. 

The  need  for  provisions  and  facilities  for  major 
thoracic  surgery  is  shown  by  the  situation  that 
exists  in  Shreveport.  The  local  sanatorium  there 
is  not  equipped  with  a major  operating  room  and 
the  Charity  Hospital  refuses  to  admit  tuberculous 
patients  for  thoracoplasty  work.  Several  local  sur- 
geons will  contribute  their  services  for  this  type 
of  work,  but  two  hundred  dollars  or  more  must 
be  raised  for  private  hospitalization  for  each 
patient  requiring  this  procedure. 

Additional  sanatorium  beds  are  certainly  needed 
in  Louisiana,  but  we  should  first  develop  a better 
coordinated  tuberculosis  program  before  we  ask 
for  these  beds. 

Dr.  Harvey  Perkins  (New  Orleans)  : In  con- 

nection with  Dr.  Wilson’s  paper,  we  feel  that  it 
will  be  advisable  for  this  Section  on  Public  Health 
to  present  a resolution  to  the  State  Society,  asking 
the  cooperation  and  participation  of  the  State  So- 
ciety in  this  general  problem.  The  resolution  reads, 
as  follows: 

WHEREAS  the  control  of  tuberculosis  is  a 
medico-social  problem  of  particular  interest  to 
the  medical  profession  and  must  continue  to  be 
guided  by  the  principles  of  medical  practice 
AND  WHEREAS  the  combined  activities  of  many 
public,  semi-public  and  private  agencies  are  re- 
quired in  this  control 

BE  IT  RESOLVED  that  the  Section  on  Public 
Health  and  Sanitation  of  the  Louisiana  State 
Medical  Society  be  recorded  as  urging  that  there 
be  set  up  a state-wide  Committee  on  Tuberculosis 
by  the  Louisiana  State  Medical  Society 
AND  BE  IT  FURTHER  RESOLVED  that  the 
Committee  on  Tuberculosis  be  charged  with  the 
duty  of  acting  as  an  advisory  committee  to  the 
Louisiana  State  Department  of  Health  in  all 
matters  pertaining  to  the  prevention,  cax-e  and 
cure  of  tuberculosis  and  that  it  shall  act  as  a 
critical  authority  of  the  Louisiana  State  Medical 
Society  in  so  far  as  it  may  be  authorized  by  the 
Louisiana  State  Medical  Society  to  do  so  on  all 
programs  and  activities  of  all  semi-public  and 
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private  organizations  or  individuals  working  in 

the  field  of  tuberculosis. 

I request  that  we  act  upon  this  resolution,  and 
that  the  chairman  carry  it  to  the  House  of  Dele- 
gates at  the  meeting  on  Wednesday  to  be  voted 
upon  by  them.  I move  that  this  resolution  be 
adopted  by  this  section  for  presentation  to  the 
State  Society  at  the  meeting  of  the  House  of 
Delegates. 

(Motion  put  to  a vote  and  carried). 

0 

TYPHUS  FEVER  IN  LOUISIANA* 

J.  H.  MUSSER,  M.  D.+ 

New  Orleans 

Typhus  fever  is  a disease  which  is  receiv- 
ing interest  because  of  the  fact  that,  first 
observed  in  this  country  thirty  years  ago,  it 
is  becoming  more  and  more  prevalent 
throughout  the  United  States.  It  has  been 
reported  from  all  of  the  states  in  the  Union 
except  Maine,  New  Hampshire,  Vermont, 
Rhode  Island,  Wisconsin,  and  Michigan.  It 
is  becoming  more  frequently  observed  not 
only  in  the  United  States,  but  particularly 
in  the  Southern  states,  involving  not  only 
the  urban  population  but  also  the  rural. 
Slightly  over  ten  years  ago  the  disease  was 
of  such  rarity  that  the  cases  were  thought 
worthy  of  reporting  in  the  literature;  now 
they  are  looked  upon  as  an  every  day  affair. 
As  a matter  of  fact  the  late  Dr.  W.  C.  Ruck- 
er reported  the  first  case  of  typhus  fever 
to  arise  in  Louisiana.  I1  reported  the  second 
case  of  a patient  who  came  into  the  Charity 
Hospital  in  May,  1929.  Last  year  there  were 
115  cases  reported  to  the  Louisiana  State 
Board  of  Health,  Division  of  Epidemiology. 
I think  this  is  a very  excellent  indication  of 
the  rapidity  with  which  typhus  fever  has 
become  an  epidemiologic  problem  and  a dis- 
ease which  is  becoming  rather  frequent. 

INCIDENCE 

The  incidence  of  the  disease  in  Louisiana 
for  the  past  eleven  years  was : 

Year  Cases 

1929  1 

1930  0 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  April  22, 
1940. 

fFrom  the  Department  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans. 


1931 

1 

1932 

17 

1933 

.....  11 

1934 

17 

1935 

20 

1936 

12 

1937 

23 

1938 

27 

1939 

115 

Probably  the  best  indication  of  the  great- 
er frequency  of  recognition  of  this  disease 
and  that  it  is  undoubtedly  on  the  increase, 
lies  in  the  fact  that  in  the  Charity  Hospital 
of  New  Orleans  there  were  only  two  cases 
so  diagnosed  in  1937,  in  1938  none,  whereas 
in  1939,  in  the  contagious  disease  ward,  I 
had  the  opportunity  of  seeing  16  cases. 

Throughout  the  world  typhus  is  widely 
disseminated.  According  to  the  United 
States  Public  Health  Service,2  of  the  some 
27,000  cases  that  were  reported  in  1937 
from  all  over  the  world,  the  order  of  the 
numerical  incidence  of  the  disease  was  as 
follows:  China,  Morocco,  Poland,  Egypt, 
Tunisia,  Rumania  and  then  comes  the 
United  States.  In  the  United  States,  in 
1938,  there  was  a total  of  2,294  cases  of 
flea-borne  typhus  fever  officially  reported. 
Many  febrile  diseases  without  doubt  were 
misdiagnosed  or  the  cause  unrecognized,  so 
that  it  is  quite  possible  to  say  in  all  likeli- 
hood there  were  at  least  as  many  more  cases 
again  as  the  total  number  of  cases  actually 
reported.  The  figures  for  louse-borne  ty- 
phus fever,  the  European  and  Asiatic  types, 
seem  small  in  comparison  to  those  obtained 
during  the  first  World  War  and  immediate- 
ly afterward.  It  has  been  estimated  that  in 
Russia  alone  there  were  10,000,000  cases  of 
this  disease  between  1919-22.  There  were 
also  severe  epidemics  at  this  time  in  Poland, 
Austria  and  Germany. 

Typhus  fever  occurs  very  rarely  in  the 
tropics.  It  is  essentially  a disease  of  the 
colder  countries  and  it  occurs  most  fre- 
quently in  the  winter  months  in  other 
countries.  This  is  of  some  interest  because 
Louisiana  is  a semi-tropical  state  but  the 
disease  is  sufficiently  serious  to  have  be- 
come a public  health  problem  and  it  occurs 
both  in  summer  and  in  winter.  However, 
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the  typhus  of  the  South  is  entirely  the  en- 
demic type. 

ETIOLOGY 

Although  typhus  fever  has  always  been 
looked  upon  as  a louse-borne  disorder  and 
one  which  is  dependent  upon  filth,  dirt,  lack 
of  body  cleanliness  and  the  absence  of  bath 
tubs,  the  flea  of  a rat  has  become  the  im- 
portant vector  in  the  transmission  of  the 
disease  in  the  South.  This  statement  is 
made  to  impress  again  the  importance  of 
rat  extermination  and  campaigns  against 
the  rat  to  get  rid  of  this  objectionable  and 
dangerous  rodent.  According  to  Gordon,3 
90  per  cent  of  endemic  typhus  in  this  coun- 
try occurs  in  the  states  of  Alabama,  Georgia 
and  Texas.  Louisiana  has  been  between  two 
of  these  areas  of  endemicity  and  it  is  to  be 
expected  that  the  disease  will  still  further 
increase  in  this  state.  Another  feature  of 
some  interest  concerning  the  etiology  of  the 
condition  is  that  the  negro  is  rarely  in- 
fected, the  attack  rate  being  only  one-tenth 
of  that  of  the  whites.  As  with  nearly  all  in- 
fectious transmissible  diseases,  males  are 
more  frequently  affected  than  females  and 
adults  more  likely  to  have  the  disease  than 
are  children. 

The  seasonal  distribution  of  typhus  in  the 
South  is  rather  interesting.  By  far  the 
greater  number  of  cases  occurs  in  the  late 
spring  and  early  summer.  There  is  a sharp 
decline  by  September  and  a minimum  num- 
ber of  cases  is  observed  in  March. 

THE  RICKETTSIAE 

Typhus  fever  is  caused  by  a micro-organ- 
ism which  is  known  as  Rickettsiae  prow- 
azeki.  It  might  be  of  some  interest  to  state 
that  the  discovery  of  the  rickettsiae  as  a 
cause  of  a specific,  self-limited  infectious 
disease,  Rocky  Mountain  spotted  fever,  was 
made  by  Dr.  H.  T.  Ricketts  in  1906.  At  this 
time  he  first  transmitted  the  disease  to  the 
experimental  animal  through  the  bite  of  the 
wood  tick.  Three  years  later  he  described 
the  micro-organism  from  smear  prepara- 
tions taken  directly  from  the  blood  both  of 
man  and  of  the  laboratory  animal,  as  well  as 
in  the  tissues  of  the  tick.  A year  or  two 
later,  working  with  Wilder,  he  demonstrat- 
ed that  Mexican  typhus,  tabardillo,  was 


transmitted  by  the  body  louse  and  described 
the  rickettsia  in  this  disease.  Ricketts  and 
Wilder  also  showed  that  Rocky  Mountain 
spotted  fever  and  typhus,  while  closely  al- 
lied, are  entirely  different  diseases.  Mexi- 
can typhus  is  a serious  and  often  lethal  dis- 
ease. 

Ricketts  is  one  of  the  martyrs  to  science 
who  have  died  as  the  direct  result  of  the  in- 
vestigative work  they  were  doing  at  the 
time.  He  expired  in  Mexico  in  1910  as  re- 
sult of  this  disease,  evidently  transmitted  to 
him  while  working  with  typhus  patients  and 
typhus  organisms.  The  second  portion  of 
the  name  given  to  the  organism  that  causes 
typhus  belongs  to  that  of  a distinguished 
German-Polish  zoologist,  von  Prowazek. 

The  rickettsial  bodies  are  small,  gram- 
negative organisms,  which  resemble  bac- 
teria somewhat  but  which  cannot  be  grown 
on  bacteriologic  media  and  which  are  found 
in  the  body  cells  of  small  invertebrate  ani- 
mals, most  of  which  feed  upon  the  verte- 
brates. These  animalculae  include  ticks, 
mites,  spiders,  lice,  bedbugs  and  midges. 
Strange  to  say,  of  all  the  arthropods,  only 
the  bedbug  has  never  been  implicated  as  a 
vector,  that  is,  a transmitter  of  the  disease. 
Despite  the  ubiquitousness  of  the  rickett- 
siae, there  are  only  three  main  groups  of 
these  diseases ; to  wit,  typhus,  Rocky  Moun- 
tain spotted  fever  and  tsutsugamushi,  the 
first  conveyed  by  the  body  louse  or  the  rat 
flea,  the  second  by  the  tick,  the  third  by  the 
midge.  In  spite  of  the  widespread  infesta- 
tion of  the  arthropods  (insects),  man  seems 
to  be  singularly  fortunate  in  escaping 
disease  due  to  these  micro-organisms.  On 
the  other  hand,  a very  considerable  number 
of  animal  diseases  may  result  from  the 
transmission  of  the  rickettsiae  to  the  larger 
animal  through  the  bite  of  the  original  host. 
In  the  last  few  years  there  have  been  de- 
scribed other  diseases  of  man,  Q-fever  and 
Nine  Mile  fever,  for  example,  which  are 
probably  rickettsial  diseases.  Incidentally, 
sometimes  the  Eastern  type  of  this  rickett- 
sial disease  is  spoken  of  as  spotted  fever  but 
this  term  is  so  commonly  and  frequently 
employed  for  other  diseases  that  it  might  be 
well  to  drop  it. 
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CLINICAL  TYPES 

There  are  two  distinct  varieties  of  typhus 
fever.  Although  the  two  are  alike  in  many 
respects,  not  only  clinically  but  also  having 
complete  cross  immunity  with  each  other 
and  being  serologically  identical  as  judged 
by  the  Weil-Felix  reaction,  there  are  certain 
distinct  differences.  One  is  transmitted  by 
the  louse,  the  other  by  the  flea.  The  former, 
the  louse-borne  type,  is  epidemic  in  nature, 
while  the  flea-borne,  the  murine  type,  is 
sporadic,  or  endemic.  Fleas  being  more  com- 
mon in  summer  explains  the  high  incidence 
of  endemic  typhus  in  the  United  States  in 
these  months,  whereas  lice  live  and  breed  in 
winter,  consequently  epidemics  of  typhus 
are  more  prevalent  in  the  winter  months. 
According  to  Dyer,4  the  rat  is  probably  the 
constant  reservoir  in  the  southern  United 
States,  transmitting  the  disease  to  man  by 
the  bite  of  his  dissociated  flea.  On  the  other 
hand,  the  epidemic  type  is  transmitted  from 
man  to  man  by  the  human  louse.  There  are 
certain  minor  distinctions  between  the 
strains  of  the  virus  isolated  in  animals  in 
the  two  types  of  typhus.  This  variation  is 
of  laboratory  rather  than  clinical  interest. 

The  endemic  type  of  the  disease  was 
recognized  first  in  New  York  by  Brill  some 
forty  years  ago.  Nearly  all  of  his  cases  were 
found  in  Jewish  immigrants  and  it  was 
thought  then  that  the  disease  represented 
really  a variant  of  imported  classic  typhus. 
This  idea,  subsequently  abandoned,  was  re- 
vived by  Zinsser  in  1934,  who  believes  Brill’s 
disease  is  not  the  endemic  typhus  of  the 
South  but  an  imported  form  of  the  typical 
European  typhus  which  has  appeared  in  the 
United  States  in  endemic  form. 

CLINICAL  OBSERVATIONS 

Endemic  typhus  has  an  incubation  period 
of  between  seven  and  fourteen  days.  While 
there  may  be  irregular  prodromata,  in  the 
great  majority  of  cases,  the  disease  strikes 
suddenly  with  a chill  or  chilliness,  followed 
by  high  fever,  marked  headache  and  severe 
prostration.  The  temperature  rises  persist- 
ently more  or  less  of  a step-ladder  ascent 
and  obtains  its  maximum  in  five  to  seven 
days.  The  fever  is  continuous,  with  remis- 
sion of  1.25  F.,  the  fastigium  (or  height  of 
the  fever)  is  maintained  for  approximately 


a week  and  then  the  temperature  falls  by 
lysis  in  about  the  same  number  of  days  it 
took  to  ascend  to  its  peak.  The  course  of  the 
disease  is  usually  around  two  weeks ; some- 
times it  is  16  to  18  days  in  duration. 

The  physical  examination  is  relatively 
important  early  in  the  disease.  There  is 
present  rather  pronounced  conjunctival 
congestion,  lacrimation  and  often  photo- 
phobia. Associated  in  a markedly  prostrated 
patient  who  is  mentally  apathetic,  these 
findings  are  suggestive.  In  five  to  seven 
days  occurs  the  characteristic  exanthem, 
that  is  the  rash,  which  is  really  of  supreme 
diagnostic  importance.  The  physician  prob- 
ably would  not  recognize  the  possibility  of 
typhus  being  present  were  it  not  for  this 
rash. 

THE  ERUPTION 

The  eruption  appears  the  fourth  or  fifth 
day  of  the  disease,  although  it  may  be  ob- 
served on  the  second  day  or  as  late  as  the 
tenth.  Simultaneously  all  over  the  body  ap- 
pear pinkish  rose  colored  spots  that  are  not 
elevated,  that  are  round  and  measure  1-5 
mm. ; they  vary  in  size  in  diameter  from  the 
point  of  a lead  pencil  to  the  size  of  the  rub- 
ber eraser  at  the  other  end  of  the  pencil. 
When  pressed  upon  they  fade  but  do  not 
disappear  completely.  The  abdomen,  shoul- 
ders, back,  sometimes  the  forearms  and  the 
thighs  may  be  excessively  covered  with 
these  lesions  or  there  may  be  only  a rela- 
tively few  of  them.  At  times  the  face  may 
be  involved  but  this  is  extremely  exception- 
al. It  is  said  in  the  epidemic  or  European 
type  of  typhus  the  eruption  never  appears 
on  the  palms  of  the  hands  or  the  soles  of 
the  feet,  whereas  the  skin  expressions  are 
occasionally  seen  in  endemic  typhus  in  these 
two  areas. 

It  hardly  seems  necessary  to  describe  the 
other  physical  signs  to  a mixed  audience. 
Actually  even  to  the  physician  they  are  of 
no  particular  moment. 

PROGNOSIS 

Fortunately  not  only  are  the  symptoms  of 
endemic  typhus  milder  than  typhoid  fever 
and  infinitely  more  innocuous  than  epi- 
demic typhus;  so  also  is  the  death  rate  cor- 
respondingly much  less-.  It  is  rare  that  a 
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patient  dies  as  result  of  typhus  fever.  The 
mortality  rate  is  usually  given  as  being  1 
per  cent. 

Endemic  typhus  is  definitely  a problem 
of  the  South.  In  states  other  than  Louisi- 
ana many  more  cases  are  reported  than  in 
our  immediate  locality.  The  explanation  of 
this  is  that  the  milder  winter  climate,  ade- 
quate food  supply  and  failure  to  rat  proof 
buildings  result  in  a heavy  rat  population 
in  the  South,  whereas  in  the  North,  on  ac- 
count of  the  greater  cold,  the  necessity  of 
erecting  buildings  of  concrete  and  brick  to 
keep  out  the  winter  and  the  lack  of  food  for 
a rat  makes  the  disease  relatively  rare 
there.  In  so  far  as  is  known  at  the  present 
time,  the  only  possible  control  of  endemic 
typhus  is  to  cut  down  or  minimize  the  rat 
population  which  carries  the  flea  which 
bites  the  man  who  gets  the  disease.  Continu- 
ous combat  against  the  rat  by  trapping  and 
poisoning  should  be  kept  up  wherever  rats 
are  found  in  a large  number.  If  the  efforts 
are  not  kept  up  continuously,  the  rats  will 
grow  relatively  rapidly.  They  breed  readi- 
ly and  increase  vividly.  Of  course  the  best 
actual  method  of  minimizing  rats  is  to  rat 
proof  the  places  where  rats  congregate, 
breed,  live  and  die.  This,  however,  would 
be  impractical  on  account  of  expense. 
Prophylactic  vaccines  have  been  prepared 
by  Zinsser  and  others  which  may  possibly 
be  available  in  the  open  market  sometime  in 
the  relatively  near  future. 

CONCLUSIONS 

Endemic  typhus  fever  is  a disease  which 
is  increasing  in  incidence  sharply  in  the 
South  at  the  present  time,  less  so  statistic- 
ally in  Louisiana  than  in  some  of  the  other 
Southern  states,  notably  Texas,  Georgia, 
and  Alabama.  It  is  a disease  which  may 
produce  severe  sickness  and  occasionally 
death.  It  is  a disease  which  can  be  pre- 
vented if  and  when  rats  are  controlled. 
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Congenital  infraclenoid  aneurysms  have 
been  reported  at  intervals  for  the  last  fifty 
years  and  other  cases  can  be  recognized  in 
retrospect,  as,  for  example,  the  case  diag- 
nosed by  Cushing  as  ophthalmoplegic  mi- 
graine which  he  later  thought  to  be  infra- 
clenoid aneurysm.1  The  confusion  is  easily 
understood,  for  the  description  of  ophthal- 
moplegic migraine  given  in  the  Oxford 
System  of  Medicine  suggests  that  the  syn- 
drome may  often  be  due  to  repeated  leak- 
ages from  a small  aneurysm.2 

To  date  we  were  able  to  find  in  the  lit- 
erature 24  cases  of  successful  ligation  of  the 
common  carotid  artery  in  infraclenoid  an- 
eurysms. This  is  not  to  be  confused  with 
ligation  for  fistulous  intracranial  aneurysm. 

SYMPTOMS 

There  are  two  groups  of  symptoms.3  The 
first  group  is  caused  by  pressure  of  the 
aneurysm  on  the  adjacent  structures,  and 
may  include  ptosis,  ophthalmoplegia,  di- 
lated pupils,  pain  over  the  ophthalmic  di- 
vision of  the  trigeminal  nerve,  projectile 
vomiting,  and  sometimes  diplopia.  The 
second  group  of  symptoms  is  due  to  the 
leakage  of  blood  following  rupture.  Im- 
mediately after  the  accident  the  patient  is 
usually  seized  with  a sudden  violent  head- 
ache, dizziness  and  vomiting,  and  may  be- 
come unconscious.  If  he  survives  the  acute 
attack,  later  symptoms  develop,  due  to  ir- 
ritation set  up  by  the  presence  of  blood  in 
the  subarchnoid  space;  they  include  pain 
in  the  back  of  the  neck,  stiffness  of  the 

fFrom  the  Departments  of  Ophthalmology  and 
Surgery  of  the  School  of  Medicine  of  Louisiana 
State  University  and  Charity  Hospital  of  Louisi- 
ana at  New  Orleans. 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, March  11,  1940. 
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neck,  and  Kernig’s  sign.  An  elevation  of 
temperature  usually  follows  the  hemor- 
rhage. 

DIFFERENTIAL  DIAGNOSIS 

A large  number  of  conditions  must  be 
considered  in  making  the  differential  diag- 
nosis, including  syphilitic  meningitis,  in- 
tracranial gumma,  thrombosis  of  the  cav- 
ernous sinus,  tumors,  inflammatory  con- 
ditions of  the  orbit,  cerebral  neoplasms, 
meningioma  of  the  sphenoidal  ridge,  pitui- 
tary adenoma,  Gradenigo’s  syndrome,  and 
nasopharyngeal  malignancy. 

Roentgenologic  examination  is  sometimes 
helpful,  but  may  be  misleading.  Arteri- 
ography, which  was  introduced  by  Moniz 
in  1937,  promises  to  be  much  more  helpful 
in  diagnosing  and  localizing  such  aneu- 
rysms. Matas4  has  recently  stated  that  he 
does  not  believe  arteriography  to  be  harm- 
ful, basing  his  opinion  on  the  large  num- 
ber of  cases  in  which  the  procedure  has 
been  carried  out  without  untoward  effects. 
This  would  seem  to  be  a helpful  method  of 
determining  definitely  that  the  condition 
is  an  aneurysm. 

TREATMENT 

The  treatment  of  ruptured  infraclenoid 
aneurysm  is  surgical.  The  aneurysm  may 
be  attacked  directly,  or  the  operation  may 
consist  of  an  indirect  attempt  to  induce 
thrombosis,  either  through  ligation  of  the 
internal  carotid  artery  in  the  neck  or  by 
trapping  the  aneurysm  between  ligatures 
placed  on  the  carotid  artery  in  the  neck 
and  intracranially.  Dandy5  has  recently 
reported  three  cases  treated  successfully 
by  the  latter  method,  cases  of  successful 
ligation  of  the  common  carotid  artery  for 
ruptured  infraclenoid  aneurysm.  Many 
patients  succumb,  however,  before  surgery 
can  be  instituted  or  even  before  the  diag- 
nosis can  be  made. 

The  case  herewith  reported  is  an  illus- 
tration of  a ruptured  infraclenoid  aneu- 
rysm, congenital  in  origin,  which  was  diag- 
nosed clinically  before  rupture  and  which 
seems  to  have  been  cured  by  simple  ligation 
of  the  common  carotid  artery. 

CASE  REPORT 

Mrs.  I.  L.  J.,  a white  female  28  years  of  age, 
was  admitted  to  the  ophthalmologic  service  of 


Charity  Hospital  of  Louisiana  on  November  12, 
1937.  Two  months  before  admission  she  had  begun 
to  have  severe  temporal  and  postorbital  pain  on 
the  right  side,  together  with  inability  to  move  the 
right  eye  except  to  the  right  and  a sensation  as 
if  the  right  eye  were  being  pulled  to  the  right. 
Diplopia  was  present  from  the  onset  of  the  illness, 
and  the  right  side  of  the  face  felt  slightly  numb. 
There  were  no  other  symptoms  of  any  sort  and 
no  pain  on  the  left  side  of  the  face  and  head  or 
in  the  left  eye.  One  week  before  admission  to 
the  hospital  she  had  begun  to  have  attacks  of 
vomiting,  without  nausea  or  other  gastric  distress. 
Five  days  later  ptosis  of  the  right  lid  developed. 
The  previous  history  was  essentially  negative  ex- 
cept for  a pelvic  operation  two  years  before  at 
which  she  had  been  sterilized. 

Physical  examination  revealed  a well  developed 
white  woman,  ambulatory  and  mentally  rational, 
who  appeared  her  stated  age.  She  was  5 feet 
6 inches  tall  and  weighed  121  pounds.  The  only 
positive  findings  were  in  the  head  and  neck. 

There  was  pain  and  tenderness  on  deep  palpa- 
tion in  the  right  temporal  region.  The  right  eyelid 
was  ptotic.  The  right  bulbus  oculi  was  turned 
downward  and  outward  and  could  not  be  moved  in 
any  other  direction.  The  right  pupil  was  dilated 
and  did  not  react  to  light  or  accommodation.  The 
fundus  was  normal.  No  abnormal  findings  were 
noted  in  the  left  eye  or  eyelid.  There  was  partial 
anesthesia  of  the  right  side  of  the  nose  along  the 
distribution  of  the  right  ophthalmic  division  of  the 
trigeminus  nerve.  The  right  side  of  the  neck  was 
tender  to  palpation.  On  compression  and  immediate 
release  of  the  right  carotid  artery  the  patient 
sometimes  complained  of  a shooting  pain  in  the 
right  side  of  the  face. 

Examination  of  the  spinal  fluid  showed  no 
globulin  and  150  red  blood  cells  per  cubic  centi- 
meter. The  pressure  was  10  ram.  Hg.  Urinalysis 
and  blood  Wassermann  reaction  were  negative  and 
the  blood  chemistry  was  within  normal  range. 
Roentgenologic  examination  of  the  head  showed 
a definite  narrowing  of  the  right  optic  foramen 
with  hyperostosis  of  the  lesser  wing  of  the  sphe- 
noid. The  impression  of  the  roentgenologist  was 
that  the  pathology  present  was  a meningioma  of 
the  sphenoidal  ridge. 

Two  days  after  admission  to  the  hospital  the 
patient  had  what  appeared  to  be  a severe  apoplec- 
tic stroke.  She  was  comatose  and  markedly 
cyanotic,  the  pulse  was  imperceptible,  and  the 
respiration  dropped  to  5-6  per  minute.  The  blood 
pressure  was  95  /60.  The  neck  was  stiff  and  spastic, 
and  the  eyes  and  head  were  both  pulled  to  the 
right  and  tonically  fixed.  Babinski’s  reflex  was 
present  on  the  right,  and  an  ankle  clonus  and 
Hoffman’s  reflex  were  present  bilaterally. 

The  patient  appeared  moribund  and  responded 
only  slightly  to  cardiac  and  respiratory  stimulants 
and  intravenous  fluid  therapy. 
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One  of  us  was  called  in  consultation  at  this 
point  because  the  diagnosis  of  infraclenoid  aneur- 
ysm had  been  suspected.  The  patient  was  seen 
some  three  hours  after  the  onset  of  the  acute 
attack  and  the  diagnosis  of  ruptured  infraclenoid 
aneurysm  was  confirmed.  At  this  time  spinal 
puncture  revealed  bloody  fluid  without  increase  in 
pressure.  After  several  hours  the  patient’s  general 
condition  improved,  though  she  did  not  completely 
regain  consciousness. 

Ligation  of  the  right  common  carotid  artery  was 
done  November  17,  double  chromic  catgut  #3  and 
umbilical  tape  being  used. 

Convalescence  was  fairly  smooth.  A temporary 
left  hemiplegia,  which  had  developed  rapidly,  im- 
proved. The  patient  also  complained  of  severe 
occipital  and  cervical  pain.  She  was  discharged  to 
her  home  via  ambulance  on  the  eighth  day  after 
operation.  At  this  time  examination  revealed 
residual  weakness  of  the  left  leg,  oculomotor 
paralysis,  and  partial  anesthesia  of  the  face.  She 
had  frequent  headaches  but  otherwise  felt  fairly 
well. 

FOLLOW-UP 

February  14,  1938  (three  months  after 
operation),  the  patient  returned  with  a 
draining  sinus  at  the  lower  end  of  the  in- 
cision. A piece  of  umbilical  tape  used  for 
ligation  was  located  and  removed,  after 
which  the  wound  promptly  closed.  Exami- 
nation at  this  time  showed  a marked  im- 
provement in  the  right  external  paralytic 
squint  and  the  ptosis  of  the  right  eyelid. 
Diplopia  was  present  only  when  the  pa- 
tient looked  to  the  left.  She  had  no  com- 


plaints except  for  a feeling  of  pressure  in 
the  top  of  her  head. 

In  January,  1940,  two  years  and  two 
months  after  ligation  of  the  right  common 
carotid  artery  the  patient  returned  for  a 
check-up.  Examination  revealed  the  right 
pupil  to  be  fixed  and  slightly  larger  than 
the  left.  The  ptosis  of  the  right  eyelid  was 
visible  only  on  close  inspection,  and  there 
was  marked  improvement  in  the  action  of 
the  internal,  superior  and  inferior  recti 
muscles.  No  squint  was  apparent,  although 
the  patient  complained  of  diplopia  when 
looking  to  the  left.  She  also  complained  of 
numbness  in  the  right  side  of  the  face  and  a 
sensation  of  pressure  in  the  top  of  the  head, 
but  otherwise  was  perfectly  well.  No  ab- 
normal peripheral  reflexes  were  present. 
Roentgenologic  examination  of  the  skull 
failed  to  show  the  narrowing  of  the  right 
optic  foramen  and  the  hyperostosis  of  the 
lesser  wing  of  the  sphenoid  observed  at  the 
previous  examination. 
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THE  WAR  SITUATION  AND  THE 
MEDICAL  PROFESSION 

The  very  great  military  power  shown  by 
the  German  forces  has  resulted  in  a situa- 
tion which  has  placed  the  United  States  in 
an  equivocal  position.  Ostensibly  and  actu- 
ally the  sympathy  of  the  great  majority  of 
the  American  people  has  been  on  the  side 
of  the  Allies.  This  frequently  expressed  feel- 
ing that  the  Allies  should  be  the  victor  has 


undoubtedly  resulted  in  irritating  the  Ger- 
mans. Furthermore,  the  United  States  has 
given  help  to  the  Allies  in  many  ways. 

Many  other  factors  are  of  equal  or 
greater  importance  than  the  antagonism 
which  definitely  exists  between  the  Ger- 
mans and  the  majority  of  American  citi- 
zens. This  continent  is  vulnerable.  The 
Monroe  Doctrine  has  been  a heritage  of  our 
government  for  one  hundred  and  seventeen 
years.  We  may  get  into  trouble  with  the 
Germans  if  we  maintain  this  doctrine.  No 
matter  what  may  be  the  cause  of  a possible 
war,  which  we  hope  will  not  eventuate,  this 
country  stands  closer  to  war  at  the  present 
time  than  it  has  stood  since  the  epoch- 
making  days  of  1917-1918. 

It  behooves  this  country  to  be  prepared. 
It  is  absolutely  essential  that  the  medical 
profession  does  its  part.  Plans  have  al- 
ready been  prepared  by  the  Surgeon  Gen- 
eral’s office  which  will  mobilize  the  medical 
profession  but  only  with  their  help  and  co- 
operation. These  plans,  which  were  pre- 
sented at  the  recent  meeting  of  the  Ameri- 
can Medical  Association,  in  general  called 
for  what  is  believed  to  be  the  most  efficient 
way  of  taking  care  of  the  soldiers  and  of 
the  general  population.  In  general,  the  par- 
ish and  county  medical  societies  are  to  be 
the  nuclei  from  which  men  will  be  called 
into  service.  The  parish  medical  societies 
will  probably  be  asked  to  organize  commit- 
tees which  will  help  a central  committee  in 
selecting  those  men  who  best  are  able  to 
leave  their  homes,  families  and  practice.  It 
is  intended  to  obviate  the  difficulties  that 
arose  in  the  last  war,  when  certain  com- 
munities were  shorn  of  their  medical  men. 
Due  to  these  smaller  committees,  localities 
will  not  suffer.  Through  these  central  com- 
mittees appropriate  men  for  appropriate 
positions  will  be  selected.  The  roentgenolo- 
gist will  not  be  asked  to  operate,  nor  will 
the  surgeon  or  dermatologist  be  asked  to 
take  care  of  neuropsychiatric  patients,  as 
happened  in  the  last  war. 

The  details  of  this  comprehensive  plan 
for  the  care  of  the  patients  at  home  or  in 
the  army  will  be  presented  in  a short  time 
to  the  parish  medical  societies.  It  should 
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be  borne  in  mind  that  for  the  plan  to  be  a 
success  it  will  be  necessary  for  all  to  co- 
operate. Many  a man  who  would  be  anx- 
ious to  go,  to  join  the  army,  will  have  to 
remain  behind.  It  must  not  be  forgotten 
that  on  his  shoulders  will  be  placed  double 
work.  He  who  remains  behind  will  be 
called  upon  for  unstinting  labor  and  hard 
work;  to  the  man  who  goes  the  possibility 
of  being  killed  in  action  or  getting  sick  or 
maimed.  Under  any  circumstance  the  medi- 
cal profession,  in  the  event  of  war,  will  be 
called  upon  for  self-sacrificing  efforts,  but 
for  the  immediate  present,  action  must  be 
taken  quickly  and  all  physicians  must  work 
together  wholeheartedly  and  cheerfully. 

o 

SOCIALIZED  MEDICINE 

Recently  there  has  appeared  a book  en- 
titled “Frontier  Doctor”  written  by  a prac- 
titioner of  medicine  in  central  Oregon,  re- 
citing his  experiences  thirty-five  years  ago 
in  the  town  in  which  he  lived,  some  120 
miles  away  from  the  nearest  railroad.  This 
very  interesting  book  gives  a most  fasci- 
nating description  of  the  author’s  experi- 
ences. Particularly  pertinent  in  view  of  the 
present  day  desire  by  a small  group  of  peo- 
ple who  do  not  know  what  they  want  is  his 
philosophic  discussion  of  some  of  the  prob- 
lems of  practice,  of  the  patient,  and  of  the 
doctor.  Coe*  writes  that  thirty  years  ago 
the  family  doctor  was  the  first  man  that 
the  average  person  resorted  to  in  time  of 
trouble  for  help  and  sympathy.  He  is  the 
one  best  qualified  to  give  advice.  The  doc- 
tor knows  more  about  the  medical,  moral 
and  physical  make  up  of  patients  than  any 
one  else.  There  is  an  intimate  relationship 
between  the  doctor  and  the  patient,  one 
founded  on  trust.  He  says  that  “it  was 
and  still  is  the  finest  thing  I know”  but 
sadly  he  recounts  that  this  is  likely  soon 
to  disappear.  The  tendency  toward  regi- 
mentation of  medical  practice  tends  to  de- 
stroy it  and  it  has  already  been  destroyed 
in  the  principal  European  countries  where 
nowadays  the  patient  is  treated  as  a num- 
ber instead  of  a human  being. 

*Coe,  Urling  C.:  Frontier  Doctor,  New  York, 
Macmillan  Company,  1939.  Pp.  264. 


As  result  of  socialized  medicine  in  Europe 
and  freedom  of  practice  in  this  country, 
America  has  rapidly  forged  ahead  of  the 
non-democratic  countries  in  the  medical 
sciences  and  in  the  scientific  care  of  the 
sick.  This  is  particularly  true  in  the  very 
important  field  of  prevention  of  disease. 
In  the  more  than  three  decades  that  this 
practitioner  of  medicine  has  been  taking 
care  of  the  ill  and  injured,  he  says  he  has 
never  known  or  seen  a person  who  needed 
medical  care  who  did  not  get  it.  He  differs 
with  those  who  say  that  one-third  of  the 
people  in  this  country  do  not  get  adequate 
medical  care.  In  this  lower  income  group 
there  is  more  sickness;  this  is  because  the 
people  lack  proper  food,  clothing  and  hous- 
ing. The  Government  should  see  that  the 
lower  one-third  is  properly  fed,  clothed  and 
sheltered  before  starting  in  to  change 
methods  of  practice.  He  says  that  no  lay- 
man or  group  of  laymen  knows  enough 
about  the  science  of  medicine  or  its  practice 
to  pass  intelligent  laws  to  govern  it.  He 
says,  furthermore,  that  so  much  time  is 
spent  in  paper  work  that  in  France,  for 
example,  a doctor  who  is  a fast  writer  has 
to  spend  a minimum  of  fourteen  minutes  to 
do  all  the  clerical  work  that  each  patient 
requires. 

These  expressions  of  opinion  are  penned 
by  a man  who  has  been  in  practice  for 
many  years.  He  cannot  be  accused  of  being 
a proponent  of  the  American  Medical  As- 
sociation because  he  is  not  even  a member 
of  the  organization.  He  does,  however, 
represent  the  practicing  physician  in  the 
country  and  his  sentiments  are  those  of  the 
great  bulk  of  the  medical  profession.  They 
are  presented  here  merely  to  show  how  the 
average  man  in  practice  for  many  years 
feels  about  the  threatened  socialization  of 
medicine  and  how  he,  as  do  most  doctors, 
feels  that  it  would  be  injurious  to  patients, 
to  medicine  as  a whole  and  especially  to  the 
practice  of  medicine. 

o 

HYPERTENSION  AND  OBESITY 

Every  practicing  physician  knows  that  in 
the  man  who  is  overweight  there  is  more 
likely  to  exist  hypertension  than  in  he  who 
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is  lean.  This  has  been  corroborated  re- 
peatedly in  clinical  studies.  Taking  any 
group  of  hypertensive  individuals,  over- 
weight would  be  three  times  more  common 
than  underweight.  Furthermore,  if  the 
stout  patients  reduce  to  a normal  weight  the 
blood  pressure  often  is  materially  lowered. 
In  spite  of  these  observations  it  cannot  be 
shown  that  obesity  does  produce  hyperten- 
sion ; a thin  man  is  often  found  with  hyper- 
tension and  on  the  contrary  there  are  stout 
men  who  have  low  blood  pressures.  As 
Robinson*  points  out,  the  most  that  can  be 
determined  from  these  findings,  statistical 
and  clinical,  is  that  in  some  way  obesity 
probably  aggravates  an  inherited  predispo- 
sition to  hypertension.  It  may  not  be  the 
obesity  itself ; it  may  be  there  is  simply 
some  alteration  in  metabolism  associated 
with  obesity  that  aggravates  latent  hyper- 
tension. 

Robinson,  appreciating  that  body  build 
is  definitely  related  to  weight  and  blood 
pressure,  attempted  to  evaluate  the  weight 
factor  and  the  build  factor  in  their  relation- 
ship to  hypertension.  A large  group  of 
patients  was  studied,  something  over  3000 
men  and  over  2000  women.  These  patients 
were  divided  into  groups:  the  slender 
linear,  that  is  the  long,  thin  type,  and  the 
lateral,  the  thick,  broad  type,  further  di- 
vided into  marked  and  minimal.  Without 
going  into  the  details  of  these  studies,  suf- 

*Robinson, S.  C.:  Hypertension,  body  build  and 
obesity.  Am.  -J.  Med.  Sci.,  199:819,  1940. 


fice  it  here  to  say  that  the  conclusions  that 
are  drawn  by  this  author  are  of  some  mo- 
ment, particularly  his  final  conclusion  that 
obesity  plays  a very  minor  part  in  hyper- 
tension. On  the  other  hand,  body  build  is 
of  extreme  importance.  It  is  closely  cor- 
related with  hypertension.  The  thick,  broad 
chested  person  shows  the  greatest  incidence 
of  hypertension  and  the  lowest  incidence 
of  hypotension.  On  the  other  hand,  obesity 
is  undoubtedly  intimately  connected  with 
body  build.  The  lateral,  broad  chested  type 
of  body  configuration  results  in  overweight 
in  more  than  one-third  of  all  people.  On 
the  other  hand,  the  linear  type  of  man  is 
one-tenth  as  likely  to  be  overweight  as  is 
the  broad  chested  person. 

In  spite  of  the  fact  that  Robinson  believes 
that  body  build,  regardless  of  weight,  de- 
termines in  a large  part  the  predisposition 
of  any  person  to  hypertension,  the  fact  re- 
mains that  if  the  man  of  this  type  does 
gain  weight  and  becomes  overweight  he  is 
likely  to  develop  a high  blood  pressure.  It 
would  behoove  the  slender  or  linear  type 
of  person  to  cease  worrying  about  high 
blood  pressure  but  the  broad  chested  lateral 
type  of  individual  continuously  should  be  on 
his  guard  to  prevent  himself  from  becoming 
overweight  with  its  tendency  to  produce 
increased  blood  pressure,  diabetes  and  other 
less  specific  causes  of  ill  health  that  develop 
from  midlife  on  to  old  age  as  a result  of 
overeating,  if  the  fat  person  survives  to  this 
later  period. 


HOSPITAL  STAFF  TRANSACTIONS  AND  CLINICAL  MEETINGS 


TRI  STATE  HOSPITAL,  INC. 

Shreveport 

The  Staff  of  the  Tri-state  Hospital  held  its  reg- 
ular monthly  meeting  May  9,  1940,  with  21  mem- 
bers present.  Dr.  W.  P.  Butler  called  the  meeting 
to  order  and  the  scientific  program  was  then  pre- 
sented. 

Dr.  M.  D.  Hargrove  presented  the  case  of  a 
white  male,  aged  21,  who  entered  the  hospital  first 
on  March  18,  1940,  with  history  of  cough,  cold, 
pain  in  chest,  fever  and  chills.  Examination  re- 
vealed temperature  103°,  dulness  over  upper  lobe 
of  left  lung,  left  sided  lag,  no  rales  or  bronchial 


breathing.  Total  white  blood  count  26,700;  poly- 
morphonuclears  83  per  cent.  A diagnosis  of  lobar 
pneumonia  was  made  and  sulfapyridine  therapy  in- 
stituted. The  sputum  could  not  be  satisfactorily 
typed  because  of  previous  sulfapyridine  treatment. 
An  x-ray  showed  a dense  shadow  throughout  the 
entire  left  lung  field.  Aspiration  on  two  occasions 
yielded  several  hundred  cubic  centimeters  of  straw- 
colored  fluid  which  contained  pus  cells  but  no 
organisms.  Following  this  he  improved  slowly  and 
left  the  hospital  on  March  29.  An  x-ray  two  weeks 
later  showed  the  same  dense  shadow  present  in  the 
left  chest.  He  was  readmitted  April  19,  after 


48 


Hospital  Staff  Trayisactions 


which  the  course  was  slowly  downward,  and  he 
expired  on  May  7.  Autopsy  revealed  two  separate 
tumor  masses,  one  in  each  pleural  cavity  and 
separate  from  the  lungs.  Microscopic  section  of 
the  masses  was  being  done.  The  case  was  discussed 
by  Drs.  C.  R.  Gowen,  O.  O.  Jones,  P.  R.  Gilmer, 
Knoepp  and  W.  P.  Butler. 

Dr.  W.  S.  Kerlin  presented  the  case  of  a white 
male,  aged  50,  who  in  June,  1939,  had  been  in  the 
hospital,  at  which  time  a diagnosis  of  tuberculosis 
of  right  lung  and  of  the  cecum  was  made.  On  this 
admission  the  history  was  one  of  bloody  diarrhea 
for  several  weeks.  Repeated  transfusions  were  of 
no  avail.  He  was  operated  on  and  an  ileocolostomy 
performed.  Postoperative  course  to  date  has  been 
free  of  any  bloody  diarrhea.  The  case  was  dis- 
cussed by  Drs.  P.  R.  Gilmer  and  C.  R.  Gowen. 

Deaths  of  the  previous  month  were  then  dis- 
cussed. The  hospital  report  was  read  and  approved. 

E.  W.  Booth,  M.  D.,  Sec. 


HUEY  P.  LONG  CHARITY  HOSPITAL 
Pineville 

At  the  staff  meetings  of  the  Huey  P.  Long 
Charity  Hospital,  clinico-pathologic  conferences 
were  held  and  the  following  cases  were  presented 
for  the  month  of  May.  These  conferences  are  held 
under  the  supervision  of  Dr.  O.  W.  McFarland, 
Superintendent,  and  Dr.  John  C.  Connell,  Staff 
Pathologist. 

1.  A case  of  a colored  male,  74  years  of  age, 
with  acute  retention  of  urine.  Physical  examina- 
tion revealed  the  fundus  of  the  bladder  palpable 
to  the  level  of  the  ureter  and  a marked  hyper- 
trophy of  the  prostate.  The  blood  pressure  was 
220/150.  Blood  chemistry  showed  NPN  42  and 
glucose  190.  The  following  diagnoses  were  made: 
Hyperplasia  of  the  prostate  gland  with  acute  re- 
tention of  urine,  hypertensive  cardiovascular  dis- 
ease and  uremia. 

A suprapubic  cystotomy  was  done  and  a cathe- 
ter was  left  in  place.  The  urine  was  very  bloody 
and  remained  so.  A cystostomy  was  then  done 
which  revealed  a punctured  lobe  of  the  prostate 
with  uncontrollable  bleeding.  The  patient  went 
into  a state  of  shock  and  expired  several  hours 
after  operation. 

Postmortem  examination  revealed  a marked  hy- 
perplasia of  the  left  lateral  lobe  of  the  prostate 
which  had  been  punctured  by  the  trocar.  Dr.  Con- 
nell pointed  out  the  apparent  cause  of  death  and 
discussed  the  relative  infrequency  of  such  a marked 
hypertrophy  of  the  lateral  lobe  as  compared  with 
the  median  bar. 

2.  The  case  of  a negro  male,  58  years  of  age, 
who  was  admitted  to  the  hospital  after  the  sudden 
onset  of  intractable  pain  radiating  from  the  epi- 
gastrium to  the  neck.  This  pain  was  of  several 
hours’  duration  and  had  been  partially  alleviated 
with  morphia  before  admission.  The  blood  pressure 


was  180/114.  The  pulse  was  regular,  with  a rate 
of  70.  The  heart  was  enlarged  downward  and  to 
the  left.  A loud  systolic  murmur  was  heard  over 
the  apex.  An  admitting  diagnosis  of  hypertensive 
cardiovascular  disease  and  dissecting  aneurysm  of 
the  abdominal  aorta  was  made. 

At  postmortem  examination  there  was  found  a 
dissecting  aneurysm  of  the  aorta  with  rupture  into 
the  left  pleural  cavity. 

3.  A case  of  a white  male,  7 years  of  age,  whose 
present  illness  began  two  weeks  ago  when  suddenly, 
while  playing,  he  became  unconscious.  He  recov- 
ered somewhat  though  remaining  in  a semi-con- 
scious state  and  had  definite  muscular  weakness 
over  the  left  side  of  the  body.  Physical  exami- 
nation showed  a palpable  mass  in  the  right  upper 
abdominal  quadrant  and  weakness  in  the  upper  and 
lower  extremities.  Because  of  extreme  restless- 
ness reflexes  could  not  be  elicited. 

Postmortem  examination  showed  bacterial  en- 
docarditis with  cerebral  embolism  involving  the 
right  lobe.  There  was  also  primary  carcinoma  of 
the  liver.  Dr.  Connell  commented  upon  the  rarity 
of  primary  carcinoma  of  the  liver  during  the  first 
decade  of  life. 

4.  A case  of  a negro  male,  65  years  of  age,  who 

came  to  the  hospital  in  a comatose  condition  and 
was  not  able  to  give  a history  of  his  illness.  Physi- 
cal examination  showed  the  heart  and  liver  to  be 
slightly  enlarged.  Laboratory  findings  were  as 
follows:  Total  red  blood  cells  4,000,000;  white 

blood  cells  47,300  with  93  per  cent  neutrophils; 
blood  chemistry  NPN  133,  creatinine  2,  glucose 
181;  agglutinations  negative  for  typhoid-para- 
typhoid group.  A clinical  diagnosis  was  made  of 
uremia.  Postmortem  diagnosis  was  that  of  uremia, 
bilateral  hydronephrosis  and  hydroureters.  There 
was  also  lobar  pneumonia  involving  right  lower 
lobe. 

5.  A case  of  a white  female,  67  years  of  age, 
who  was  admitted  to  the  hospital  with  a diagnosis 
of  arteriosclerotic  heart  disease  with  congestive 
failure,  ascites  and  edema  of  the  lower  extremities. 
Shortly  after  admission  the  abdomen  became  dis- 
tended and  there  was  generalized  tenderness.  The 
liver  was  also  enlarged  and  tender.  The  patient 
presented  a picture  of  “acute  abdomen.” 

At  autopsy  there  was  found  carcinoma  of  the 
ascending  colon  with  generalized  metastasis.  There 
was  rupture  of  the  colon  into  the  peritoneal  cavity 
with  generalized  peritonitis. 

6.  The  case  of  a negro  female,  50  years  of  age, 
who  gave  a history  of  a slowly  growing  tumor 
on  the  ventral  surface  of  the  foot  on  the  medial 
side  of  the  first  metatarsal  bone.  The  tumor  was 
first  noticed  one  year  ago  but  did  not  cause  any 
symptoms  until  she  received  slight  trauma  over 
this  area  three  weeks  before  admission,  tenderness 
then  became  so  marked  that  she  could  not  bear 
weight  on  this  foot.  Roentgen  ray  examination  was 
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negative  for  bone  or  joint  pathology.  The  tumor 
was  excised  with  much  difficulty.  It  was  about  4 
cm.  in  diameter  and  had  many  fibrous  extensions. 
On  microscopic  examination  this  tumor  proved  to 
be  a sarcoma  arising  from  a tendon  sheath.  Since 
the  tumor  was  of  a slow  growing  type  it  was  de- 
cided to  treat  this  case  conservatively.  The  pa- 
tient is  to  receive  deep  x-x-ay  therapy  and  return 
to  the  outpatient  clinic  for  obsexwation  in  order 
to  determine  whether  or  not  amputation  is  to  be 
done  at  a later  date. 

7.  The  case  of  a negro  male  7 years  of  age,  who 
came  to  the  hospital  complaining  of  pain,  of  about 
two  months’  duration,  below  the  right  knee  joint 
with  associated  swelling  and  tenderness.  Radiologic 
findings  wei-e  suggestive  of  bone  sarcoma.  A biopsy 
was  taken  from  the  right  tibia  which  on  micro- 
scopic examination  showed  periosteal  osteolytic 
sai-coma.  High  amputation  of  the  thigh  was  ad- 
vised. 

All  of  these  cases  were  discussed  pathologically 
and  clinically  with  special  emphasis  on  the  mode 
of  treatment. 

Wendell  H.  Cook,  M.  D.,  Sec. 


GRADUATE  SCHOOL  OF  MEDICINE 
LOUISIANA  STATE  UNIVERSITY  MEDICAL 
CENTER 
New  Orleans 

At  the  meeting  held  in  June,  1940,  Dr.  John  H. 
Connell  presented  the  following  paper: 

MORE  MALIGNANT  CHANGES  OCCURRING  IN 
CELL  CARCINOMA 

Basal  cell  carcinomas  commonly  termed  rodent 
ulcers  are  genex-ally  considei’ed  to  have  a definite 
course.  They  usually  are  defined  as  slow  growing 
tumors  of  the  skin,  arising  from  the  basal  layer  of 
epithelium,  which  progress  locally  and  invade  sur- 
rounding tissues,  never  metastasizing  to  distant 
foci. 

Their  histologic  appearance  is  usually  quite 
regular.  The  tumors  are  composed  of  small  l’ound 
polygonal  cells  with  deep  staining  nuclei  in  faint 
cytoplasmatic  structures.  Their  staining  charac- 
teristics and  mox-phology  closely  resemble  the  basal 
layer  of  the  epidermis.  Mitotic  figux-es  are  rela- 
tively infx-equent.  Local  invasion  can  be  noted  into 
the  cuticular  layer  or  into  the  deeper  underlying 
structures. 


In  the  course  of  studying  a large  number  of 
such  tumors  clinically  and  histologically,  it  has 
become  more  evident  that  they  do  not  always  follow 
such  an  outlined  course.  Rapid  growth,  recurrences 
and  metastases  have  been  noted;  histologic  va- 
riances are  fi'equent. 

In  a recent  survey  of  200  cases  of  basal  cell 
carcinoma,  the  following  facts  were  ascertained: 
These  tumors  are  predominant  in  those  individuals 
having  a fair  complexion;  not,  however,  to  the 
extent  as  the  primary  squamous  cell  carcinoma. 
These  tumors  are  more  prevalent  in  the  white  than 
in  the  coloi-ed  race.  They  frequently  are  multiple, 
appear  on  any  part  of  the  body,  more  commonly 
in  the  region  around  the  face.  Recurrences  have 
been  found  in  21  per  cent  of  the  cases,  such  re- 
currences appearing  from  six  weeks  to  as  long  as 
four  and  one-half  yeai's. 

Definite  histologic  deviations  were  noted  in  many 
of  these  tumors.  The  occurrence  of  mixed  varieties 
of  cancers  wherein  squamous  and  transitional  cell 
varieties  were  apparently  arising  from,  or  in  con- 
junction with  the  basal  cell,  occurred  in  16  per  cent 
of  the  cases.  The  malignancy  noted  in  some  such 
instances  was  of  a fairly  high  degree  and  of  the 
variety  expected  to  metastasize  to  distant  foci. 

In  attempting  to  correlate  the  clinical  and  patho- 
logic irregularities,  certain  facts  became  apparent. 
The  method  of  treatment  definitely  affects  the 
course  of  the  tumor.  Those  tumors  which  primarily 
were  simple  basal  cell  carcinomas,  but  inadequate- 
ly treated,  frequently  showed  at  some  subsequent 
period  a tumor  taking  on  moi'e  malignant  charac- 
teristics. It  is  significant  that  the  great  majority 
of  the  recuri’ences  wei-e  in  those  patients  who  were 
treated  by  the  cautery.  Other  recurrences  showed 
themselves  where  radiation  therapy  was  inadequate 
or  when  surgery  was  necessarily  limited. 

The  more  malignant  characteristics  noted  clini- 
cally wei'e:  Rapidity  of  gi’owth;  deeper  extension 
and  metastases.  Histologically  the  change  repre- 
sented enlargement  of  the  malignant  cells,  nuclei 
becoming  hyperchromic,  mitoses  more  frequent  and 
the  tendency  for  the  formation  of  pearls  signifi- 
cant of  a squamous  variety  of  carcinoma. 

In  conclusion,  it  may  be  stated  that  basal  cell 
carcinoma,  unless  primarily  adequately  treated, 
may  enter  the  category  of  more  malignant  neo- 
plasms and  metastasize  to  distant  foci. 


0 

TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 

CALENDAR 

July  1.  Clinico-pathologic  Conference,  Hotel  Dieu, 

8:15  p.  m. 

July  2.  Eye,  Ear,  Nose  and  Throat  Staff,  8 p.  m. 

July  3.  Clinico-pathologic  Conference,  Charity 


Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

July  4.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

July  8.  Orleans  Parish  Medical  Society,  8 p.  m. 
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July  9.  Eye,  Ear,  Nose  and  Throat  Society,  8 
p.  m. 

July  10.  Clinico-pathologic  Conference,  Charity 

Hospital  Morgue  Amphitheater,  1:80 
p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

July  11.  New  Orleans  Hospital  Council,  Charity 
Hospital,  8 p.  m. 

July  15.  Hotel  Dieu  Staff,  8 p.  m. 

July  16.  Charity  Hospital  Medical  Staff,  8 p.  m. 
July  17.  Clinico-pathologic  Conference,  Charity 

Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Charity  Hospital  Surgical  Staff,  8 p.  m. 
The  Orleans  Tuberculosis  Hospital  Staff, 
8 p.  m. 

July  18.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

July  19.  New  Orleans  Dispensary  for  Women  and 
Children  Staff,  8 p.  m. 

July  23.  Baptist  Hospital  Staff,  8 p.  m. 

July  24.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

French  Hospital  Staff,  8 p.  m. 

July  25.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

July  26.  L.  S.  U.  Faculty  Club,  8 p.  m. 

July  31.  Clinico-pathologic  Conference,  Charity 

Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

During  the  month  of  June,  the  Society  held  one 
regular  scientific  meeting,  at  which  the  following 
program  was  pi’esented: 

1.  Biographical  Sketch:  David  French  Boyd,  a 
Louisiana  Educator 

By  invitation— .Mr.  William  Dosite  Postell 

2.  Interesting  Case  Report:  Polyradiculoneu- 

ritis (Guillain-Barre) 

By Dr.  Gilbert  C.  Anderson 

3.  Special  Report:  Studies  on  the  Bleeding  Ten- 
dency and  Vitamin  K Therapy  in  Newborn 
Children 

By  Dr.  Henry  Leidenheimer,  Jr. 

To  open  discussion Dr.  Rupert  Arnell 

4.  Symposium  on  Chemotherapy: 

Pharmacology  and  Toxicology 

By Dr.  E.  E.  Nelson 

Chemotherapy  of  Acute  Infections 

By Drs.  J.  O.  Weilbaecher,  Jr.,  Homer 

Dupuy,  and  H.  M.  Taylor 
Present  Status  of  Chemotherapy  in  Urology: 
A Clinical  Evaluation 

By Drs.  H.  W.  E.  Walther  and 

R.  M.  Willoughby 
Peritonitis 

By Dr.  M.  L.  Michel,  Jr. 


The  following  physicians  were  elected  to  mem- 
bership in  the  Society:  Active — Drs.  Abe  Golden, 
Bruno  F.  Mancuso,  and  Paul  W.  Renken. 


The  Secretary  reports  with  regret  the  loss  of 
Dr.  A.  A.  Keller,  one  of  the  Society’s  active  mem- 
bers. 


NEWS  ITEM 

With  the  issue  of  May  24,  “The  Tiger,”  which 
was  the  official  organ  of  the  students  of  the  School 
of  Medicine  of  Louisiana  State  University  since 
1932,  was  discontinued.  Next  year  a monthly  pub- 
lication, to  be  known  as  “The  Journal  of  the 
School  of  Medicine  of  Louisiana  State  University” 
will  be  substituted  for  it.  The  new  periodical  will 
be  edited  by  the  students  under  the  direction  of 
an  advisory  board  of  faculty  members. 


The  following  members  were  elected  to  office  in 
the  New  Orleans  Graduate  Medical  Assembly  for 
the  year  1940-1941 : 

Drs.  Val  H.  Fuchs,  president;  F.  E.  LeJeune, 
first  vice-president;  D.  J.  Murphy,  second  vice- 
president;  D.  N.  Silverman,  third  vice-president; 
W.  H.  Gillentine,  treasurer;  J.  S.  D’ Antoni,  secre- 
tary; H.  Theodore  Simon,  director  of  clinics,  and 
James  K.  Howies,  assistant  director  of  clinics;  Drs. 
O.  W.  Bethea,  Edgar  Burns,  L.  C.  Chamberlain, 
Emmett  L.  Irwin,  and  J.  H.  Musser,  members  of 
the  executive  committee. 


All  officers  of  the  New  Orleans  Pure  Milk  So- 
ciety were  re-elected  at  the  annual  meeting  held 
at  Touro  Infirmary,  May  6:  Dr.  Roy  E.  de  la 

Houssaye,  president;  Dr.  E.  A.  Socola,  vice-presi- 
dent, and  Mr.  Robert  H.  Polack,  secretary- 
treasurer.  Dr.  W.  C.  Rivenbark  was  elected  as- 
sistant-secretary. 


Beginning  June  1 the  Library  will  be  open  from 
9 a.  m.  to  5 p.  m.  on  Mondays  through  Fridays, 
and  from  9 a.  m.  to  4 p.  m.  on  Saturdays.  This 
schedule  will  prevail  until  October  1.  Physicians 
unable  to  come  to  the  Library  during  the  day  may 
telephone  their  reference  needs  to  Miss  Marshall 
(Magnolia  2741)  and  material  will  be  left  at  the 
information  desk  on  the  first  floor,  to  be  picked 
up  at  the  physician’s  convenience. 


Dr.  A.  L.  Levin  was  a guest  speaker  of  the  New 
Mexico  State  Medical  Society  at  its  annual  meeting 
in  Albuquerque,  May  27-29.  The  subject  of  his 
discussion  was  “Clinical  and  Gastroscopic  Studies 
of  Interest  in  the  Diagnosis  and  Treatment  of 
Peptic  Ulcer.” 


Dr.  W.  H.  Perkins  presided  over  the  Baby 
Health  Bill  meeting  held  in  New  Orleans,  May  21. 
Addresses  were  delivered  by  Drs.  Walter  Levy  and 
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Eugene  B.  Vickery.  Drs.  C.  P.  May  and  E.  F.  Sa- 
lerno were  also  present. 


Dr.  A.  E.  Fossier  was  elected  to  honorary  mem- 
bership in  the  History  of  Medicine  Society  of  the 
Tulane  University  of  Louisiana  School  of  Medicine 
at  a recent  meeting.  Drs.  Conrad  Collins,  R.  S. 
Munger,  J.  H.  Musser  and  Alton  Ochsner  were 
elected  as  faculty  members. 


Dr.  A.  L.  Levin  presented  a paper  before  the 
National  Gastroenterological  Society  in  New  York 
City,  June  4,  on  “The  Importance  of  Gastroscopy 
as  a Diagnostic  Procedure.” 


The  City  Hospital  for  Mental  Diseases  observed 
the  twenty-ninth  anniversary  of  the  institution’s 
founding  with  a party  at  the  hospital  on  May  15. 
Staff  members  attending  were:  Drs.  G.  F.  Roeling, 
F.  R.  Gomila,  C.  Grenes  Cole,  George  Hauser, 
M.  T.  Van  Studdiford,  Emmett  Irwin,  Spencer 
McNair,  and  P.  H.  Jones. 


Dr.  Alton  Ochsner  gave  a paper  on  “Phlebo- 
thrombosis”  before  the  Erie  County  Medical  So- 
ciety on  June  5. 

Drs.  Michael  DeBakey  and  Alton  Ochsner  pre- 
sented a paper  on  “Carcinoma  of  the  Esophagus” 
at  the  meeting  of  the  American  Association  for 
Thoracic  Surgery,  held  in  Cleveland,  June  6-8. 


A paper  on  “The  Analysis  of  Comparative  Skin 
Reaction  by  Means  of  the  Chi-square  Statistic” 
was  presented  at  the  Texas  Allei’gy  Association, 
May  13,  by  Dr.  B.  G.  Efron. 


Drs.  Maxwell  E.  Lapham,  C.  C.  Bass,  Roy  H. 
Turner,  W.  A.  Sodeman  and  Grace  A.  Goldsmith 
recently  attended  out-of-state  meetings  of  medical 
societies. 


Dr.  G.  J.  Taquino  recently  attended  the  meeting 
of  the  American  Otological,  Rhinological  and 
Laryngological  Society  in  New  York  City. 


Dr.  Isidore  Cohn  recently  addressed  the  Texas 
Railway  and  Traumatic  Association  at  Dallas.  His 
subject  was  “Wound  Treatment.” 


Drs.  Walter  Levy  and  Barrett  Kennedy  were 
guest  speakers  at  the  quarterly  meeting  of  the 
Tri-county  Medical  Society  at  Tylertown,  Miss., 
June  11.  The  title  of  Dr.  Levy’s  talk  was  “Post- 
partal  Infection”;  Dr.  Kennedy  spoke  on  “Common 
Skin  Diseases  and  Their  Treatment.” 


Dr.  Neal  Owens  spoke  before  the  Sociedad 
Nacional  de  Cirugia  in  Havana,  Cuba,  on  June  13. 


The  subject  of  his  talk  was  “Management  of  Burns 
and  Defects  Arising  from  Burns.” 


Dr.  Isidore  Cohn  attended  the  meeting  of  the 
American  Association  for  the  Surgery  of  Trauma, 
in  the  Atlantic  City  on  June  7-8.  Dr.  Isidore  Cohn 
addressed  the  National  Gastroenterological  Asso- 
ciation in  New  York  on  June  6.  The  title  of  his 
talk  was  “Cooperation  between  the  Surgeon  and 
Gastroenterologist.” 


Dr.  W.  H.  Perkins  represented  the  state  at  the 
thirty-sixth  annual  meeting  of  the  National  Tuber- 
culosis Association  in  Cleveland,  June  3. 


Dr.  Val  H.  Fuchs  has  been  elected  to  member- 
ship in  the  American  Laryngological  Society. 


Drs.  Edmund  Connely,  Martha  W.  MacDonald, 
T.  A.  Watters,  and  Erwin  Wexberg  attended  the 
meeting  of  the  American  Psychiatric  Association 
in  Cincinnati,  May  20-24. 


The  initial  meeting  of  The  Circle,  undergraduate 
honor  society  of  the  School  of  Medicine  of  Louisi- 
ana State  University,  was  held  on  May  14  in  the 
auditorium  of  the  Nurses’  Home  of  Charity  Hos- 
pital. An  address  was  made  by  Dr.  Urban  Maes, 
Director  of  the  Department  of  Surgery,  which 
dealt  with  the  special  responsibilities  of  students 
who  are  selected  for  membership  in  such  organiza- 
tions. Keys  were  presented  to  the  seven  fourth 
year  and  the  three  third  year  students  who  com- 
prised the  charter  member  group.  Dean  Burns 
made  the  presentation. 

The  fourth  year  membership  is  limited  to  the 
upper  tenth  of  the  class  and  the  third  year  mem- 
bership to  the  three  highest  ranking  students.  The 
advisory  committee  from  the  faculty  consists  of 
Dean  Burns  and  Dr.  J.  D.  Rives. 


Dr.  E.  C.  Faust  was  selected  for  honorary  mem- 
bership in  the  Eugene  Field  Society,  a national 
association  of  authors  and  journalists,  in  recogni- 
tion of  the  literary  skill  and  craftsmanship  of  his 
works.  Dr.  Faust  is  best  known  for  his  book  on 
“Human  Helminthology.” 


LIBRARIAN’S  REPORT 

During  the  month  of  May  75  volumes  have  been 
added  to  the  Library.  Of  these  40  were  received 
by  binding,  14  from  the  New  Orleans  Medical  and 
Surgical  Journal  and  21  by  gift.  Notation  of  new 
titles  of  recent  date  is  appended  to  this  report. 

The  Library  has  loaned  to  physician  1,118  vol- 
umes during  the  month,  or  approximately  two  to 
each  member  of  the  Society.  An  additional  814 
volumes  have  been  loaned  to  students  for  overnight 
use,  giving  us  a total  circulation  of  1,932  for  the 
month.  These  figures  do  not  include  the  use  of 
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books  and  journals  within  the  reading  rooms,  of 
which  no  accurate  record  can  be  kept. 

Members  of  the  staff  have  collected  material  on 
the  following  subjects  during  the  month  at  the 
request  of  physicians : 

Psychobiological  studies  following  section  of  the 
corpus  callosum 
Recent  reviews  on  poliomyelitis 
Hemospermia 
Primary  uterine  sclerosis 

Vitality  of  spermatozoa  in  relation  to  sterility 

Prostigmin  in  myasthenia  gravis 

Dermoid  cysts 

Renal  function  tests 

Physiology  of  the  kidney 

Hospital  admissions 

Intern  administration  within  the  hospital 
NEW  BOOKS 

American  Association  on  Mental  Deficiency: 
Proceedings  and  Addresses,  1935-38. 

American  Laryngological  Society:  Transactions, 
1939. 

American  Otological  Society:  Transactions,  1939. 
Anderson,  M.  E.:  Cancer  of  the  Breast  and 

Cancer  of  the  Uterus,  1939. 

Cowdry,  E.  V.:  Problems  of  Ageing,  1939. 
Directory  of  Medical  Specialists  compiled  by  the 
Advisory  Board  for  Medical  Specialties,  1939. 
Feder,  J.  N. : Essentials  of  Applied  Medical 
Laboratory  Technique,  1940. 

International  Congress  of  Military  Medicine  and 
Pharmacy:  Report,  1939. 

Kugelmass,  I.  N.:  Newer  Nutrition  in  Pediatric 
Practice,  1940. 


Niemoeller,  A.  F. : Complete  Guide  to  Bust  Cul- 
ture, 1939. 

Northwestern  University  Medical  School:  In- 
dustrial Medicine  Symposium,  1939. 

Packard,  E.  N. : Artificial  Pneumothorax,  1940. 

Power,  Stephen:  Surgical  Diagnosis,  1939. 

Robey,  W.  H. : Health  at  Fifty,  1939. 

Societa  Medico-chirurgica  Della  Roma:  L’intra- 
dermareazione  per  la  Diagnosi  Biologica  Dell’ 
Echinococco  Umano,  1938. 

Titus,  Paul:  Management  of  Obstetric  Difficul- 
ties, 1940. 

Trueta,  H.:  Treatment  of  War  Wounds  and 
Fractures,  1940. 

U.  S.  Department  of  Agriculture:  Food  and 
Life,  1939. 

U.  S.  Census  Bureau:  Vital  Statistics,  2v.,  1937. 

U.  S.  P.  H.  S.  Officers  Association:  Transac- 
tions, 1939. 

Walthers,  Waltman:  Diseases  of  the  Gallbladder 
and  Bile  Ducts,  1940. 

Wiener,  A.  S.:  Blood  Groups  and  Blood  Trans- 
fusion, 1939. 

Wright,  C.  E.:  Manual  of  Dermatology,  1940. 


TREASURER’S  REPORT 


Bank  balance,  April  30,  1940 $5,415.76 

May  credits  348.47 


Total  credits  $5,764.23 

May  expenditures 834.63 


Actual  book  balance,  May  31,  1940. .$4, 929. 60 


Edwin  L.  Zander,  M.  D.,  Sec. 
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CALENDAR 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


NEW  ORLEANS  GYNECOLOGICAL  AND 
OBSTETRICAL  SOCIETY 
The  regular  meeting  of  this  organization  was 
held  conjointly  with  the  clinical  staff  of  the 
Southern  Baptist  Hospital,  May  28,  1940.  The 
scientific  program  included  the  following  presenta- 
tions: “Report  of  a Case  of  Bicornate  Uterus  with 
Transverse  Presentation”  by  Dr.  E.  L.  King,  dis- 
cussed by  Dr.  George  Mayer;  “Uterus  Didelphic 
with  Case  Presentation”  by  Dr.  P.  E.  Prouet; 
“Preliminary  Report  on  Extensive  Fibroid  Study” 
by  Dr.  W.  E.  Levy,  discussed  by  Dr.  Peter  Graf- 
fagnino. 


AMERICAN  MEDICAL  ASSOCIATION 
MEETING 

Some  of  the  physicians  from  Louisiana  who  at- 
tended the  meeting  of  the  American  Medical  As- 
sociation in  New  York  City  were:  Drs.  Donovan  C. 
Browne,  I.  M.  Gage,  Sam  Hobson,  E.  L.  King, 
Maurice  Lescale,  D.  N.  Silverman,  Frederick 
Vaughan,  Rufus  H.  Alldredge,  J.  M.  Bamber,  J.  A. 
Danna,  John  F.  Dicks,  Michael  DeBakey,  A.  L. 
Levin,  Emma  S.  Moss,  Louis  A.  Monte,  J.  H. 
Musser,  Louis  Ochs,  Alton  Ochsner,  Walter  Otis, 
John  T.  Sanders,  Narcisse  F.  Thiberge,  Carl  J. 
Tripoli,  Charles  A.  Bahn,  Elizabeth  Bass,  Guy  A. 
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Caldwell,  Conrad  G.  Collins,  B.  J.  DeLaureal, 
George  H.  Hauser,  George  W.  McCoy,  M.  D.  Teitel- 
baum,  H.  R.  Uns worth,  T.  A.  Watters,  of  New  Or- 
leans; Drs.  W.  H.  Browning,  H.  G.  F.  Edwards, 
A.  A.  Herold,  W.  R.  Mathews,  J.  S.  Shavin,  of 
Shreveport;  Drs.  G.  T.  Gallaspy,  J.  Q.  Graves, 
A.  D.  Tisdale,  of  Monroe;  Dr.  Louis  Weinstein,  of 
Breaux  Bridge;  Dr.  P.  H.  Fleming,  of  St.  Martin- 
ville,  Dr.  W.  F.  Couvillion,  of  Marksville;  Dr.  O.  O. 
Antony,  of  Alexandria;  Dr.  M.  R.  Green,  of  Rus- 
ton;  Dr.  C.  C.  Blakeney,  of  St.  Francisville,  and 
Drs.  V.  E.  McMains  and  B.  E.  Spencer,  of  Ster- 
lington. 

The  1940  Graduate  Fortnight  of  The  New  York 
Academy  of  Medicine  will  be  held  October  14-25, 
1940.  The  subject  of  this  year’s  fortnight  is  “In- 
fections.” The  purpose  of  the  fortnight  is  to  make 
a complete  study  and  authoritative  presentation 
of  a subject  of  outstanding  importance  in  the 
practice  of  medicine  and  surgery. 

The  Academy  provides  this  program  for  the 
fundamental  purpose  of  medical  education;  conse- 
quently all  members  of  the  medical  profession  are 
eligible  for  registration.  A complete  program  and 
registration  blank  may  be  secured  by  addressing: 
Dr.  Mahlon  Ashford,  The  New  York  Academy  of 
Medicine,  2 East  103  Street,  New  York  City. 

The  Michael  Reese  Hospital,  Chicago,  is  offer- 
ing a course  in  electrocardiography  for  two  weeks 
beginning  August  19.  The  fee  for  the  course  is 
$100.00. 


The  next  written  examination  of  the  American 
Board  of  Obstetrics  and  Gynecology  will  be  held 
January  4,  1941. 


The  American  Social  Hygiene  Association,  Inc., 
is  interested  in  obtaining  information  concerning 
the  intravenous  drip  method  of  timating  syphilis. 
They  have  i-equested  that  physicians  and  hospitals 
who  are  carrying  out  this  procedure  give  them 
information  as  to  the  type  of  case  being  treated, 
name  of  drug  or  drugs  used,  number  of  days  treat- 
ment,  and  other  pertinent  facts.  The  association, 
on  the  other  hand,  will  be  glad  to  answer  inquiries 
regarding  this  foi’m  of  ti'eatment  of  syphilis.  A 
pamphlet  on  the  subject  may  be  obtained  from  the 
Social  Hygiene  Association,  50  West  50  Street, 
New  York  City. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

The  twenty-fifth  annual  session  of  the  Ameri- 
can College  of  Physicians  will  be  held  in  Boston, 
with  general  headquarters  at  the  Statler  Hotel, 
April  21-25,  1941.  Dr.  James  D.  Bruce,  of  Ann 
Arbor,  Michigan,  president,  will  have  charge  of 
the  program  of  general  scientific  sessions.  Dr. 


William  B.  Bxrned,  of  Boston,  has  been  appointed 
general  chairman  of  the  session,  and  will  be  in 
charge  of  the  program  of  clinics  and  demonstra- 
tions in  the  hospitals  and  medical  schools  and  of 
the  program  of  panel  and  round-table  discussions. 


AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  nineteenth  annual  scientific  and  clinical 
session  of  the  Ameiican  Congress  of  Physical 
Therapy  will  be  held  at  the  Statler  Hotel,  Cleve- 
land, Ohio,  September  2-6,  1940.  This  year  there 
will  be  a departure  from  the  usual  arrangements 
in  that  the  mox-nings  will  be  devoted  to  an  in- 
structional seminar  with  the  scientific  pi-ogram 
presented  in  the  afternoons  and  evenings.  The 
entire  instruction  schedule  is  elective  in  character; 
registrants  may  pursue  only  the  individual  courses 
they  desire.  The  scientific  program  consists  of 
papers,  demonstrations  and  motion  pictures  cov- 
ering every  brarwch  of  physical  therapy.  For 
further  information  write  to  the  American  Con- 
gress of  Physical  Therapy,  30  North  Michigan 
Avenue,  Chicago. 


NEWS  ITEMS 

Dr.  Ambrose  H.  Storck  recently  attended  a meet- 
ing of  the  Surgeons’  Club  which  was  held  in 
Chicago. 


Dr.  Isidore  Cohn  was  guest  speaker  at  the 
meeting  of  the  Third  District  Medical  Society  at 
Lafayette,  Louisiana,  on  June  27,  1940. 


There  is  an  opening  for  a physician  in  Vidalia, 
Louisiana.  Details  may  be  secured  from  Dr.  John 
Schreiber  of  that  town. 


The  U.  S.  P.  H.  S.  has  announced  that  they  have 
a series  of  films  illustrating  various  public  health 
problems.  For  example,  “Choose  to  Live,”  a two 
reel  film  on  cancer  conti'ol,  may  be  purchased  at 
the  cost  of  printing,  namely  $14.68.  It  is  possible 
also  to  obtain  this  film  on  loan.  Details  of  the 
films  may  be  secured  from  the  U.  S.  P.  H.  S., 
Washington,  D.  C. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
For  the  twentieth  week  of  the  year,  which  came 
to  an  end  May  18,  there  were  reported  to  the  Bu- 
reau of  Epidemiology  of  the  Louisiana  State  Board 
of  Health  229  cases  of  syphilis,  40  of  gonorrhea, 
39  of  pneumonia,  35  of  pulmonary  tubei’culosis, 
25  of  cancer,  24  of  whooping  cough,  and  14  of 
measles.  No  other  l-eportable  diseases  exceeded 
ten  in  number.  The  following  week,  closing  May 
25,  there  were  listed  156  cases  of  syphilis,  54  oij 
whooping  cough,  42  of  pneumonia,  31  of  cancer, 
27  of  tuberculosis,  13  of  influenza,  and  11  of  gonor- 
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rhea.  During  this  week  there  was  a case  of  polio- 
myelitis reported  from  Orleans  Parish,  one  of 
typhus  fever  from  Pointe  Coupee,  and  one  of 
undulant  fever  from  Orleans.  For  the  twenty- 
second  week,  which  ended  the  first  of  June, 
syphilis  again  pushed  to  the  forefront  with  148 
cases  listed.  This  disease  was  followed  by  three 
important  respiratory  tract  infections:  pulmonary 
tuberculosis,  with  53  cases  reported,  pneumonia 
with  51,  and  whooping  cough  with  48.  There  were 
listed  also  31  cases  of  cancer,  19  of  influenza,  17 
of  gonorrhea,  and  15  of  malaria.  A case  of  small- 
pox was  discovered  in  Claiborne  Parish,  one  of 
poliomyelitis  in  Orleans,  and  one  of  typhus  fever 
in  St.  Martin.  For  the  twenty-third  week  of  the 
year,  there  were  tabulated  158  cases  of  syphilis, 
44  of  pneumonia,  30  of  cancer,  29  each  of  gonor- 
rhea and  pulmonary  tuberculosis,  and  14  of  in- 
fluenza. Another  case  of  poliomyelitis  was  reported 
from  Orleans  Pax-ish.  A case  of  undulant  fever 
was  reported  from  the  same  source  and  typhus 
fever  from  Lafayette  and  Ouachita  parishes,  one 
each.  For  the  week  which  closed  June  15,  111 
cases  of  syphilis  were  reported,  followed  by  76  of 
whooping  cough,  70  of  pneumonia,  30  of  pulmonary 
tuberculosis,  26  of  cancer,  15  of  gonorrhea,  11 
each  of  malaria  and  typhoid  fever,  and  10  of 
scarlet  fever.  It  is  interesting  to  note  the  large 
number  of  patients  suffering  from  pneumonia,  and 
this  in  spite  of  the  fact  that  the  summer  season 
was  present  and  there  had  been  a long  dry  spell. 
The  typhoid  fever  cases  were  scattered  through- 
out the  state,  Lafayette  and  Vermilion  parishes 
leading  with  three  cases  each. 


HEALTH  OF  NEW  ORLEANS 
The  Department  of  Commerce,  Bureau  of  the 
Census,  reported  that  for  the  week  closing  May 
11  there  were  149  deaths  in  the  City  of  New 
Orleans,  91  white  and  58  negro.  Fifteen  of  these 
were  in  children  under  one  year  of  age  and  two- 
thirds  of  these  deaths  were  in  negro  children. 
For  the  week  ending  May  18,  the  death  rate  was 
static,  two  fewer  deaths  beings  recorded  in  the  city 
than  in  the  previous  week,  one  less  in  each  of  the 
two  races.  However,  there  were  only  eight  infant 
deaths.  Quite  a sharp  drop  occurred  during  the 
week  of  May  25,  116  deaths  being  listed,  appor- 
tioned 72  white  and  44  negro;  there  were  only 
three  infant  deaths.  Figures  for  the  week  of  June 
1,  dropped  back  to  those  of  the  two  previous  weeks 
before  the  sharp  drop:  147  deaths  were  reported, 
84  in  the  white  and  63  in  the  negro  population. 
There  were  eight  infant  deaths  practically  all  of 
which  were  in  colored  children.  During  the  week 
of  June  8,  121  deaths  occurred  in  the  City  of  New 
Orleans,  largely  due  to  the  fact  that  only  32  ne- 
groes died  that  week,  whereas  there  were  89  white 
deaths,  about  the  usual  number.  There  were  only 
four  deaths  in  children  under  one  year  of  age. 


SOME  STATISTICS  SHOWING  DECREASE  IN 

MORTALITY  IN  CHILDREN  UNDER  12 
YEARS  IN  FOUR  DECADES 

The  following  interesting  study  was  presented 
to  President-elect  King  Rand  by  the  Rev.  W.  S. 
Slack,  now  a retired  clergyman  in  Alexandria.  It 
is  presented  to  the  State  Medical  Society  not  only 
because  it  is  enlightening,  but  because  of  the 
thought-provoking  personal  observations  of  a 
prominent  clergyman: 

On  March  8,  1896,  I began  my  ministry  in  the 
Episcopal  Church  in  Louisiana.  With  the  excep- 
tion of  the  three  and  a half  years  spent  in  Co- 
lumbus, Miss.,  this  ministry  has  been  spent  in 
Louisiana.  From  1896  until  1902  I was  in  charge 
of  the  country  missions  at  Rosedale,  Maringouin, 
Melville,  Lecompte,  Washington,  and  Opelousas, 
with  occasional  visits  to  Bunkie  and  Marksville. 
In  February,  1902,  I moved  to  New  Orleans,  taking 
charge  of  Mt.  Olivet  Church  (Algiers),  but  fox- 
several  years  retaining  the  work  at  Bunkie  and 
Marksville  in  addition;  when  I l-eleased  this  work, 
I took  up  that  in  Plaquemines  Parish  “down  the 
river,”  at  Buras,  Daisy  and  Dime  (these  latter 
places  today  are  non-existent,  being  within  the 
Bohemia  spillway).  Leaving  Algiers,  I moved  to 
Columbus,  Miss.,  and  took  chai-ge  of  St.  Paul’s 
Church  on  Febi-uary  1,  1914,  and  was  rector  there 
until  September  1,  1917.  I removed  to  Alexandria, 
La.,  as  of  date  September  15,  1917,  where  I re- 
mained until  I retired  on  December  1,  1937,  but 
was  in  charge  intermittently  until  the  middle  of 
the  next  year.  During  the  last  fifteen  years  of  my 
ministry  in  Alexandria,  I had  charge  of  the  mis- 
sions at  Boyce  and  Lecompte,  and  was  always  at 
the  beck  and  call  of  any  place  without  the  ministra- 
tions of  the  Episcopal  Church,  so  that  my  records 
are  composite  in  their  entirety.  While  resident  in 
Columbus,  Miss.,  I had,  during  my  vacation  in 
1915,  chai-ge  of  the  work  of  the  Episcopal  Church 
in  the  Canal  Zone  as  acting-chaplain  at  the  Ancon 
Hospital  and  other  points.  While  there  I buried 
some  45  or  more  negroes  who  died  in  that  hos- 
pital; as  I was  given  only  their  names  and  not 
ages,  these  burials  are  not  included  in  these  sta- 
tistics. I had  no  way  of  finding  out  their  ages. 

The  Canons  of  the  Episcopal  Church  require  its 
ministers  to  keep  an  accurate  record  of  all  official 
acts,  such  as  baptisms,  confirmations,  marriages 
and  burials;  this  record  I have  kept  most  assidu- 
ously, not  only  in  the  registers  of  the  places  where 
such  an  act  took  place,  but  in  my  own  private  reg- 
ister as  well,  for  I soon  found  it  advantageous  so 
to  do.  At  present  this  register  is  kept  in  the  safe 
in  the  diocesan  headquarters,  709  Louisiana  Build- 
ing, New  Orleans. 

For  some  time  I had  been  impressed  by  the  de- 
creasing percentage  of  funerals  of  children  under 
twelve  years  of  age;  accordingly,  when  on  a visit 
to  New  Orleans,  I carefully  went  over  the  record 
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of  all  funerals  I had  since  the  beginning  of  my 
ministry  in  1896  to  within  a month  ago.  I found 
that  the  percentage  had  decreased  from  8 out  of 
12  in  1897  to  0 out  of  43  in  1936;  these  were 
exceptional  years,  though  it  is  of  record  that  I had 
no  such  funerals  during  1913,  1916,  1917,  1930, 
and  1934  as  well. 

It  might  prove  tedious  to  give  the  annual  record, 
so  I am  giving  it  by  decades,  and  a single  item 
for  1936-1937: 


Total  Children  Per- 

Years  deaths  under  12  centage 

1896-1905  126  21  16.67 

1906-1915  220  20  9.09 

1916-1925  219  15  6.85 

1926-1935  270  13  4.81 

1936-1937  75  2 2.67 


910  71  7.S0 

(Among  these  deaths  I recall  one  white  man,  a 
Finn,  105,  and  a negro,  110  years  of  age,  and  a 
goodly  number  in  their  nineties.) 

In  other  words,  in  the  first  score  of  years  of  my 
ministry  I had  346  burials  and  of  that  number  41 
were  children  of  12  years  or  younger,  practically 
11.85  per  cent;  in  the  second  score  it  had  fallen 
to  5.73  per  cent,  less  than  half  of  the  first;  while 
in  the  last  two  years  of  my  active  ministry  the 
percentage  had  fallen  to  less  than  one-half  of  what 
it  had  been  the  second  score,  one-quarter  of  what 
it  had  been  the  first  score  and  around  one-sixth 
of  that  of  the  first  year  of  my  ministry. 

To  what  can  this  decrease  be  ascribed?  As  a 
layman,  I would  say  to  (1)  prenatal  care,  (2) 
more  careful  nurture  of  the  young  children,  and 
(3)  preventive  medicine.  I leave  the  answer  to  the 
medical  profession. 

WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 


THE  PRESIDENT’S  MESSAGE 
Greetings  to  My  Auxiliary  Members: 

In  accepting  the  leadership  of  this  organization 
I realize  it  is  my  greatest  privilege  and  my  great- 
est responsibility.  The  able  women  who  have  pi’e- 
ceded  me  as  president  of  this  Auxiliary  have  kept 


well  in  mind  our  rightful  position,  that  we  are  an 
Auxiliary  organization.  The  task  of  carrying  on 
their  work  has  now  been  placed  in  my  hands,  the 
responsibility  of  its  fulfillment  rests  most  heavily 
upon  me  and  impels  me  to  call  on  every  member 
for  the  utmost  in  cooperation  and  assistance. 

In  your  community  and  in  mine,  the  Auxiliary 
has  served  to  develop  a more  friendly  feeling  be- 
tween physicians  and  between  the  families  of  phy- 
sicians, and  has  brought  about  a realization  of  the 
fact  that  we  have  a common  goal.  It  is  my  hope 
that  during  the  coming  year  the  membership  of 
this  organization  may  be  greatly  increased.  We 
ought  to  remember  that  the  wife  of  every  doctor 
affiliated  with  the  Louisiana  State  Medical  Society 
should  be  a member  of  this  Auxiliary.  Let  the 
slogan  this  year  be  “Every  Member  Pledge  One 
New  Member.” 

To  those  of  you  who  were  not  with  us  in  New 
Orleans,  I want  to  say  that  it  was  a grand  meet- 
ing. Reports  of  the  growth  and  accomplishments 
of  our  organization  were  truly  inspiring.  Much 
credit  is  due  the  Convention  Chairman,  Mrs.  James 
W.  Warren,  and  the  President  of  the  Orleans 
Parish  Auxiliary,  Mrs.  Aynaud  Hebert,  and  their 
co-workers  for  a most  delightful  convention. 

Mrs.  Roy  Carl  Young,  President. 


THE  ANNUAL  MEETING 

The  Women’s  Auxiliary  to  the  Louisiana  State 
Medical  Society  enjoyed  a most  successful  meeting 
in  New  Orleans.  The  registration  exceeded  that  of 
all  years  gone  by. 

A luncheon  held  at  Arnaud’s  opened  the  social 
side  of  the  meeting.  This  was  called  our  Ameri- 
canism luncheon,  the  color  scheme  being  red,  white, 
and  blue.  Mrs.  Rogers  Brewster  supervised  the 
ceremony  in  her  own  gracious  manner.  Dr.  King 
Rand,  the  new  state  president-elect,  and  Dr.  C. 
Grenes  Cole,  the  incoming  president,  gave  inspir- 
ing talks  and  stressed  appreciation  of  the  Auxil- 
iary in  its  association  to  the  Society.  The  musical 
program  consisted  of  spirituals  sung  by  negro 
university  students.  This  completed  a very  en- 
joyable day. 

The  supper  dance  given  by  the  State  Society  in 
the  Mirror  Room  at  the  Roosevelt  Hotel  was  a 
magnificent  affair,  with  a good  meal,  good  music, 
and  a splendid  floor  show.  The  great  number  at- 
tending had  a most  enjoyable  evening. 

The  annual  meeting  was  held  at  the  Orleans 
Club  following  a real  southern  breakfast.  Mrs. 
S.  M.  Blackshear  presided  in  her  same  gracious 
manner  and  held  the  attention  of  an  extremely 
large  attendance  throughout  the  meeting.  Mrs. 
Charles  Raymond  Hume  gave  the  address  of  wel- 
come with  Mrs.  Erwin  Gill,  of  Shreveport,  re- 
sponding. Many  matters  of  importance  were  dis- 
cussed. Each  parish  president  gave  interesting 
reports  of  the  year’s  activities,  bringing  forth 
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many  novel  ideas  in  carrying  on  their  philanthropic 
endeavors.  The  highlight  of  the  meeting  was  the 
ceremony  of  presenting  the  pins  to  past  presidents 
by  Mrs.  A.  D.  Tisdale,  of  Monroe,  who  deserves 
much  credit  in  preparing  so  interesting  a paper 
on  the  work  of  each  past  president. 

The  only  sad  moment  was  the  “In  Memoriam” 
honoring  our  two  departed  members,  Mrs.  H.  W.  E. 
Walther,  of  New  Orleans,  and  Mrs.  Valentine  Sim- 
mons, of  Shreveport,  who  passed  on  during  the 
year.  Large  bouquets  of  red  roses  were  brought 
in  during  this  ceremony  by  little  Elise  Silverman 
and  Yvonne  Lacroix.  These  flowers  were  sent  to 
the  family  of  Mrs.  Walther  who  was  a past  presi- 
dent of  the  State  Auxiliary. 

The  election  of  officers  concluded  the  meeting 
and  Mrs.  Aynaud  Hebert,  of  New  Orleans,  was 


named  president-elect.  I want  to  take  this  means 
of  extending  congratulations  to  Mrs.  Hebert  from 
every  member  of  the  Woman’s  Auxiliary  to  the 
Louisiana  State  Medical  Society. 

The  final  note  of  the  convention  meeting  was 
the  tea  at  the  Pontalba  honoring  Mrs.  Roy  Carl 
Young,  the  incoming  president.  This  was  a most 
outstanding  event. 

Enough  credit  cannot  be  given  Mrs.  James  W. 
Warren  and  her  very  fine  committee  for  the  man- 
ner in  which  she  so  ably  handled  this  meeting. 

Mrs.  Jules  Myron  Davidson 


Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 

Press  and  Publicity  Chairman. 
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Health  Insurance  with  Medical  Care ; The  British 
Experience:  By  Douglass  W.  Orr,  M.  D.,  and 
Jean  Walker  Orr.  New  York,  The  Macmillan 
Co.,  1938.  Pp.  271.  Price  $2.50. 

In  conducting  their  survey  of  The  British  Ex- 
perience with  National  Health  Insurance,  reported 
in  this  valuable,  readable  source  book,  Dr.  and 
Mrs.  Orr  had  the  wit  to  go,  for  their  information, 
to  those  most  concerned,  to  the  people  themselves, 
— the  rank  and  file  of  physicians,  to  workmen  and 
members  of  their  families, — all  of  whom  seemed 
to  be  greatly  pleased  with  the  scheme.  This  com- 
prehensive investigation  was  made  by  the  authors 
with  the  view  that  their  findings  might  contribute 
something  of  value  to  the  discussion  and  solution 
of  America’s  national  health  problems. 

The  Orrs  found  the  National  Health  Insurance 
project  in  England  imperfect  but  vastly  useful  and 
promising.  Even  though  the  Government  contrib- 
utes to  the  expense  and  imposes  an  administrative 
setup  which  exercises  certain  controls,  medicine, 
under  the  British  plan,  is  social  rather  than  social- 
ized. National  Health  Insurance  is  compulsory 
for  all  wage  earners  or  one-third  of  England’s 
population.  Its  cost  to  each  worker  is  about  ten 
cents  a week  which  covers  the  services  of  general 
practitioners  but  not  specialists’  fees  or  hospital 
charges  and  only  employed  persons  are  entitled 
to  benefits.  Choice  of  so-called  “panel”  doctors 
is  allowed  and  they  may  be  changed  if  dissatis- 
faction arises;  there  have  been  surprisingly  few 
such  changes.  Since  the  “panel”  doctors  may  also 
be  the  private  physicians  to  the  unemployed  mem- 
bers of  a family,  it  is  unlikely  that  they  will  do 
careless  work. 

The  authors  reached  the  conclusion  that  Na- 
tional Health  Insurance  can  and  does  work  and 


that  the  British  method  of  procedure  is  not  under- 
stood in  America.  It  would  do  much  to  clarify 
the  situation  in  this  country  if  every  member 
of  the  American  Medical  Association  became  ac- 
quainted with  Great  Britain’s  experience. 

A study  of  this  excellent  treatise  will  encourage 
those  who  believe  in  a program  for  public  health 
maintenance  in  the  United  States  and  will  reassure 
those  who  fear  for  the  destruction  of  the  tradi- 
tional doctor-patient  relationship. 

The  Honorable  David  Lloyd  George’s  impas- 
sioned gestures,  in  his  campaign  to  legalize  Na- 
tional Health  Insurance  in  England,  were  signifi- 
cant and  predictive.  The  American  people  have 
yet  to  deal,  on  a major  scale,  with  the  vital  issue, 
— the  problems  of  illness  and  disability  and  ade- 
quate, inexpensive  medical  care. 

C.  P.  May,  M.  D. 


Priests  of  Lucina:  By  Palmer  Findley,  M.  D., 

F.  A.  C.  S.  Boston,  Little,  Brown  & Co.,  1939. 

Pp.  421.  Price  $5.00. 

The  author  of  this  book  is  Professor  of  Obstet- 
rics and  Gynecology  (Emeritus)  at  the  University 
of  Nebraska  and  has  delved  deeply  into  the  history 
of  obstetrics.  The  present  volume  derives  its  title 
from  the  goddess  of  child-birth,  Juno  Lucina,  and 
consists  chiefly  of  a series  of  biographical  sketches 
of  those  who  have  been  responsible  for  the  funda- 
mental advances  in  the  field  of  obstetrics.  Primi- 
tive (as  one  may  say)  prehistoric  midwifery,  is 
first  discussed,  then  the  obstetrical  practices  of 
the  Orient.  Next,  the  author  begins  his  biographi- 
cal sketches,  appropriately  enough,  with  Hippo- 
crates, followed  by  reviews  of  the  work  of  Sora- 
nus,  Galen,  and  the  Arabians.  In  sequence  we 
read  of  the  lives  and  achievements  of  the  masters 
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of  all  countries,  terminating  most  fittingly  with  a 
sketch  of  the  outstanding  American  master,  Dr. 
J.  Whitridge  Williams.  Then  follows  a history 
of  special  phases  of  obstetrics,  anatomy,  the  for- 
ceps, and  puerperal  fever. 

This  work  presents  in  a very  clear  and  interest- 
ing manner  the  story  of  the  development  of  the 
art  and  science  of  obstetrics.  It  is  a veritable 
mine  of  information,  and  is  of  the  greatest  in- 
terest to  the  obstetrician  and  to  the  medical  his- 
torian. It  belongs  in  the  indispensable  class,  as 
far  as  workers  in  these  fields  are  concerned.  The 
author’s  clear  and  lucid  style  adds  greatly  to  the 
interest  of  the  presentation. 

E.  L.  King,  M.  D. 


Clinical  Pathological  Gynecology : By  J.  Thornwell 

Witherspoon,  B.  S.  (Princeton),  B.  A.,  and  M.  A. 

(Oxon),  M.  D.  (Johns  Hopkins).  Philadelphia, 

Lea  & Febiger,  1939.  Pp.  400.  Price  $6.50. 

As  a review  for  practitioners,  or  an  introduction 
of  gynecologic  pathology  to  the  medical  student, 
this  book  correlates  the  clinical  aspects  of  each 
pathologic  condition.  The  more  recent  classifica- 
tion of  ovarian  tumors  is  given  with  adequate  de- 
scription of  treatment. 

Commercial  preparations  of  the  hormones  are 
listed  as  well  as  dosages  of  the  preferable  ones, 
giving  information  found  in  very  few  texts. 

Admittedly  an  incomplete  text  because  of  the 
omission  of  chapters  on  fundamentals,  the  author 
has  nevertheless  furnished  a background  for  the 
study  of  gynecologic  diseases  in  an  interesting  man- 
ner. The  gross  and  microscopic  illustrations  are 
excellent. 

Eugene  H.  Countiss,  M.  D. 


Physical  Signs  in  Clinical  Surgery:  By  Hamilton 
Bailey,  F.  R.  S.  C.  (Eng).  Baltimore,  The  Wil- 
liams and  Wilkins  Company,  1940.  Pp.  310;  illus. 
377.  Price  $6.50. 

This  is  an  excellent  and  well  illustrated  volume 
with  information  condensed  as  much  as  possible. 
It  will  be  an  addition  to  the  library  of  any  sur- 
geon. It  is  designed  primarily  to  be  of  assistance 
to  men  who  are  confronted  with  a wide  variety  of 
surgical  conditions  and  it  obviously  is  not  intended 
for  use  of  the  specialist. 

Problems  in  diagnosis  are  discussed  in  such  a 
way  that  the  man  who  has  at  his  command  ail 
of  the  facilities  of  the  laboratory  will  be  aided  as 
well  as  the  surgeon  in  the  country  who  must  depend 
largely  on  his  own  powers  of  observation. 

The  author  has  identified  the  men  after  whom 
various  signs  are  named  by  a brief  footnote.  For 
example:  Scarpa,  1747-1832,  anatomist  and  sur- 
geon, Venice.  It  is  very  doubtful  that  any  physi- 
cian can  read  this  book  without  adding  materially 
to  his  knowledge  of  surgical  diagnosis. 


In  the  introduction  this  significant  quotation  ap- 
pears: “If  it  is  a question  of  doubt  in  diagnosis, 
you  may  often  observe  that  one  man  solves  the 
doubt  when  the  others  could  not,  and  the  way  in 
which  one  man  happened  to  solve  it  is  this:  he 
applied  to  the  diagnosis  of  the  case  some  method 
of  examination  which  others  had  not  applied.” 
Many  of  the  illustrations  are  taken  from  photo- 
graphs and  a number  are  in  colors.  These  latter 
add  much  to  the  value  of  the  book. 

Edward  A.  Ficklen,  M.  D. 


Sexual  Disorders  in  the  Male:  By  Kenneth  Walker, 

F.  R.  C.  S.,  and  Eric  B.  Strauss,  D.  M.,  F.  R.  C. 

P.  Baltimore,  Williams  and  Wilkins  Company, 

1939.  Pp.  242;  illus.  Price  $3.00. 

The  collaboration  of  an  urologist  and  a psycho- 
therapist makes  this  book  quite  different  from  the 
usual  monograph  on  this  subject.  The  authors 
have  attempted  to  approach  a complex  group  of 
related  disorders  with  a comprehensive  viewpoint, 
since  they  appreciate  the  interplay  of  anatomic 
and  functional  factors  which  so  frequently  con- 
found the  clinician  who  is  faced  with  a problem 
of  this  type. 

Although  both  medical  and  surgical  therapy  is 
described,  the  greater  value  of  this  work  probably 
lies  in  those  portions  devoted  to  psychopathology, 
for  here  one  will  find  numerous  keys  to  the  solution 
of  obscure  problems.  The  book  contains  many  case 
reports  illustrative  of  the  particular  phase  of  dis- 
order under  consideration.  Since  these  case  re- 
ports are  rather  typical,  they  should  be  of  great 
value  to  the  reader  who  encounters  similar  cases. 
An  interesting  characteristic  of  this  valuable  little 
treatise  is  the  tendency  on  the  part  of  both  au- 
thors to  question  the  rationale  of  some  of  the  thera- 
peutic measures  which  heretofore  have  been  ap- 
plied empirically. 

The  book  is  written  primarily  for  the  general 
practitioner  rather  than  for  the  specialist.  It  is, 
however,  this  reviewer’s  opinion  that  the  specialist 
will  find  it  well  worth  his  while  to  read  the  volume. 

Irving  J.  Glassberg,  M.  D. 


Blood  Groups  and  Blood  Transfusion:  By  Alex- 

ander S.  Wiener,  A.  B.,  M.  D.  Springfield,  Il- 
linois, Charles  C.  Thomas,  1939.  Pp.  306.  Price 
$5.00. 

Since  the  appearance  of  the  first  edition  of  this 
book  in  1935,  considerable  progTess  has  been  made 
in  the  knowledge  of  blood  groups  and  the  practice 
of  blood  transfusion.  In  this  second  edition  the 
author  has  included  these  advantages. 

The  subject  of  blood  groups  is  presented  in  a 
thorough  and  comprehensive  manner.  Particular 
consideration  is  given  the  medico-legal  and  forensic 
aspects.  Undoubtedly  this  is  the  most  exhaustive, 
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up-to-date,  and  authoritative  exposition  of  blood 
groups  that  has  been  compiled.  Unfortunately  the 
section  on  blood  transfusion  does  not  approach  this 
high  standard,  a criticism  which  also  applied  to 
the  first  edition.  Thus,  for  example,  only  2 Vz 
pages  are  devoted  to  the  consideration  of  preserved 
blood,  a subject  which  in  the  past  several  years  has 
become  increasingly  prominent.  Moreover,  the 
statement  made  on  page  88  that  the  tube  method 
of  transfusion  was  “introduced”  in  this  country  by 
a certain  author  is  incorrect  as  this  method  had 
been  described  by  at  least  three  different  authors 
several  years  previously.  However,  in  spite  of 
these  minor  criticisms,  the  book  is  a valuable  and 
standard  work  in  this  field. 

Michael  DeBakey,  M.  D. 


A Short  Story  of  Cancer  of  the  Breast  and  Cancer 

of  the  Utei°us:  By  Marion  Ellsworth  Anderson, 

A.  B„  M.  D.  Clinton,  Ohio,  Author,  1939.  Pp. 

106.  Price  $1.00. 

In  this  pamphlet  of  102  pages  many  excellent 
gross  and  microscopic  pictures  of  carcinoma  of  the 
breast  and  uterus  are  given.  There  are  also  sev- 
ei-al  diagrams  to  illustrate  points  the  author  wishes 
to  stress. 

The  purpose  of  this  pamphlet,  as  given  in  the 
introduction,  is  to  emphasize  the  importance  of 
these  two  conditions  to  general  practitioners,  and, 
secondarily,  to  registered  nurses.  The  material 
presented  is  a very  brief  review  of  the  literature 
on  this  subject,  coupled  with  liberal  references  to 
standard  texts  of  pathology,  and,  to  a certain 
extent,  with  the  author’s  own  experience.  There 
is  nothing  new  in  the  brochure  and  little  of  prac- 
tical value.  While  the  author  stresses  the  im- 
portance of  surgery,  radium,  and  x-ray  therapy, 
he  also  mentions,  without  sufficient  condemnation, 
various  injection  treatments.  The  methods  of 
diagnosis  are  mentioned  very  bi-iefly  and  without 
sufficient  emphasis. 

From  this  pamphlet,  the  chief  impression  to  be 
gained  is  that  cancer  is  a terrible  disease — a gen- 
erally accepted  belief. 

John  C.  Weed,  M.  D. 


Diagnostic  Signs,  Reflexes  and  Syndro7nes  ( Stand- 
ardized) .’  By  W.  E.  Robertson,  M.  D.,  F.  A.  C.  P., 
and  H.  F.  Robertson,  B.  S.,  M.  D.,  F.  A.  C.  P. 
Philadelphia,  F.  A.  Davis  Co.,  1939.  Pp.  309. 
Price  $3.50. 

This  is  a handy  and  useful  compilation  of  diag- 
nostic signs,  reflexes  and  syndromes.  The  authors 
have  attempted  to  gather  and  standardize  for  the 
first  time  the  indications  for  the  various  diagnostic 
signs,  reflexes  and  syndromes,  as  well  as  the  first 
standardization  of  what  constitutes  them.  This 
book  is  a valuable  and  real  contribution  to  medical 


literature.  While  minor  criticisms  as  to  some  of 
the  indications  and  occasional  sins  of  omission  and 
commission  are  to  be  found,  and  will  probably  be 
the  basis  of  a new  edition  at  a later  date,  this  book 
is  recommended  as  useful  and  valuable,  as  well 
as  being  the  first  handbook  on  the  subject. 

B.  B.  Weinstein,  M.  D. 


Population,  Race  and  Eugenics : By  Morris  Siegel, 
M.  D.  Hamilton,  Ont.,  Author,  1939.  Pp.  206, 
Price  $3.00. 

This  small  volume  is  devoted  to  a study  of  three 
circumscribed  subjects:  population,  race  and 

eugenics.  Although  the  material  of  each  is  com- 
prehensive, the  treatment  indicates  that  obviously 
it  is  not  intended  particularly  for  the  medical  pro- 
fession. Indeed,  the  medical  man  may  question 
several  of  the  statements  made.  In  general,  how- 
ever, the  author  steers  a straight,  sane,  middle 
course,  presents  an  array  of  scientific  statistics 
and  data  from  which  sound  conclusions  are  drawn. 
There  is  nothing  profound  in  the  exposition,  no 
original  advancement  in  practice  or  theory. 

The  chapter  on  race  is  the  best  in  the  book  and  is 
interesting  especially  in  view  of  the  current  far- 
cical argument  in  Europe.  Dr.  Siegel  goes  to  great 
length  to  prove  that  the  theory  of  Nordic  superior- 
ity is  only  a myth,  that  it  gained  footing  through 
distortion  of  scientific  facts  for  political  aims,  and 
that  such  false  theories  have  led  in  the  past  and 
are  leading  at  present,  to  super  racial  arrogance 
and  to  wars  and  bloodshed. 

The  rest  of  the  volume  contains  the  usual  ob- 
servations on  rational  marriage,  the  feebleminded, 
and  restrictive  measures,  including  sterilization. 
Although  the  effort  towards  solution  to  such  pro- 
found problems  is  sincere,  likely  this  volume  will 
add  little  actual  knowledge  to  the  shelves  of  a 
medical  library. 

R.  S.  Munger,  M.  D. 


As  the  Twig  is  Bent:  By  Leslie  B.  Hohman,  M.  D. 

New  York,  MacMillan  Co.,  1940.  Pp.  291.  Price 

$2.50. 

This  is  a meritorious  book  by  an  author  who  is 
a distinguished  authority  in  the  ever  widening  field 
of  the  investigation  into,  and  the  management  of, 
behavior  problems  of  children  and  counselling 
others  concerning  them. 

Dr.  Hohman  looks  upon  adolescence  as  a normal 
phase  of  development  through  which  all  children 
pass.  He  believes  that  all  children  acquire  un- 
desirable habits  and  personality  traits  which  are 
to  be  regarded  as  normal  reactions  to  environ- 
mental situations  and  which  do  not,  necessarily, 
in  any  way  stamp  a child  as  being  abnormal,  but 
in  certain  instances,  overemphasized  reaction 
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trends  require  corrective  measures  to  prevent  their 
becoming  actual  maladjustment  impairments.  It  is 
in  the  application  of  preventive  and  remedial  meas- 
ures that  the  child  needs  to  be  thoroughly  under- 
stood and  its  parents  encouraged  and  adequately 
educated. 

In  many  respects  this  volume  should  be  a valu- 
able and  distinct  aid  to  thoughtful  parents,  teach- 
ers, doctors,  nurses,  and  those  who  are  engaged  in 
training  and  educating  adults  and  children  and  in 
handling  the  numerous  complexities  which  arise 
when  efforts  are  made  to  secure  for  each  child  a 
maximum  of  health,  both  mental  and  physical. 
Especially  outstanding  and  well  written  chapters 
are  those  on  “Bad  Habits  Live  on  Dividends,”  “Ill- 
ness— Real  and  Otherwise,”  “The  Inside  Story  of 
Attractiveness,”  “Girlish  Boys  and  Boyish  Girls,” 
and  “Your  Child’s  Future  Is  in  Your  Hands.” 

The  author  is  entitled  to  much  praise  for  his 
work  since  it  contains  a host  of  readily  adaptable 
suggestions  and  is  characterized  by  accuracy, 
clarity,  completeness,  common  sense  and  absence  of 
sensationalism.  Those  who  follow  his  recommen- 
dations will  achieve  thoroughly  satisfactory  re- 
sults in  their  endeavors. 

C.  P.  May,  M.  D. 

Treatment  by  Diet:  By  Clifford  J.  Barborka,  B.  S., 
M.  S.,  M.  D.,  D.  Sc.,  F.  A.  C.  P.  Philadelphia, 
J.  B.  Lippincott  Co.,  1939.  Pp.  691.  Price  $5.00. 

Dr.  Barborka’s  book  represents  a rather  suc- 
cessful attempt  to  meet  the  need  of  the  practicing 
physician  for  a quick  reference  book  on  diets 
needed  in  everyday  practice.  The  plan  of  the  book 
is  such  that  the  diets  for  use  in  various  disease 
states  are  of  easy  access;  furthermore,  diets  are 
outlined  in  both  weights  and  household  measures, 
and  sample  diets  are  given.  This  makes  it  simple 
for  the  physician  to  familiarize  himself  with  any 
particular  diet  as  well  as  to  explain  it  to  the 
patient.  Extreme  diets  that  have  appeared  in  the 
literature  from  time  to  time  have  not  found  a 
place  in  this  book,  for  which  Dr.  Barborka  is  to 
be  congratulated. 

We  highly  recommend  it  for  the  use  of  the 
practicing  physician. 

Robert  C.  Lowe,  M.  D. 


Laboratory  Manual  of  the  Massachusetts  General 
Hospital:  By  Francis  T.  Hunter,  M.  D.  Phila- 
delphia, Lea  & Febiger,  1939.  Pp.  119.  Price 
$1.75. 

The  chief  merit  of  this  little  handbook  is  con- 
ciseness. Originally  intended  as  a pocket  outline 
of  the  routine  laboratory  work  done  by  interns  in 
the  Massachusetts  General  Hospital,  this  third  edi- 
tion contains  succinct  descriptions  of  nearly  all 
modern  tests  and  procedures  commonly  employed 


in  any  hospital.  There  are  chapters  on  examina- 
tion of  specimens,  collection  of  specimens,  special 
diagnostic  procedures  (e.g.,  liver  function  tests, 
pneumo-encephalography),  therapeutic  technics, 
and  prophylactic  measures.  An  appendix  lists  nor- 
mal values  for  blood  and  blood  chemistry  and 
cerebrospinal  fluid.  There  is,  however,  no  informa- 
tion whatsoever  on  the  principles  of  these  tests, 
on  the  basic  indications  and  interpretations  there- 
of. For  this  reason  the  book  likely  will  prove  too 
constricted  and  incomplete  either  for  reference  or 
practical  use  by  students  and  practitioners  alike. 
But  for  its  use  as  originally  intended,  as  a labora- 
tory outline  for  the  intern  in  the  hospital,  the 
book  is  highly  commendable. 

R.  S.  Munger,  M.  D. 


Ten  Years  in  the  Congo:  By  W.  E.  Davis.  New 

York,  Reynal  and  Hitchcock,  1940.  Pp.  301.  Price 

$2.50. 

Davis  spent  ten  years  as  a medical  missionary 
in  the  Belgian  Congo,  and  uses  this  book  for  a 
sketch  of  some  of  his  keen  observations,  excellent 
characterizations,  impressions  and  activities.  It  is 
written  in  a similar  vein  to  Victor  Heiser’s  recent 
book  but  with  much  less  self-consciousness  and 
braggadocio. 

The  Congo  adopted  Davis  and  has  become  a 
part  of  him.  He  ably  paints  clear,  sometimes  beau- 
tiful, picturesque  and  memorable  portraits  of  that 
country,  its  people,  and  his  medical  experiences. 
The  accounts  of  his  surgical  and  obstetrical  ex- 
periences are  most  interesting,  and  one  is  especial- 
ly impressed  by  the  vivid,  sympathetic,  and  graphic 
descriptions  he  has  given  of  native  practices,  par- 
ticularly of  obstetrics. 

His  sympathetic  understanding  of  the  natives 
and  his  description  of  some  of  them,  “half  children, 
half  philosophers,”  with  whom  he  came  in  close 
contact  is  noteworthy. 

This  is  not  another  travel  book.  It  is  not  just 
another  doctor’s  memoirs.  It  is  a fresh,  witty, 
humorous,  slightly  too  “slangy,”  but  always  inter- 
esting account  of  a people  and  a region  too  little 
known  in  medicine  and  literature. 

B.  B.  Weinstein,  M.  D. 
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RUDOLPH  MATAS 
DEAN  OF  AMERICAN  SURGERY* 

ELLIOTT  C.  CUTLER,  M.  D.f 
Boston,  Mass. 

“Bold  when  sure;  cautious  in  danger;  kind 
to  the  sick;  considerate  of  your  fellow- 
workers;  uninfluenced  by  gain  . . 

Guy  de  Chauliac. 

We  are  gathered  together  this  happy  eve- 
ning to  do  honor  to  a great  institution,  an 
institution  as  much  a part  of  the  life  of 
Louisiana  and  of  this  romantic  and  colorful 
City  of  New  Orleans  as  the  great  river 
which  flows  by  your  doors.  This  institution 
moreover  has  spread  beyond  civic  and  pro- 
vincial limits  until  it  may  now  be  fairly  said 
that  its  works  and  discoveries  permeate  the 
civilized  world.  It  is  an  institution  with  an 
amiable  government,  a universal  member- 
ship and  a simple  creed, — let  us  work  for 
the  good  of  others.  It  transcends  all  parti- 
sanship and  it  offers  hope  to  suffering  hu- 
manity. Beginning  simply  in  the  mind  of  an 
individual  it  now  enrolls  thousands  upon 
thousands  of  devotees.  It  is  already  inde- 
structible and  has  taken  its  place  with  etern- 
ity. We  who  come  together  tonight  are  hap- 
py to  be  its  servants  and  I who  speak  for 
you  do  so  with  the  greatest  humility  know- 
ing full  well  that  no  equal  honor  will  ever 
reach  the  shoulders  of  any  of  us. 


*Presented  at  the  fourth  annual  meeting  of  the 
New  Orleans  Graduate  Medical  Assembly,  Febru- 
ary 26,  1940. 

fFrom  the  Department  of  Surgery,  Harvard 
University  School  of  Medicine,  Boston,  Mass. 


The  institution  of  which  I speak  is,  of 
course,  Rudolph  Matas.  Rudolph  Matas,  for 
many  years  dean  of  American  surgery,  is  no 
longer  an  individual.  He  is  a corner-stone  of 
American  surgery,  securely  builded  into  its 
very  foundations  as  something  upon  which 
our  professional  offspring  may  lean  with 
confidence  and  benefit  throughout  the 
years  to  come.  By  the  vigor  and  brilliance 
of  his  intellect  and  the  cordiality  of  his 
spirit  he  has  set  himself  securely  in  the  high 
seats  of  our  surgical  profession  amongst 
such  giants  as  Walter  Reed,  Ephraim  Mc- 
Dowell, Valentine  Mott,  William  Halsted 
and  Harvey  Cushing.  And  though  he  has 
labored  long  beyond  the  three  score  years 
and  ten  set  in  the  “Good  Book”  as  a proper 
limit  for  humanity,  he  still  shows  us  the 
face  and  spirit  of  youth.  At  Brussels,  Bel- 
gium, some  two  years  ago  I spoke  of  him 
as  having  in  addition  the  “soul  of  an  angel” 
which  characteristically  pictures  his  warm 
and  generous  spirit.  How  can  we  honor  one 
already  so  laden  with  decorations  and  vic- 
tories? Blessed  by  a personal  friendship 
which  I value  far  more  than  the  honors  that 
come  with  growing  up,  I feel  certain  that 
this  man’s  spirit  will  be  greatly  moved  by 
your  demonstration  of  tonight.  For  one  of 
his  greatest  characteristics  is  his  sim- 
plicity ! 

My  personal  debt  is  a deep  one  not  to  be 
wiped  out  by  this  trip  from  snow-clad  New 
England  to  your  happy  city  nor  by  any 
series  of  trips  to  the  shrine  of  this  institu- 
tion. As  a young  surgeon  in  1924  I described 
before  the  American  Surgical  Association 
some  experiences  I had  acquired  in  attempt- 
ing to  enlarge  the  stenosed  mitral  valve  in 
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chronic  heart  disease.  I finished, — my 
mouth  parched,  my  hands  and  knees  tremb- 
ling,— only  to  be  revivified  and  stimulated 
by  kind  and  thoughtful  words  emanating 
from  the  Rudolph  Matas  institution.  It  was 
just  the  fillip  the  young  surgeon  needed  and 
came  in  that  friendly  and  cordial  spirit  so 
seldom  experienced  in  New  England. 

How  can  we  evaluate  such  an  institution 
as  Rudolph  Matas?  There  is  the  great  sur- 
geon whose  skill,  daring  and  good  sense 
have  brought  relief  to  suffering  individ- 
uals; there  is  the  stimulating,  affectionate 
and  eminent  teacher  whose  pupils  have 
spread  his  gospel  far  and  wide ; there  is  the 
tireless  worker  for  civic  and  professional 
betterment,  always  espousing  the  just  and 
worthwhile  cause  seeking  to  bring  together 
all  partisan  elements  for  the  common  weal; 
and  finally  there  is  the  adult  institution 
spreading  its  benificent  influence  not  only 
throughout  our  whole  country  but  through- 
out the  civilized  world ! 

It  has  been  said  that  the  proper  study  of 
mankind  is  man  and  perhaps  by  a brief 
study  of  our  beloved  and  honored  guest  we 
shall  see  how  it  is  such  institutions  arise  and 
thus  place  honor  where  honor  is  due.  We  see 
the  beginnings  of  our  institution  in  Gerona, 
Spain,  where  his  parents’  families  had  for 
years  been  sturdy,  successful,  farmers,  mer- 
chants, priests  and  municipal  office  holders. 
That  his  father  and  mother  were  both  one 
of  nine  children  emphasizes  the  vigor  of 
his  inheritance  and  the  robust  health  of  our 
institution  tonight  reflects  better  than 
words  its  debt  to  these  progenitors.  Imme- 
diately after  marriage  these  parents  moved 
to  New  Orleans  (1856),  where  the  bride’s 
brother-in-law  assisted  the  father  of  our  in- 
stitution in  establishing  a pharmacy.  Imme- 
diately the  young  bridegroom  commenced 
the  study  of  English  and  medicine  and  by 
1859  graduated  from  the  New  Orleans 
School  of  Medicine.  Here  again  the  abilities 
of  the  son  are  mirrored  in  the  parents. 
Almost  coincidental  with  receiving  this  de- 
gree in  medicine,  fire  destroyed  the  phar- 
macy and  the  family  moved  to  Bonnet  Carre 
where  our  institution  was  born  September 
12,  1860.  The  Civil  War  soon  interrupted  a 


medical  career  for  the  father  of  our  institu- 
tion, and  after  a successful  venture  in  the 
cattle  business  the  family  moved  to  Paris, 
France,  that  the  father  might  receive  fur- 
ther training  in  ophthalmology.  Thus  will  a 
Spanish  inheritance  and  only  a four  year 
glimpse  of  America  our  prodigy  moved  to 
Paris  for  his  early  education.  Only  two 
years  later  the  family  moved  again  and  set- 
tled in  Barcelona.  But  by  1867  they  return- 
ed to  New  Orleans  and  shortly  thereafter 
moved  to  the  Mexican  Border.  Up  to  now 
the  polyglot  and  peripatetic  education  of 
our  institution  lacked  English  which  was 
soon  to  be  learned  in  the  public  schools  of 
Brownsville,  Texas.  This  was  followed  by 
two  years  in  a New  Orleans  college  and  then 
further  studies  at  the  College  of  St.  John  in 
Matamoros.  At  the  same  time  he  worked 
in  a pharmacy  and  finally  matriculated  at 
the  Medical  School  of  the  University  of  Lou- 
isiana, now  Tulane.  Here  he  progressed 
rapidly  and  in  1877  won  in  competitive  ex- 
amination the  post  of  resident  intern  at 
Charity  Hospital.  Upon  graduation  in  1880 
he  became  Chief  of  Clinic  and  in  1894 
Professor  of  Surgery,  maintaining  active 
association  at  this  Hospital  until  1927  when 
he  retired  from  his  teaching  position.  Thus 
for  50  years  he  was  actively  associated  with 
your  great  and  world-renowned  Charity 
Hospital. 

This  glimpse  into  the  background  of  our 
institution  shows  that  its  characteristic  ear- 
marks of  industry,  scholarship  and  whole- 
hearted devotion  to  the  task  at  hand  were 
also  to  be  seen  in  its  antecedents  and  that 
the  robustness  and  vigor  which  has  so  long 
characterized  it  was  a family  trait. 

There  is  not  the  time  to  review  Dr.  Matas’ 
postgraduate  education.  It  was,  as  was  his 
whole  education,  a continuous  and  growing 
experience.  He  traveled  to  all  the  great  cen- 
ters in  our  own  country  and  in  1886  was  in 
both  Paris  and  Barcelona  where,  imbued 
with  his  responsibilities  as  demonstrator  of 
anatomy,  he  sought  out  chiefly  the  anatomic 
departments.  This  was  characteristic  of  the 
man.  What  he  had  to  do  he  wished  to  do 
very  well.  With  his  traveling  he  made 
friends  everywhere  and  his  inquisitive  and 
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scholarly  nature  increased  his  education 
day  by  day  so  that  no  one  viewing  his  ca- 
reer in  retrospect  could  but  marvel  at  his 
steadily  increasing  success. 

Moreover  we  must  envisage  the  surgery 
of  that  day.  Bacteriology  was  established 
and  surgery  was  progressing  from  the  an- 
tiseptic to  the  aseptic  method.  Dr.  Matas 
early  realized  the  simpler  and  more  positive 
value  of  sterilization  by  heat.  Next  he  turn- 
ed his  interest  to  local  and  spinal  anesthesia 
and  was  one  of  the  very  first  to  ultilize  the 
latter  method.  Indeed  his  description  of  his 
first  attempt  at  spinal  anesthesia  with  co- 
caine and  particularly  his  observations  of 
the  after  effects  was  one  of  the  most  valu- 
able contributions  in  this  field  at  that  time. 
This  was  shortly  followed  (1888)  by  his 
papers  dealing  with  the  replacement  of 
fluid  for  shock,  hemorrhage,  and  other  sur- 
gical complication,  by  the  “continued  intra- 
venous drip”  route,  a method  now  popular- 
ized and  in  every  day  use  in  all  our  hos- 
pitals. And  by  1911  he  was  advocating 
gastro-duodenal  tube  syphonage  for  intes- 
tinal obstruction,  peritonitis  and  paralytic 
ileus.  His  modesty  has  allowed  others  to 
have  their  names  attached  to  such  life-sav- 
ing methods,  though  priority  of  thought  and 
effort  belong  to  him.  It  is  just  this  spirit 
which  has  raised  him  high  above  his  fellow 
workers.  Later  his  interests  roamed  every- 
where. His  studies  in  the  field  of  intratho- 
racic  surgery  led  him  to  assist  in  the  de- 
velopment of  apparatus  for  keeping  the  lung 
expanded  when  the  chest  was  open. 

And  finally  his  work  on  aneurysm!  It  is 
known  to  the  world  and  accepted  by  all  as 
the  greatest  contribution  in  the  field  of  vas- 
cular surgery.  In  such  an  intimate  gather- 
ing it  should  be  of  interest  to  inquire  why 
and  how  this  interest  in  aneurysm  arose. 
Let  us  go  back  to  the  epoch  preceding  the 
advent  of  our  institution.  First  there  were 
not  a great  many  surgical  operations  ex- 
cept those  of  necessity,  secondly  most  sur- 
geons entered  this  field  through  anatomy 
and  thirdly  the  ligation  of  the  great  vessels 
for  aneurysm  was  looked  upon  in  those  days 
as  the  surgeons’  greatest  claim  for  recog- 
nition. How  could  the  young  ambitious,  ana- 


tomically minded  young  Matas  do  otherwise 
than  yield  to  this  incentive,  especially  when 
we  know  his  predecessor  Smyth  had  won 
unique  success  by  ligation  of  the  innominate 
artery.  Moreover,  this  natural  ambition 
was  presented  with  unsurpassed  material  in 
the  wards  of  the  Charity  Hospital. 

A study  of  his  own  notes  of  his  first  case, 
a 28  year  old  negro  submitted  to  operation 
March  30,  1880,  reveals  the  reason  for  de- 
veloping his  method  of  endo-  or  intrasacular 
aneurysmorrhaphy.  Here  we  see  the  reasons 
for  his  success,  his  many  contributions  and 
the  foundation  of  the  Rudolph  Matas  insti- 
tution. Now  with  our  eyes  opened  by  his 
works  it  seems  simple.  The  facts  had  been 
the  same  from  time  immemorial  but  obser- 
vation had  been  faulty.  Matas  noted  that  the 
reason  for  failure  by  ligation  above  or  be- 
low the  sac,  or  both,  lay  in  the  collateral  cir- 
culation. Extirpation  in  this  case  was 
fraught  with  danger  because  of  the  impor- 
tant nerves  practically  incorporated  in  the 
walls  of  the  sac.  Immediately  he  performed 
what  was  safest  for  the  patient  and  also  ob- 
literated the  cause  of  the  recurrence, — that 
was  obliteration  of  the  collateral  circulation 
from  within  the  sac.  All  over  the  civilized 
world  this  procedure,  now  perfected  and  ex- 
plained by  our  institution,  has  brought  com- 
fort and  happiness  to  many.  In  the  develop- 
ment of  this  procedure  we  see,  as  Guy  de 
Chauliac  stated  in  his  characteristics  for  the 
surgeon,  the  rare  combination  of  boldness 
and  caution. 

And  now  let  us  turn  for  a moment  from 
the  scientific  contributions  to  those  of  a 
more  general  nature,  for  this  institution  em- 
braces all  phases  of  life.  Our  institution  has 
been  a backbone  in  your  State  in  medical 
education;  in  the  harmonious  workings  of 
your  medical  colleagues;  its  chief,  when 
President  of  the  Louisiana  State  Medical 
Society,  was  largely  responsible  for  the 
beneficent  Medical  Practice  Act  which  reg- 
ulates your  professional  work;  its  fountain 
head  has  taken  part  in  every  effort  here  in 
the  last  half  century  to  improve  your  sani- 
tation and  your  public  health.  In  this  rela- 
tion it  is  difficult  to  add  to  the  encomiums 
heaped  upon  Dr.  Matas  so  recently  as  a 
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month  ago  when  the  sectional  meeting  of 
the  American  College  of  Surgeons  was  held 
here.  His  own  oration  relating  to  “What 
Medicine  Has  Done  for  the  Welfare  of  the 
People  of  New  Orleans  and  Louisiana”  is 
in  part  autobiographic  for  in  every  advance 
he  was  a pioneer  and  a crusader  daring  the 
criticism  of  those  less  far  seeing  and  less 
courageous.  His  recital  of  the  advantages  to 
your  community  of  the  benefits  which  have 
come  through  a knowledge  of  the  causes, 
prevention  or  control  of  yellow  fever,  ma- 
laria, typhoid,  typhus,  cholera,  bubonic 
plague,  smallpox,  diphtheria,  and  scarlet 
fever,  are  but  a recital  of  the  age  old  con- 
flict between  science  and  public  opinion.  It 
is  common  knowledge  that  many  of  the 
great  figures  of  science  were  either  scorned 
by  the  people  or  actually  tortured  because 
they  dared  to  espouse  openly  discoveries 
which  seemed  unorthodox,  though  soon  to 
benefit  mankind.  We  have  only  to  recall  that 
Michael  Servetus,  who  discovered  the  pul- 
monary circulation,  was  burned  at  the  stake 
with  all  his  books  because  he  dared  to  tell 
the  truth.  We  remember  that  in  1165  the 
Edict  of  Tours  (Ecclesia  Abhorret  a San- 
guine) declared  surgery  was  not  respect- 
able. And  we  know  that  Dr.  Zabdiel  Boyl- 
ston  Adams,  of  Boston,  in  our  early  colonial 
day  was  chased  by  a mob  and  his  life  threat- 
ened because  he  had  dared  to  inoculate  a 
man  with  smallpox  in  order  to  protect  him 
from  a greater  disaster.  Dr.  Matas’  influ- 
ence in  this  community  has  been  as  daring 
as  those  of  the  great  figures  in  America 
who  have  long  since  departed.  Beginning 
with  his  service  in  1879  as  clerk  and  lab- 
oratory assistant  to  the  Havana  Yellow 
Fever  Commission  of  the  U.  S.  National 
Board  of  Health,  he  has  often,  in  the  face 
of  opposition,  steadily  labored  for  this  great 
community.  For  this  civic  stand  alone  he 
deserves  your  perpetual  gratitude.  At  the 
time  of  the  Centennial  of  Medical  Educa- 
tion in  New  Orleans  in  1935  he  spoke  of 
“the  influence  of  the  last  100  years  of  medi- 
cal education  on  the  culture,  growth  and 
prosperity  of  New  Orleans”,  but  in  this  de- 
lightful and  careful  appraisal  you  will  find 
no  mention  of  his  personal  role.  We  who 
know  him  can  appreciate  this,  for  no  man 


ever  was  more  unassuming  and  self  effac- 
ing or  more  apt  to  give  praise  and  honor 
to  others. 

Dr.  Matas,  we  rejoice  to  salute  you  as  a 
man,  as  a surgeon,  as  an  American  institu- 
tion. We  have  no  desire  to  embarrass  you, 
still  young  in  spirit,  with  an  epitaph  and  we 
realize  that  eulogy  is  hard  to  bear,  but  it  is 
indeed  a commonplace  of  our  profession 
that  your  accomplishments  exceed  those  of 
the  teachers  you  yourself  have  so  often  ex- 
tolled. If  Chaille,  Richardson,  Hunt,  Bemiss, 
and  Miles  were  here  they  would  join  us  in 
this  acclaim  and  they  would  agree  that  the 
prophetic  words  spoken  by  Andrew  Woods 
Smyth  have  long  been  fulfilled  and  sur- 
passed. You  will  remember  that  during  the 
excitement  which  arose  on  the  occasion  of 
selecting  Dr.  Miles’  successor,  lay,  civic  and 
professional  groups  arose  as  a unit  to  urge 
your  candidacy  for  the  post  which  you 
adorned  so  gloriously  for  thirty-three  years. 
Perhaps  you  recall  Dr.  Smyth’s  words : “Dr. 
Matas  has  genuine  ability,  which,  in  my 
judgment  is  superior  in  many  respects  to 
genius  itself.  He  is  beyond  question  the 
greatest  surgeon  New  Orleans  has  ever  pos- 
sessed. There  is  nothing  that  he  teaches  that 
he  does  not  exhaust.  ...  I feel  certain  that 
the  future  will  certainly  corroborate  the 
opinion  which  I now  express  regarding  Dr. 
Matas,  and  any  honor  bestowed  upon  him 
will  be  justfied  by  history.” 

We,  your  friends,  knowing  of  your  emi- 
nent qualities  of  heart  and  mind,  rejoice  in 
all  that  has  come  to  you.  It  is  not  my  pur- 
pose to  cite  the  honors  and  decorations 
which  might  have  tainted  the  spirit  of  one 
lacking  the  beautiful  humility  and  simplicity 
of  your  character.  The  impress  of  your  per- 
sonality upon  students,  associates,  patients 
and  colleagues  is  far  above  your  scientific 
benefactions  and  is  the  corner-stone  of  the 
institution  we  celebrate  tonight.  We  know 
that  the  love  so  richly  expressed  by  these 
your  friends  will  endure  in  your  mind  and 
heart  long  after  the  degrees,  medals  and 
citations  which  have  been  heaped  upon  you 
in  past  years  have  crumbled  into  dust.  For 
you  are  a master  in  whose  footsteps  all  are 
proud  to  follow. 
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Rudolph  Matas,  it  is  the  ardent  prayer 
of  each  one  of  us  here  tonight  that  in  the 
years  to  come, — just  as  the  Father  of  the 
Waters,  which  has  made  Louisiana  to  flower 
through  the  centuries,  will  continue  to  en- 
rich this  land, — you  and  your  good  deeds 
will  serve  and  benefit  mankind.  For  of  you, 
as  justly  as  of  any  other  man,  it  may  be 
said  in  the  words  of  Abraham  Lincoln,  that 
you  taught  “hope  to  all,  despair  to  none.” 

o 

THE  MEDICAL  SOCIETIES  OF 

LOUISIANA  PRIOR  TO  THE  WAR 
BETWEEN  THE  STATES 

WILLIAM  DOSITE  POSTELL, 

M.  S„  B.  S.  IN  L.  S.* 

New  Orleans 

PART  I 

THE  BACKGROUND  OF  MEDICAL  PRACTICE 

Historians  of  the  future,  like  readers  of 
the  present,  will  owe  a great  debt  to  Dr. 
A.  E.  Fossier  for  his  “record  of  things 
past.”1  In  his  history  of  Charity  Hospital 
from  its  founding  in  1736  as  L’hopital  des 
Pauvres  de  la  Charite  to  the  date  of  writing 
(1923)  and  in  his  similar  history  of  the 
Orleans  Parish  Medical  Society  from  its 
organization  in  1878  to  the  date  of  writing 
(1928),  he  has  incorporated  a vast  amount 
of  material  dealing  with  the  practice  of 
medicine  in  New  Orleans  and  Louisiana 
during  those  years.  On  the  other  hand, 
nothing  seems  to  have  been  written  con- 
cerning the  medical  societies  of  the  State 
of  Louisiana  prior  to  the  War  between  the 
States,  and  it  is  the  aim  of  this  paper  to 
collect  and  record  such  material  as  can  be 
gathered  concerning  them. 

THE  FRENCH  AND  SPANISH  PERIODS 

Up  to  the  time  of  the  Louisiana  Purchase 
in  1803,  very  little  seems  to  have  been  done 
either  privately  or  publicly  for  the  pro- 
tection of  the  health  of  the  inhabitants  of 
the  Mississippi  Valley.  Even  after  the 


^Librarian  of  the  School  of  Medicine,  Louisiana 
State  University. 


founding  of  New  Orleans  and  the  institu- 
tion of  a city  government  in  1718,  the  en- 
tire territory  was  apparently  without  any 
form  of  quarantine  restrictions  or  other 
organized  health  activity.  Physicians  and 
surgeons,  most  of  whom  were  graduates  of 
the  University  of  Paris,  were  sent  from  the 
mother  country  to  minister  to  the  needs  of 
the  colony,  but  there  is  no  record  of  the 
organization  of  a board  of  health  or  of  any 
similar  action  by  them  or  by  the  govern- 
ment. There  was  not  very  much  more  ac- 
tivity, furthermore,  during  the  period  of 
the  Spanish  domination. 

The  founding  of  Charity  Hospital  is  one 
of  the  few  bright  spots  in  the  medical  his- 
tory of  these  years.  In  1736  a French 
sailor,  Jean  Louis,  who  had  become  a resi- 
dent of  New  Orleans  and  who  had  earned 
what  he  possessed  “in  this  country  irre- 
proachably,” left  the  residue  of  his  estate 
to  found  a hospital  for  the  poor  of  New 
Orleans.  It  bore  the  name  of  St.  John, 
and  the  following  year  Bienville  wrote  to 
the  Minister  in  France  that  it  served  the 
dual  purpose  of  hospital  and  asylum  to  the 
indigent  poor  and  that  it  had  five  patients. 
Tn  1779  the  building  was  destroyed  by  a 
hurricane  which  left  only  the  kitchen  and 
storehouse,  and  for  the  next  years  the  sick 
paupers  wandered  through  the  city  and 
perished  on  the  streets.  No  record  exists 
of  the  physicians  who  practiced  in  the  first 
hospital  and  during  this  time  and  for  sev- 
eral years  thereafter  professional  men  seem 
to  have  had  little  to  do  with  the  manage- 
ment of  the  institution. 

In  1782  funds  for  rebuilding,  which  had 
been  offered  as  soon  as  the  hospital  was 
destroyed,  were  finally  accepted  by  King 
Charles  III  of  Spain  from  Don  Andreas  de 
Almonaster  y Roxas,  a wealthy  nobleman. 
The  gift  was  in  the  sum  of  $114,000,  and 
the  new  institution,  which  was  completed 
in  1784,  was  named  Hopital  St.  Charles. 
It  received  thereafter  frequent  legacies  in 
the  wills  of  pious  French  citizens,  but  con- 
ditions in  it  were  chaotic,  chiefly  because 
appointments  were  made  entirely  on  a pat- 
ronage basis. 
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In  1770  the  Governor  of  Louisiana,  Alex- 
andro  O’Reilly, * issued  what  is  apparently 
the  first  decree2  relative  to  the  practice  of 
medicine  and  surgery  in  the  Colony.  It 
read:  “No  surgeon  shall  have  the  right  to 
practice  surgery  and  medicine  unless  he 
produce  his  documents,  his  certificates  of 
study,  his  books,  his  instruments ; unless 
he  submit  to  an  examination  before  the 
King’s  physician ; unless  he  have  certifi- 
cates of  good  character  and  of  Catholic 
faith.” 

Rules  and  regulations  for  the  duties  of 
physicians  and  surgeons  were  also  laid 
down  in  some  detail  and  with  considerable 
commonsense.  Governor  O’Reilly  was  ex- 
tremely unpopular,  but  this  document  is  ad- 
ditional testimony  to  his  remarkable  ex- 
ecutive ability  and  good  judgment. 

It  was  during  the  period  of  Spanish 
domination  that  yellow  fever  first  made 
its  appearance  in  New  Orleans.  A disease 
which  closely  resembled  it  had  ravaged  the 
city  in  1765,  but  the  date  of  the  first  epi- 
demic is  usually  given  as  1791  or  1796. 
It  was  highly  fatal  from  the  first,  and  the 
death  rate  was  at  times  as  high  as  72.86 
per  thousand.  On  May  9,  1794,  Baron  de 
Carondelet,  who  was  then  the  governor, 
recommended  the  excavation  of  what  today 
is  known  as  the  Old  Basin  Canal,  for  the 
purpose  of  draining  the  stagnant  water  of 
the  city  into  Bayou  St.  John.  This  stag- 
nant water  was  regarded,  probably  with 
considerable  reason,  as  the  cause  of  the 
epidemics  which  were  proving  so  fatal  in 
the  city. 

THE  AMERICAN  PERIOD 

Immediately  after  the  American  occupa- 
tion of  the  Colony,  in  1803,  more  active  at- 
tempts were  made  to  improve  sanitary  con- 
ditions in  New  Orleans.  In  1806  the  City 
Council  recommended  by  resolution  that 
the  forts  around  the  city  be  evacuated  and 
destroyed  and  that  the  ditches  which  sur- 
rounded them  be  filled  up.  Governor  Clai- 

*Names frequently  vai-y  in  spelling  in  different 
documents  and  even  in  the  same  document,  and 
initials  are  frequently  omitted.  The  author  in  all 
instances  has  followed  the  spelling  of  the  docu- 
ment used  for  the  immediate  reference. 


borne,3  in  reply  to  the  resolution,  wrote: 
“I  am  strongly  impressed  with  the  opinion 
that  the  stagnant  water  which  accumulates 
in  the  old  fortifications  must  prove  injuri- 
ous to  the  health  of  the  city,  that  I cheer- 
fully consent  to  the  leveling  of  all  of  them, 
except  those  of  Forts  St.  Charles  and  St. 
Louis  . . .” 

Two  years  later  the  Council4  requested 
that  the  Governor  consent  to  the  leveling  of 
Fort  St.  Louis  and  the  filling  up  of  the 
trenches  which  surrounded  it  “.  . . inasmuch 
as  it  impeded  the  communication  between 
the  town  and  the  suburb  St.  Mary,  and  the 
trenches  were  receptacles  of  stagnant 
water  . . 

In  the  same  year  (1808)  the  Governor 
himself  recommended  to  the  Legislature 
the  policy  of  making  general  laws  to  en- 
force cleanliness  and  to  subject  the  ship- 
ping entering  the  Mississippi  River  to  quar- 
antine regulations.  It  was  not  until  ten 
years  later,  however,  that  the  first  Board 
of  Health  was  appointed  and  quarantine 
regulations  were  drawn  up.  Governor  Vil- 
lere  urged  both  steps  in  his  annual  message 
to  the  Legislature  (January  6,  1818) 5 and 
the  necessary  acts  were  passed  and  were 
approved  by  him  March  17,  1818. 6 

Meantime  steps  had  been  taken  to  im- 
prove the  deplorable  conditions  at  Charity 
Hospital.  The  first  legislative  act  refer- 
ring to  it  was  passed  by  the  Legislative 
Assembly  of  the  Territory  of  Orleans  in 
1808  and  was  approved  by  the  Governor 
March  8 of  that  year.  Three  years  later 
the  Marquise  de  Pontalba  relinquished  to 
the  city  her  rights  and  privileges  as  patron- 
ess of  the  Hospital  and  made  it  possible 
for  the  Legislature  to  enact  the  law  which 
may  be  considered  the  charter  of  the  pres- 
ent institution.  This  act,  among  other 
items,  provided  for  a Council  of  Adminis- 
trators, six  of  whom  were  to  be  appointed 
by  the  Governor  and  three  by  the  City 
Council. 

In  1809  the  hospital  was  destroyed  by  a 
fire  which  swept  the  city  and  for  the  next 
years  the  patients  were  moved  from  one 
temporary  building  to  another  with  so 
much  suffering  that,  according  to  the  rec- 


Postell — Medical  Societies  of  Louisiana 


67 


ord,  “no  one,  however  wretched  and  poor, 
will  now  consent  to  be  committed  to  that 
Hospital.”  In  1814  ground  was  purchased 
and  a 120-bed  building  erected  which 
served  also  as  an  asylum  for  lost  children. 
A house  surgeon  was  put  in  charge,  and 
the  physicians  of  the  city  visited  the  insti- 
tution in  turn.  In  1832  the  site  on  which 
the  hospital  is  now  located  was  purchased 
and  a building  was  erected  the  next  year 
at  a cost  of  8150,000.  This  building  was 
still  in  use  in  1936,  when  the  grounds  were 
cleared  for  the  erection  of  the  present  new 
and  modern  building. 

REGULATIONS  CONCERNING  THE  PRACTICE  OF 
MEDICINE 

In  1808  the  Legislature  passed  the  first 
act  establishing  the  standards  and  proce- 
dure for  those  who  wished  to  practice  medi- 
cine in  New  Orleans.  It  was  called  “An 
Act  concerning  Physicians,  Surgeons  and 
Apothecaries,”  and  it  was  signed  by  Gov- 
ernor W.  C.  C.  Claiborne,  March  23  of  that 
year.7  It  provided  for  an  Examining  Board 
composed  of  four  physicians  and  surgeons 
to  be  appointed  by  the  Mayor  of  New  Or- 
leans from  among  the  oldest  practitioners 
in  the  city.  The  candidate  who  desired  the 
right  to  practice  in  the  city  must  present  to 
the  Board  the  diploma  from  the  university, 
school  or  college  in  which  he  had  pursued 
his  medical  studies,  and  must,  in  addition, 
submit  to  examination  by  the  Board. 

Most  of  the  physicians  who  had  drifted 
into  New  Orleans  after  the  Louisiana  Pur- 
chase were  graduates  of  the  Eastern  medi- 
cal schools,  including  the  University  of 
Pennsylvania,  Jefferson  Medical  College, 
the  University  of  the  City  of  New  York, 
and  Harvard  Medical  College.  The  French 
physicians,  as  has  been  pointed  out,  were 
chiefly  educated  in  Paris.  Along  with  these 
legitimate  physicians  were  a large  number 
of  quacks,  and  the  act  of  1808,  laudable  as 
was  its  purpose,  had  the  defect  of  making 
no  provision  for  their  elimination,  for  phy- 
sicians residing  in  the  Territory  prior  to 
its  passage  were  not  required  to  submit  to 
examination.  The  act  also  failed  to  provide 
any  penalty  for  failure  to  comply  with  the 
licensing  provision,  which  again  left  the 
field  open  for  quacks  and  incompetents. 


This  deplorable  state  of  affairs  continued 
until  1816,  when  a new  act  was  passed  pre- 
scribing the  formalities  to  be  observed  for 
the  practice  of  physic  or  the  profession  of 
apothecary  within  the  State  of  Louisiana.8 
Penalties  were  now  enacted  for  failure  to 
comply  with  its  provisions.  The  examining 
board  set  up  by  this  act  consisted  of  four 
physicians  and  one  apothecary,  all  to  be 
appointed  by  the  Governor  instead  of  by 
the  Mayor,  as  in  the  former  act.  In  1817 
a supplementary  act  was  passed  setting  up 
two  medical  examining  boards  for  the  two 
judicial  districts  of  the  state.  The  Eastern 
Board  was  to  meet  in  New  Orleans  and  the 
Western  Board  in  Opelousas. 

SANITARY  REGULATIONS 

Public  health  regulations,  restrictions 
upon  the  unlicensed  practice  of  medicine 
and  surgery,  and  improvement  of  condi- 
tions at  Charity  Hospital  had  resulted, 
however,  in  little  improvement  in  the  gen- 
eral health.  Yellow  fever  continued  its 
devastation,  and  in  1818,  1,152  persons  died 
of  it.  The  people  themselves,  furthermore, 
either  had  no  faith  in  quarantine  laws,  or, 
what  seems  more  likely,  objected  to  the 
fashion  in  which  these  laws  interfered  with 
the  commerce  of  the  city.  Whatever  the 
reason,  the  1818  act0  which  had  established 
the  Board  of  Health  and  set  up  quarantine 
laws  was  repealed  in  less  than  a year 
(March  6,  1819)  and  the  Governor  was 
authorized  to  establish  quarantine  regula- 
tions at  his  discretion  and  by  proclamation. 

December  18,  1820,  Governor  Robertson, 
in  his  inaugural  message,  urged  the  Legis- 
lature to  establish  quarantine  regulations 
against  yellow  fever,  and  in  February, 
1821,  the  Legislature  passed  the  requested 
act.  It  created  a Board  of  Health  “with 
plenary  powers,  legislative,  judicial,  execu- 
tive, pecuniary  and  sanitary  modeled  after 
codes  the  most  rigid  and  enforced  by  the 
heaviest  penalties.”  The  regulations  were 
put  into  effect  in  March  of  that  year  and 
continued  in  effect  until  February  19, 
1825  when,  apparently  because  of  lack  of 
faith  in  their  efficacy,  they  were  again 
repealed.10 
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An  ordinance  for  the  establishment  of 
another  Board  of  Health  in  New  Orleans 
was  again  passed  by  the  General  Council 
in  June,  1841,  and  the  Board  functioned 
during  that  year.  During  this  period,  how- 
ever, another  epidemic  of  yellow  fever  oc- 
curred, destroying  1,641  of  the  inhabitants 
of  the  city,  the  interest  of  the  members  fell 
off,  and  the  Board  dissolved  itself  in  1843. 
Several  apparently  abortive  attempts  to 
re-establish  it  are  observed  in  the  Acts  of 
the  General  Council  dated  August  15,  1846, 
and  June  23,  1847,  and  in  the  Acts  of  the 
Legislature  of  Louisiana  dated  March  6 
and  May  15,  1848. 11 

On  March  15,  1855,  an  effective  act  was 
finally  passed.  In  his  Report  of  the  Board 
of  Health  for  1882  Dr.  Joseph  E.  Jones12 
wrote : “All  the  great  sanitary  and  quaran- 
tine measures  of  the  past  27  years  in 
Louisiana,  may  be  directly  or  indirectly 
traced  to  the  act  ‘to  establish  quarantine 
for  the  protection  of  the  State’  approved 
by  P.  0.  Hebert,  Governor  of  the  State  of 
Louisiana,  on  the  fifteenth  of  March,  1855. 
During  the  preceding  155  years  of  the  ex- 
istence of  the  Colony,  province  and  State 
of  Louisiana,  the  sanitary  and  quarantine 
efforts  of  the  people  were  spasmodic,  un- 
satisfactory and  of  short  duration;  and  as 
a consequence,  at  frequent  and  short  in- 
tervals, the  people  were  decimated  by 
foreign  pestilence,  imported  by  maritime 
men  and  immigrants  ...  up  to  the  present 
moment  the  great  principles  embodied  in 
the  twenty-nine  sections  of  this  act  have 
not  been  withdrawn.” 

In  the  decade  beginning  in  1830  New 
Orleans  in  some  respects  reached  the  great- 
est development  in  its  history.  Its  harbors 
were  crowded  with  shipping  from  all  over 
the  world,  and  its  people  as  a whole  were 
prosperous.  Yet  with  all  the  prosperity, 
as  can  be  gathered  from  the  foregoing 
statement  of  facts,  conditions  were  incred- 
ibly bad  as  to  health  and  sanitation,  and 
the  death  rate  was  nothing  short  of  appal- 
ling. 

MEDICAL  EDUCATION 

It  was  at  this  time  that  the  first  medi- 
cal school  in  Louisiana  was  organized  by 


the  efforts  of  a few  physicians,  Drs.  Thom- 
as Hunt,  John  Harrison,  Charles  A.  Luzen- 
berg,  J.  Monroe  Mackie,  Thomas  R.  Inglass, 
Augustus  Cenas,  and  Edward  H.  Barton. 
The  French-speaking  physicians  of  the 
city,  who  had  chiefly  been  educated  in  Par- 
is, were  very  much  opposed  to  the  idea,  but 
the  school  nevertheless  opened  January  5, 
1835,  with  eleven  students  and  with  a few 
friends  of  the  Faculty  as  guests  at  the  lec- 
tures. This  school,  which  is  now  Tulane 
University  of  Louisiana,  has  had  a con- 
tinuous existence  since  that  time  with  the 
exception  of  a few  years  during  the  War 
between  the  States  when  all  educational 
efforts  were  in  abeyance. 

It  is  interesting  to  note  the  reasons  why 
the  founders13  selected  New  Orleans  as  the 
site  of  the  school,  for  the  words  have  a very 
modern  ring : “Because  its  hospitals,  which 
will  be  opened  to  the  undersigned  for  the 
purpose  of  instruction,  are  the  largest  in 
the  Southern  and  Western  states,  so  that 
practical  medicine  and  surgery  can  be 
taught  at  the  bedside  of  the  patient,  the 
only  place  for  this  study.” 

In  1843  the  professors  of  this  College  of 
Louisiana  petitioned  the  Legislature  and 
obtained  the  right  to  attend  the  wards  of 
the  hospital  free  of  charge  for  ten  years,  a 
privilege  which  the  other  physicians  of  the 
city  did  not  look  upon  with  equanimity.  At 
the  same  time  six  students  “of  good  moral 
character”  were  permitted  to  live  in  the 
hospital  and  do  minor  operations. 

November  7,  1856,  another  medical 

school,  the  New  Orleans  School  of  Medicine, 
opened  its  doors  for  the  first  time.  At  this 
time  Charity  Hospital  had  no  out-patient 
department  and  the  dispensary  which  the 
new  school  operated  was  the  only  out-pa- 
tient department  in  the  whole  Southwest 
and  was  hailed  as  a distinct  contribution 
toward  medical  education.  The  first  fac- 
ulty consisted  of  Drs.  E.  D.  Fenner  (Dean), 
A.  Forster  Axson,  Thomas  Peniston,  Sam- 
uel Chopin,  Isaac  L.  Crawcour,  Howard 
Smith,  John  M.  W.  Picton,  D.  Warren 
Brickell,  Cornelius  C.  Beard,  and  Anthony 
A.  Peniston.  The  school  continued  with 
varying  success  for  a number  of  years,  but 
was  finally  forced  to  close  its  doors  in  1870. 
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Meantime  the  Special  School  of  Medicine 
of  the  Louisiana  Seminary  of  Learning 
lasted  only  for  a single  session,  in  1865. 

In  1837  a site  upon  which  to  erect  a 
marine  hospital  for  the  port  of  New  Orleans 
was  purchased  at  Macdonough’s  on  the 
right  bank  of  the  Mississippi  River,  oppo- 
site New  Orleans.  Building  was  begun  in 
1838  and  was  completed  in  1849,  at  a total 
expenditure  of  $122,772.70. 

This,  in  brief,  was  the  situation  in  Lou- 
isiana in  respect  to  the  practice  of  medi- 
cine, medical  education,  hospitals,  and 
board  of  health  and  sanitary  regulations 
from  the  founding  of  the  Colony,  through 
successive  French,  Spanish  and  American 
rule,  up  to  the  War  between  the  States. 

PART  II 

THE  MEDICAL  SOCIETIES  OF 
NEW  ORLEANS  1817-1854 

THE  FIRST  SOCIETE  MEDICALE  DE  LA  NOUVELLE 
ORLEANS 

The  yellow  fever  epidemic  of  1817  seems 
first  to  have  made  it  clear  to  the  physicians 
of  New  Orleans  that  some  organized  effort 
on  their  part  was  necessary  to  promote  the 
health  of  the  city  and  to  combat  the  ravages 
of  this  particular  disease.  Accordingly,  the 
Societe  Medicale  de  la  Nouvelle  Orleans  was 
organized  in  that  year  and  continued  ac- 
tive until  1821.  It  was  reorganized  in  1835 
and  lapsed  again  in  1837,  continuing  inac- 
tive until  1859,  when  it  was  organized  for 
the  third  time,  to  end  its  activities  finally 
in  1861. 

A brief  notice,  printed  in  French  and 
English,  in  the  Courrier  de  la  Louisiane14 
for  January  7,  1818,  advises  that:  “The 
Medical  Society  of  New  Orleans  will  hold 
its  first  public  sitting  on  Sunday  next  the 
11th  at  12  o’clock  in  the  city  council  room. 

Jan.  5 Taillefer,  Secretary” 

The  society  was  legally  incorporated  in 
1818  by  an  Act15  which  states  in  part: 

“Sec.  1.  Be  it  enacted  by  the  Senate  and 
House  of  Representatives  of  the  State  of 
Louisiana  in  general  assembly  concerned : 
That  the  members  of  said  Medical  Society, 
that  is  to  say  V.  J.  B.  Trabue,  Cyprion  Gros, 


and  all  such  persons  who  may  be  associated 
with  them  for  the  purpose  aforesaid,  they 
and  the  same  persons  are,  and  shall  be  a 
body  corporate  and  politic,  for  and  during 
the  space  of  fifteen  years,  in  deed  and  in 
law,  by  the  name  and  style  of  ‘The  Medical 
Society  of  New  Orleans’  ...  to  have  suc- 
cession for  and  during  the  term  of  fifteen 
years  . . . 

“Sec.  5.  And  be  it  further  enacted,  that 
the  purpose  of  the  aforesaid  incorporation, 
being  exclusively  for  the  development  of 
medical  knowledge  and  the  extension  of 
science  in  general  . . . 

Signed 

My  re.  Guichard 

Speaker  of  House  of  Repre- 
sentatives 
N.  Meriarn 

President  of  the  Senate. 
Approved  Feb.  16,  1818” 

Also  of  interest  is  an  Act  of  the  Legis- 
lature10 approved  February  28,  1818,  au- 
thorizing the  Medical  Society  “ ...  to  raise 
by  lottery  a sum  of  money  not  exceeding 
fifteen  thousand  dollars  for  the  purpose  of 
purchasing  a library,  philosophical  appa- 
ratus . . . and  defraying  other  incidental 
expenses  of  the  institutions.” 

Whether  the  Society  ever  took  advantage 
of  this  permission  is  not  clear,  but  there 
was  nothing  unusual  in  it.  At  this  time  it 
was  entirely  proper  to  raise  money  for 
churches,  schools  and  other  worthy  insti- 
tutions by  lottery,  and  Charity  Hospital 
regularly  received  part  of  its  funds  from 
this  source.  No  remains  of  the  proposed 
library  or  philosophical  apparatus,  how- 
ever, exist  today. 

One  of  the  first  acts  of  the  Society  after 
its  first  organization  seems  to  have  been 
an  analysis  of  the  causes  of  the  yellow  fever 
epidemic  of  1817  and  the  treatment  of  pa- 
tients during  it.  The  report,  which  was 
prepared  by  Drs.  Gross  and  Geradin  and 
which  was  entitled  “Rapport  fait  a la 
Societe  Medicale,  sur  la  fievre  jaune  qui  a 
regne  pendant  l’ete  de  1817,”  was  apparent- 
ly well  drawn,  for  it  was  quoted  in  part  in 
the  American  Medical  Recorder  of  1819.17 
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It  was  also  referred  to  in  the  annual  re- 
ports of  the  Louisiana  State  Board  of 
Health  for  1882  and  1883  and  in  the  Pro- 
ceedings of  the  Louisiana  State  Medical 
Society  for  1852.  Reference  is  made  in 
these  sources  to  a second  report18  from  the 
Society  for  the  year  1819,  as  well  as  to 
“ . . . a most  interesting,  precise  analitique 
of  the  labors  of  the  same  society,  August, 
1817  to  January,  1818.” 

THE  FIRST  PHY  SI  CO-MEDICAL  SOCIETY  OF 
NEW  ORLEANS 

The  second  organization  of  physicians  in 
Louisiana  was  incorporated  in  1820  under 
the  name  of  the  Physico-Medical  Society  of 
New  Orleans,  and,  like  the  French  society, 
had  a checkered  career.  It  lapsed  into  in- 
activity in  1821,  although  it  continued  to 
exist  until  1838.  It  was  reorganized  in 
1844  and  thereafter  was  fairly  active  until 
1860  or  1861. 

It  must  be  borne  in  mind  that  the  first 
medical  society  in  New  Orleans  was  com- 
posed chiefly  of  physicians  of  French  de- 
scent, although  a large  number  of  Ameri- 
cans of  English  extraction  had  by  this  time 
migrated  to  Louisiana.  They  found  them- 
selves out  of  place,  naturally,  in  an  organi- 
zation in  which  French  was  the  spoken 
language,  and  for  this  reason  the  Physico- 
Medical  Society  of  New  Orleans,  which  was 
incorporated  February  16,  1820,  was  com- 
posed chiefly  of  English-speaking  physi- 
cians. The  first  section  of  the  Act19  of  in- 
corporation reads: 

“Sec.  1.  Be  it  enacted  by  the  Senate  and 
House  of  Representatives  in  general  as- 
sembly convened,  that  William  Rogers,  R. 
Davidson,  L.  Harmon,  G.  C.  Forsyth,  J.  G. 
Purnell,  G.  Marshall,  S.  Alexander,  W.  W. 
New,  J.  S.  Vancourt,  J.  Rice,  D.  Holt,  Colls, 
J.  E.  Kerr,  J.  M.  S.  Conway,  W.  N.  Mer- 
cer, and  R.  C.  Randolph,  and  others  of  the 
said  society,  shall  from  and  after  date  of 
passing  this  act  be,  and  they  or  their  con- 
stituted a body  politic,  and  in  deed  and  in 
law,  which  shall  be  entitled  the  ‘Physico- 
Medical  Society  of  New  Orleans.’  ” 

The  constitution  of  the  new  society  pro- 
vided for  fellows,  who  were  to  be  elected 
from  among  physicians  and  “other  literary 


persons”  residing  in  the  vicinity,  and  for 
corresponding  members,  who  apparently 
answered  the  same  qualifications  but  were 
non-residents.  Meetings  were  held  on  the 
first  and  third  Saturdays  of  every  month, 
at  6 :30  p.  m.,  from  November  to  May  and 
monthly  during  the  remainder  of  the  year, 
at  8 p.  m.  Article  6 of  the  constitution20 
reads:  “At  these  meetings  some  subject 

relating  to  the  medical  sciences,  or  a dis- 
sertation on  the  topics  connected  with  med- 
icine shall  be  read  and  defended  by  the  au- 
thor.” 

Like  their  French  confreres,  the  physi- 
cians of  this  society  turned  their  attention 
to  yellow  fever  and  one  of  their  first  efforts 
was  an  analysis  of  the  epidemic  of  1820. 

What  the  society  did  between  its  organi- 
zation in  1820  and  the  year  1838  is  not 
clear.  Even  so  prolific  a writer  as  Dr.  Jos- 
eph Jones  apparently  does  not  know,  for 
he  mentions  the  organization  of  the  group 
and  then  has  nothing  further  to  say  of  it 
until  1838,  for  which  year  he  lists  the  fol- 
lowing officers  and  members:21 

“Dr.  R.  Davidson,  president;  Dr.  J.  S. 
McFarlane,  vice-president ; Dr.  J.  Harrison, 
corresponding  secretary;  Dr.  J.  M.  W.  Pic- 
ton,  recording  secretary;  Dr.  J.  O.  Meux, 
treasurer;  Dr.  Thomas  Hunt,  curator.  Fel- 
lows— Drs.  F.  Holt,  J.  Rice,  E.  H.  Barton, 
E.  B.  Harris,  C.  F.  Snowden,  F.  Beatty,  J. 
S.  Crockett,  A.  Davezac,  J.  M.  Mackie,  G. 
W.  Campbell,  J.  J.  Ker,  S.  W.  Ruff,  Far- 
rell, G.  Bettner,  V.  Carey,  L.  Labatut,  W. 
Rushton,  J.  Jones,  W.  Stone,  W.  Wilcox, 
Kittridge,  J.  J.  Osborne,  Palmer,  J.  U. 
Landreaux,  J.  Galerido.  Associates — Dr. 
O.  C.  Ker,  Dr.  James  Warren,  Rev.  T. 
Clapp,  Dr.  Wheaton,  General  E.  W.  Ripley, 
L.  S.  Parmley,  Hon.  F.  L.  Turner.  Corre- 
sponding members — New  York — Drs.  Mott, 
Francis,  Pascalis;  Philadelphia — Drs.  Par- 
ish, Chapman,  Patterson ; Boston — Drs. 
Warren,  Jackson ; Lexington,  Kentucky — 
Drs.  Caldwell,  Dudley;  Ohio — Drs.  Drake, 
B.  C.  Marshall ; Baltimore — Drs.  Potter, 
Davidge;  New  Haven — Dr.  Ives;  Portland 
— Dr.  Thatcher;  Virginia — Drs.  Wilford, 
Brown,  Buck;  District  of  Columbia — Dr. 
H.  Hunt;  Mississippi — Dr.  Randolph;  Au- 
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gusta — Dr.  Toolsom ; Louisiana — Drs.  J.  D. 
Smith,  French,  Forsyth;  U.  S.  Army — Dr. 
Harvey ; Alabama  — Drs.  Levert,  Fearn, 
Mecklin;  France — Drs.  Chevrin,  Gerar- 
din.” 

THE  SECOND  SOCIETE  MEDICALE  DE  LA  NOUVELLE 
ORLEANS 

In  fact,  after  1821  both  French  and  Eng- 
lish societies  seem  to  have  languished  for 
a period  of  years.  Yellow  fever,  the  chief 
reason  for  the  organization  of  both  groups, 
was  temporarily  in  abeyance,  and  nothing 
else  developed  to  inspire  their  further  ac- 
tivity. Matters  continued  in  this  state  un- 
til 1835,  when  the  Societe  Medicale  de  la 
Nouvelle  Orleans  was  again  incorporated 
by  the  Legislature,  this  time  for  a period 
of  18  years,  with  the  following  members:22 
F.  Formento,  E.  Fortin,  Puissan,  J.  M.  Pic- 
ton,  F.  Grandramps,  A.  Delpouch,  S.  L. 
Biamonti,  H.  Bonnabel,  A.  Byrenheidt,  S. 
W.  Dalton,  L.  Deloche,  J.  Dufilho,  E.  B. 
Harris,  M.  Halphen,  L.  Gomatis,  J.  Labatut, 
A.  P.  Lambert,  L.  Landreaux,  T.  Leger,  J. 
Lemonier,  J.  Martin,  F.  Plaix,  W.  Rushton, 
D.  Senac,  and  Thomas  T.  Ticou. 

The  act  of  incorporation  provided  for 
the  appointment  of  two  physicians  to  serve 
in  an  advisory  capacity  in  regard  to  the 
sanitary  police  of  the  city,  at  the  disposition 
of  the  Mayor  and  City  Council,  and  also 
provided  that  the  “Society  keep  in  the  City 
of  New  Orleans  a depot  for  vaccine  mat- 
ter” to  be  furnished  to  the  physicians  for 
the  State  of  Louisiana.  It  will  be  recalled 
that  from  1835  to  1841  the  city  had  no 
Board  of  Health,  which  makes  clear  the 
necessity  for  such  public  services  from  the 
members  of  the  society. 

From  its  reorganization  in  1835  until  the 
year  1839  nothing  is  available  concerning 
the  activity  of  the  reorganized  French  so- 
ciety. In  that  year  the  first  medical  jour- 
nal ever  published  in  the  city  was  founded 
under  the  name  “Journal  de  la  Societe 
Medicale  de  la  Nouvelle  Orleans”,  though 
unfortunately  it  lasted  less  than  a year,  be- 
ing discontinued  then  either  because  of 
lack  of  interest  or  lack  of  funds.  Copies 
are  exceedingly  rare,  and  no  library,  so  far 
as  can  be  ascertained,  has  the  complete  file. 


For  a brief  period  the  French  society 
seems  to  have  been  fairly  active.  The  in- 
dex of  the  Journal  lists  a report  made  be- 
fore the  group  on  the  yellow  fever  epidemic 
of  1837, 23  and  Charles  Delery,  in  his 
“Precis  historique  de  la  fievre  jaune  Nou- 
velle Orleans”  mentions  a memoir  by  Ba- 
hier,  Martin,  Daret  and  Fortin  which  was 
also  printed  in  this  journal.24  When  the 
journal  was  discontinued,  however,  the  ac- 
tivities of  the  society  which  sponsored  it 
also  came  to  an  end,  and  until  the  second 
reorganization  in  1859  the  Societe  Medicale 
de  la  Nouvelle  Orleans  ceased  to  exist. 

The  period  immediately  following  1839 
was  a very  gloomy  one  in  the  medical  an- 
nals of  New  Orleans.  The  medical  college 
was  languishing.  It  had  never  had  a suit- 
able building  and  the  enrollment  had  never 
exceeded  35  or  40  students.  No  medical 
journal  was  published.  The  Physico-Medi- 
cal  Society,  wrote  Dr.  Logan,  “was  asleep,” 
and  the  French-speaking  medical  society 
had  ceased  to  function. 

THE  LOUISIANA  MEDICO-CHIRURGICAL  SOCIETY 

Largely  through  the  efforts  of  Dr.  C.  A. 
Luzenberg  a new  medical  society  was  or- 
ganized in  1843  and  was  incorporated 
April  1 of  that  year  as  the  Louisiana  Med- 
ico-Chirurgical  Society  (Societe  Medico- 
Chirurgical  de  la  Louisiane)  in  the  follow- 
ing act:25 

“Sec.  1.  Be  it  enacted  by  the  Senate  and 
House  of  Representatives  of  the  State  of 
Louisiana,  in  general  assembly  convened : — 
That  Doctors  J.  F.  Beugnot,  H.  Tricou,  C. 
de  Valletti,  U.  Landreaux,  P.  A.  Lambert, 
J.  Labatut,  Dowler,  Puissan,  Harlan,  Mer- 
cier,  Dupas,  Barbe,  Thomas,  C.  A.  Luzen- 
berg, J.  G.  Osborne,  H.  Lewis,  John  Rhodes, 
Slade,  Easton,  Davezac,  Hester,  Ridgely 
and  E.  D.  Fenner  and  all  other  persons 
who  may  be  legally,  hereafter,  associated 
with  them  be  and  they  are  hereby  created 
a body  corporate  under  the  title  ‘The  Lou- 
isiana Medico-Chirurgical  Society’.” 

The  Society  held  its  first  meeting  April 
13,  1843.  At  this  time  it  adopted  a con- 
stitution and  by-laws,  and  elected  its  offi- 
cers, which  was  not  a very  simple  matter, 
for  it  was  composed  of  both  French  and 


72 


Postell — Medical  Societies  of  Louisiana 


English  physicians.  Dr.  C.  A.  Luzenberg, 
who  was  bilingual  in  addition  to  his  other 
qualifications,  was  unanimously  chosen  the 
first  president. 

The  Louisiana  Medico-Chirurgical  Soci- 
ety is  in  a sense  the  first  state  medical  so- 
ciety, for  every  licensed  physician  and  sur- 
geon in  Louisiana  was,  de  facto,  a corre- 
sponding member.  The  resident  member- 
ship consisted  of  physicians  and  surgeons 
living  in  New  Orleans  and  the  adjacent 
city  of  Lafayette  (now  a part  of  New  Or- 
leans and  not  to  be  confused  with  the  pres- 
ent city  of  Lafayette,  in  Lafayette  Parish). 

There  still  being  no  Board  of  Health  in 
New  Orleans,  the  General  Council  invited 
the  new  society  to  take  charge  of  the  sani- 
tary interests  of  the  city,  and  nine  members 
were  appointed,  with  full  powers  to  act  as 
health  commissioners.  The  Society  was 
also  bound  “whenever  required  by  order  of 
any  Court  of  Justice,  within  the  cities  of 
New  Orleans  or  Lafayette,  to  make  toxico- 
logical examinations,”  and  to  make  a faith- 
ful report  of  the  same  in  writing. 

Early  in  1844,  Dr.  E.  D.  Fenner  and  Dr. 
A.  Hester  founded  “The  New  Orleans  Med- 
ical Journal,”  which  has  had  an  almost  con- 
tinuous existence  to  the  present  time,  being 
suspended  only  during  the  war  years  in  the 
sixties  and  for  two  or  three  years  in  the 
seventies.  Shortly  after  its  founding  the 
name  was  changed  to  “The  New  Orleans 
Medical  and  Surgical  Journal,”  which  title 
it  has  borne  ever  since  except  from  1868  to 
1870,  when  it  was  known  as  “The  New  Or- 
leans Journal  of  Medicine.” 

The  new  journal  reported  that  at  the 
first  anniversary  meeting  of  the  Louisiana 
Medico-Chirurgical  Society  in  April,  1844, 
the  Governor  of  the  State  and  the  President 
of  the  Senate  were  among  the  honored 
guests.  There  was  a general  feeling  that 
the  organization  of  the  society,  with  its  pro- 
vision for  friendly  and  social  intercourse 
between  French  and  American  physicians, 
was  an  excellent  thing,  and  for  several 
years  the  group  was  very  active. 

Among  the  papers  presented  in  these 
years  was  one  by  Drs.  William  G.  Williams 
and  James  Andrews  dealing  with  the  yel- 


low fever  which  prevailed  during  the  au- 
tumn of  1843  at  Rodney,  Mississippi.  Other 
reports  on  yellow  fever  were  made  by  Dr. 
P.  A.  Lambert  (in  French)  and  Drs.  C.  de 
Valetti  and  Thomas  M.  Logan,  the  latter 
dealing  with  a recent  epidemic  at  Wood- 
ville,  Mississippi.  A case  of  Malis  Oestri 
in  the  human  subject  was  reported  by 
Thomas  Peniston,  M.  D. 

In  1846  the  society  offered  a gold  medal, 
of  a value  of  one  hundred  dollars,  for  the 
best  essay  on  “Strictures  of  the  Urethra, 
with  Their  Treatment.”  The  essay  could 
be  written  in  either  French  or  English  and 
was  to  be  presented  to  the  president  of  the 
group  not  later  than  February  1,  1847. 
Only  two  essays  seem  to  have  been  re- 
ceived by  the  first  Wednesday  in  April  of 
that  year,  when  another  anniversary  meet- 
ing was  held,  and  the  award  was  deferred 
to  February,  1848.  Whether  it  was  ever 
presented  is  not  known,  for  after  1847  the 
society  ceased  to  function  actively. 

Dr.  Thomas  M.  Logan,20  writing  in 
1849,  deplored  the  cessation  of  the  activi- 
ties of  this  society,  as  follows:  “ . . . since 
the  anniversary  meeting  of  1847  the  Medi- 
co-Chirurgical Society  has  languished  until 
it  has  fallen  into  complete  decay.  It  has 
done  no  scientific  business  for  two  years 
past,  and  as  if  with  the  view  of  giving  it  the 
coup  de  grace  and  terminating  its  agonies, 
a small  number  of  members  less  than  a 
legal  quorum,  recently  got  together,  gave 
away  its  funds,  and  adjourned  sine  die. 
Thus  the  Society  may  be  said  to  be  dead.” 

Dr.  Logan’s  appeal  to  preserve  the  funds 
and  archives  for  the  nucleus  of  a future 
organization  apparently  went  unanswered 
and  the  third  medical  society  of  the  state 
ceased  to  exist  after  six  years,  four  of 
which  seem  to  have  been  filled  with  ac- 
tivity. 

THE  SECOND  PHYSICO-MEDICAL  SOCIETY  OF 
NEW  ORLEANS 

Meantime  the  Physico-Medical  Society, 
which  had  been  inactive  since  1838,  had 
been  reorganized  December  1,  1844, 27  with 
a new  constitution  and  the  following  offi- 
cers: Dr.  Thomas  Hunt,  president;  Drs. 
Picton  and  J.  0.  Meux,  vice-presidents ; Dr. 
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C.  F.  Snowden,  corresponding  secretary; 
Dr.  A.  F.  Ax-son,  recording  secretary;  Dr. 
G.  W.  Campbell,  treasurer;  Dr.  W.  W.  King, 
curator. 

From  all  accounts,  this  society  was  the 
most  active  of  all  of  the  early  medical  or- 
ganizations. It  held  semi-monthly  and 
monthly  meetings,  which  were  apparently 
well  attended  by  the  regular  members,  med- 
ical students,  and  other  invited  guests.  The 
meetings  were  held  at  the  Medical  College 
on  the  first  and  third  Saturdays  from  De- 
cember through  May  and  once  a month 
through  the  remainder  of  the  year. 

The  programs  consisted  of  three  parts: 
(1)  An  essay  on  some  subject  in  medicine 
or  natural  philosophy;  (2)  the  discussion 
of  some  set  question;  (3)  observations  by 
each  member  on  the  diseases  of  the  day. 
Interesting  accounts  are  available  of  some 
of  the  discussions  and  reports.  In  Febru- 
ary, 1845,  for  instance,  a Dr.  Hort28  read 
an  article  dealing  with  quarantine  laws.  On 
motion  of  Dr.  Farrell  it  was  turned  over 
to  a committee  of  five  members  (Drs.  Far- 
i ell,  Hort,  Jones,  Axson  and  Dowler)  ap- 
pointed by  the  president,  who  at  the  fol- 
lowing meeting  summed  up  its  principal 
conclusions,  as  follows: 

“1.  That  they  believed  that  yellow  fever 
was  of  local  or  domestic  origin. 

“2.  That  it  is  not  an  imported  disease. 

“3.  That  it  is  not  contagious  .... 

“8.  That  there  is  no  occasion  for  quaran- 
tine laws.  That  experience  has  shown  them 
to  be  useless  here,  while  they  would  be  very 
expensive,  highly  injurious  to  our  commer- 
cial interests,  and  onerous  to  the  passen- 
gers.” 

In  1849,  for  the  first  time,  delegates  from 
Louisiana  were  sent  to  the  Convention  of 
the  American  Medical  Association,  which 
was  held  in  Boston  May  1.  At  the  meet- 
ing Professor  James  B.  Jones,  one  of  the 
delegates,  who  was  a member  of  the  Medi- 
cal Department  of  the  University  of  Lou- 
isiana, was  nominated  to  the  Committee  on 
Practical  Medicine,  and  Dr.  J.  C.  Simonds, 
the  other  delegate,  was  elected  to  the  Com- 
mittee on  Hygiene. 


At  the  anniversary  meeting  in  1850  Dr. 
Hunt  was  re-elected  president.  Other  of- 
ficers elected  included  Drs.  Farrell  and 
Bein,  vice-presidents;  Dr.  J.  C.  Simonds, 
corresponding  secretary;  Dr.  Howard 
Smith,  treasurer;  Dr.  J.  A.  Nott,  curator; 
Dr.  Macgibbon,  recording  secretary;  Dr. 
E.  D.  Fenner,  orator. 

During  this  year  a committee  was  ap- 
pointed to  study  epidemic  colic,  which  had 
made  its  appearance  for  the  first  time  dur- 
ing the  summer,  and  the  report  was  read 
by  Dr.  E.  D.  Fenner.  A committee  com- 
posed of  Drs.  Jones,  Riddell  and  Axson, 
which  was  appointed  to  study  the  subject 
of  lead  poisoning,  later  reported  that  lead 
was  found  in  carbonated  water  but  not  in 
river  water.  According  to  the  Annual  Re- 
port of  the  Board  of  Health  of  New  Or- 
leans and  Lafayette  for  the  year  1850  the 
Society  again  supported  the  report  of  Dr. 
Harrison,  which  had  previously  been  re- 
corded in  its  transactions,  “in  regard  to  the 
practice  of  warding  off  the  deadly  assaults” 
of  yellow  fever. 

The  anniversary  meeting  in  1851  was 
celebrated  with  an  appropriate  oration  by 
Dr.  E.  D.  Fenner,  the  duly  elected  orator. 
Dr.  Farrell  was  retained  as  one  of  the  vice- 
presidents,  Dr.  Macgibbon  as  recording 
secretary,  Dr.  Simonds  as  corresponding 
secretary,  and  Dr.  Nott  as  curator.  Dr. 
James  Jones  was  elected  president  and  Dr. 
Bein  was  one  of  the  vice-presidents. 

At  a meeting  held  October  2,  1852,  Pro- 
fessor J.  L.  Riddell  demonstrated  the  binoc- 
ular microscope  which  he  had  devised  and 
manufactured  and  which  was  to  prove  later 
of  untold  advantage  to  science.  At  other 
meetings  of  this  year  the  society  investi- 
gated a case  of  “fatal  poisoning  from  sugar 
plums,”  and  passed  a resolution  on  the 
death  of  Daniel  Drake,  M.  D.,  and  at  the 
last  meeting  elected  Dr.  A.  F.  Axson  presi- 
dent. 

In  1854  Dr.  R.  Bein  was  president  and 
a Dr.  Chappin  vice-president.  At  the  Jan- 
uary 7 meeting  Dr.  Fenner  reported  a case 
of  thrombus  occurring  in  a negro  woman 
after  delivery  of  her  first  child.  At  the 
February  4 meeting  Dr.  Thomas  Hunt  re- 
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ported  a case  of  paralysis  of  both  upper 
and  both  lower  extremities.  At  the  same 
meeting  Dr.  Axson  reported  several  cases 
of  scarlet  fever,  Dr.  Meux  a case  of  tetanus, 
Dr.  ft.  Gale  several  cases  of  severe  diarrhea, 
and  Dr.  Chappin  two  cases  of  measles. 
Later  in  the  same  year  reports  were  heard 
on  cases  of  measles,  diarrhea,  dysentery, 
scarlet  fever,  neuralgic  cholera,  and  ure- 
thral stricture,  as  well  as  a case  of  imper- 
forate anus  which  had  been  entirely  re- 
lieved by  surgical  treatment  at  Charity 
Hospital. 

At  the  anniversary  meeting  in  Decem- 
ber, 1854,  Dr.  A.  Mercier  delivered  the  ora- 
tion and  deplored,  among  other  things,  the 
lack  of  progress  in  medicine  as  compared  to 
surgery,  though  this  was  long  before  the 
days  of  Pasteur  and  Lister.  The  activities 
of  the  society  seem  to  have  ended  in  1858, 
with  a discussion  of  the  radical  cure  of  in- 
guinal hernia.  Why  so  active  a group 
should  have  so  suddenly  ceased  to  function 
is  not  clear. 

(To  be  continued ) 

O 

SAMUEL  A.  CARTWRIGHT  AND 
STATES’  RIGHTS  MEDICINE* 

MARY  LOUISE  MARSHALL f 
New  Orleans 

As  one  of  the  most  colorful  figures  of 
Southern  medicine  in  the  first  half  of  the 
last  century,  it  is  surprising  that  so  little 
present-day  recognition  has  been  accorded 
Dr.  Samuel  A.  Cartwright,  of  Natchez  and 
New  Orleans.  In  a day  when  medical  jour- 
nals were  few,  he  published  more  than 
eighty  articles**  before  his  death  in  1863; 
his  physiologic  experiments  on  the  Louisi- 

*Read  before  the  Orleans  Parish  Medical  Society, 
March  11,  1940. 

fLibrarian  of  the  Rudolph  Matas  Medical 
Library  of  Tulane  University  and  Assistant  in 
Chaige  of  the  Library  of  the  Orleans  Parish  Medi- 
cal Society. 

**The  author  wishes  to  express  to  Dr.  Rudolph 
Matas  her  grateful  appreciation  for  the  privilege 
of  consulting  his  bibliographic  notes,  compiled  in 
the  preparation  of  his  History  of  Medicine  in 
Louisiana. 
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ana  alligator  attracted  much  attention  and 
controversy ; his  therapeutic  innovations 
were  marked  by  originality,  and  his  opin- 
ions were  noted  as  befitted  his  reputation 
for  medical  learning  and  experience. 

Samuel  Adolphus  Cartwright  was  born 
in  Fairfax  County,  Virginia,  on  November 
30,  1793.  He  was  the  son  of  Rev.  John  S. 
Cartwright  and  came  of  a family  of  poets, 
scholars  and  inventors.  Being  determined 
to  become  a physician,  he  began  to  study 
medicine  under  the  supervision  of  Dr.  John 
Brewer,  in  his  native  county,  but  his  studies 
were  interrupted  by  the  War  of  1812,  in 
which  he  enlisted.  In  the  Battle  of  North 
Point,  while  serving  in  Tanson’s  artillery, 
he  received  an  injury  which  resulted  in  a 
slight  deafness  that  became  progressively 
worse  until  his  death. 

Leaving  military  service  after  his  injury, 
he  resumed  his  medical  studies,  in  the  office 
and  under  the  direct  supervision  of  Dr. 
Eenjamin  Rush.  He  left,  however,  before 
receiving  his  degree  from  the  University  of 
Pennsylvania,  to  begin  practice  in  Hunts- 
ville, Alabama.  In  one  of  his  articles  he 
refers  to  some  years  of  study  in  Maryland, 
probably  in  Baltimore,  for  it  was  from  here 
here  that  one  of  his  most  signal  honors  was 
conferred  upon  him. 

In  1822,  he  moved  to  Natchez,  Mississippi, 
and  the  following  year  he  won  a prize  of- 
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fered  by  the  American  Medical  Recorder 
for  an  essay  on  the  Epidemic  Fever  of  Mon- 
roe County,  Mississippi,  in  the  summer  and 
autumn  of  1822.  It  is  probable  that  his  ob- 
servations on  this  epidemic  were  made 
while  he  was  en  route  from  Huntsville  to 
Natchez;  he  may  have  remained  in  Monroe 
County  for  several  years,  but  there  is  no 
record  of  extended  practice  there. 

Dr.  Cartwright  was  a Latin  and  Greek 
scholar  of  some  years,  and  he  now  studied 
French.  He  took  his  examination  before  the 
Western  Board  of  Medical  Censors  and  re- 
ceived his  license  to  practice  in  this  exten- 
sive area. 

Within  a year  or  so  after  he  moved  to 
Natchez,  he  contracted  yellow  fever.  He  was 
cared  for  by  the  Rev.  Mr.  Burruss,  in  a 
laundry  shed  near  Mr.  Burruss’  home,  about 
a mile  and  a half  from  Natchez,  directing 
his  own  treatment.  None  of  the  family  con- 
tracted yellow  fever  and  Dr.  Cartwright  at- 
tributed this  to  cleanliness,  fresh  air  and 
careful  nursing. 

In  1825,  he  married  Mary,  eldest  daugh- 
ter of  Dr.  Woodson  Wren.  This  same  year 
occurred  another  disastrous  yellow  fever 
epidemic  and  this  siege  is  said  to  have  af- 
forded Dr.  Cartwright  and  “his  life-long 
friend,  Dr.  John  W.  Monette,  their  first  op- 
portunity to  acquire  distinction  in  their  pro- 
fession.” A contributor  to  DeBow’s  Review 
says:  “They  soon  placed  their  reputations 
among  the  best  contributors  to  the  medical 
literature  of  the  day,  secured  for  them  both 
a practice  always  lucrative,  which  it  is  be- 
lieved never  waned  while  they  chose  to  at- 
tend it.” 

At  this  time  was  published  his  “Essay  on 
Syphilis,”  introducing  in  this  country  the 
use  of  large  doses  of  calomel  in  its  treat- 
ment. The  following  year  he  published  two 
prize  essays.  The  first,  an  ambitious  study 
of  some  84  pages  dealt  with  the  causes, 
symptoms,  morbid  anatomy  and  treatment 
of  some  of  the  principal  diseases  of  the 
Southern  states,  the  first  of  many  on  this 
subject.  Dr.  Cartwright  believed  that  in  a 
climate  so  different,  the  aspect  of  many 
diseases  varied  from  the  normal ; in  addi- 
tion, there  were  many  diseases  encountered 


in  the  South,  which  physicians  in  the  North 
were  never  called  upon  to  treat.  For  this 
reason,  he  sponsored  the  education  of  South- 
ern medical  students  by  Southern  physi- 
cians in  their  own  locale,  and  became  known 
throughout  the  medical  world  of  his  day  as 
a specialist  in  the  diseases  of  the  South. 

In  1826,  he  published  an  essay  on  “Chol- 
era Infantum,”  for  which  he  received  a 
prize  of  one  hundred  dollars  from  the  Medi- 
cal and  Chirurgical  Faculty  of  Maryland. 
In  this  year  also,  a gold  medal  was  awarded 
to  him  by  the  Boylston  Medical  Committee 
of  Harvard  University  for  his  dissertation 
on  “Whether  the  Veins  Perform  the  Func- 
tion of  Absorption.” 

It  is  not  surprising  that  Dr.  Cartwright’s 
knowledge  of  the  diseases  peculiar  to  his 
locale  should  have  reached  the  attention  of 
Dr.  Daniel  Drake.  His  article  on  the  use  of 
iodine  in  certain  infections  occurring  in  the 
South  is  reviewed  in  the  Western  Journal  of 
Medical  and  Physical  Sciences,  edited  by  Dr. 
Drake,  and  Dr.  Cartwright  is  referred  to  as 
“an  ingenuous  and  indefatigable  physi- 
cian.” In  1827,  the  American  Medical  Re- 
corder comments  editorially  on  his  “valu- 
able discovery  respecting  the  diseased  state 
of  the  ganglions  and  nerves  from  the  spinal 
marrow.” 

His  surgical  contributions,  though  few, 
are  interesting.  In  1829,  he  reports  in  the 
Transylvania  Journal  of  Medicine,  a case  of 
epilepsy  cured  by  operation  with  a tre- 
phine ; and  in  1832,  he  announces  a con- 
trivance for  use  in  wounds  of  the  lung, 
empyema  and  dropsy,  to  drain  the  “thorax 
of  liquid,  at  the  same  time  excluding  the 
admission  of  air.”  This  latter  observation 
received  notice  in  the  London  Medical 
Gazette. 

In  1832,  a terrible  cholera  epidemic  broke 
out  and  Dr.  Cartwright  was  again  in  the 
front  of  the  fight.  He  was  unusually  suc- 
cessful in  the  treatment  of  Asiatic  cholera 
and  his  written  observations  were  quoted 
widely  in  this  country  and  abroad.  He  was 
offered  professorships  in  Boston,  Philadel- 
phia, St.  Louis,  and  Baltimore,  but  he  pre- 
ferred to  remain  in  the  far  South.  In  1834, 
certain  citizens  of  Pine  Ridge,  Adams  Coun- 
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ty,  Mississippi,  presented  Dr.  Cartwright 
with  a “splendid  vase  with  suitable  inscrip- 
tion’’ and  one  thousand  dollars  as  a testi- 
monial of  their  sense  of  his  eminent  services 
in  the  year  1833  during  the  prevalence  of 
cholera. 

Having  accumulated  a handsome  fortune, 
in  1836,  he  went  with  his  family  to  Europe 
for  eighteen  months’  travel  in  France,  Eng- 
land, Italy,  and  Switzerland,  where  he  was 
received  most  cordially,  studying  and  at- 
tending clinics  throughout  his  trips.  His 
treatise  on  yellow  fever  was  adopted  by  the 
French  Government.  While  in  Paris,  under- 
going a course  of  treatment  for  his  deaf- 
ness, Dr.  Cartwright  was  called  home  by 
the  failure  of  the  New  Orleans  firm  which 
cared  for  his  fortune.  He  returned  to 
Natchez  and  spent  the  following  ten  years 
in  arduous  practice,  with  a three  months’ 
tour  of  the  North  in  1847  for  the  benefit  of 
his  health  and  to  gather  new  medical  infor- 
mation. 

During  this  second  period  of  active  prac- 
tice in  Natchez,  Dr.  Cartwright  made  sev- 
eral interesting  observations : First,  an 

article  on  the  health  preserving  properties 
of  the  Jussiere  grandiflora,  or  floating 
plant  (1840),  which  is  reprinted  in  full  in 
Daniel  Drake’s  Principal  Diseases  of  the 
Interior  Valley  of  North  America.  He  based 
his  proof  on  the  fact  that  the  plant  purified 
the  waters  on  which  it  grew,  and  notes  the 
remarkable  exemption  of  the  inhabitants  of 
the  surrounding  area  from  malaria  and 
miasmatic  diseases.  Mississippi  had  at  this 
time  annulled  its  laws  regulating  medical 
practice  and  in  another  report,  Dr.  Cart- 
wright by  statistical  analysis  shows  the  re- 
sulting enormous  increase  in  mortality.  In 
1846,  before  the  medical  convention  in  Jack- 
son,  Mississippi,  he  argued  in  favor  of  or- 
ganization against  quackery  and  patent 
medicines  and  for  Southern  diseases  to  be 
studied  and  treated  by  Southern  doctors.  In 
1842,  he  presented,  before  the  Natchez  Med- 
ical Society,  a synopsis  of  medical  etiquette 
which  v/as  unanimously  adopted  by  that  or- 
ganization and  indeed  merits  recognition  by 
the  medical  profession  of  today. 


From  this  time  on,  Dr.  Cartwright  began 
to  confine  his  study  and  writings  to  South- 
ern diseases  and  Southern  therapy,  and  was 
severely  criticized  for  his  ideas  in  this  re- 
gard by  Dr.  John  Bell  who  was  responsible 
for  naming  him  the  sponsor  of  “states’ 
rights  medicine.”  Dr.  Cartwright  warmly 
answered  Dr.  Bell’s  attack  before  the  Mis- 
sissippi Medical  Convention  in  1846. 

In  1848,  he  came  to  New  Orleans  to  study 
cholera  in  the  Charity  Hospital  and  to  wit- 
ness a great  number  of  autopsies  on  cholera 
subjects.  He  decided  to  remain  in  New  Or- 
leans and  continue  his  practice  in  this  city, 
and,  in  1849,  published  a small  pamphlet 
entitled  “Pathology  and  Treatment  of 
Cholera,  with  an  Appendix  Containing 
Latest  Instructions  to  Planters  and  Heads 
of  Families” ; this  publication  was  widely 
reviewed.  In  view  of  the  present  knowledge 
of  the  transmission  of  cholera  his  advice  to 
planters  is  interesting:  “Remove  the  sick 
and  well  to  a new  locality  immediately  on 
the  appearance  of  the  disease.  Cholera 
poison  follows  a road,  river,  hedge  or  ditch 
and  has  a tendency  to  rest  in  houses  wheth- 
er inhabited  or  not.”  The  Boston  Medical 
and  Surgical  Journal  observed : “Such  is  the 
reputation  of  Dr.  Cartwright  for  both  pro- 
fessional skill  and  learning  that  this  publi- 
cation is  unquestionably  exerting  a com- 
manding and  sanitary  influence  in  the 
region  of  the  country  for  which  it  was  pre- 
pared.” The  editor  of  the  New  Orleans 
Medical  and  Surgical  Journal  says : “Dr. 
Cartwright  is  extensively  known  through- 
out the  South  as  an  able  writer  and  medical 
philosopher.  He  has  written  much  and  well 
on  political  as  well  as  on  medical  subjects, 
and  in  both  departments  he  wields  a ready 
and  an  able  pen.  In  starting  new  issues  or 
in  sustaining  old  ones,  he  is  equally  original 
and  maintains  his  position  with  inflexible 
firmness  and  illustration.  . . . His  opinions 
have  great  weight  with  the  public  on  all 
subjects  connected  with  medicine.  He  has 
been  for  nearly  half  a century  a practitioner 
of  medicine  in  the  South  where  he  has  en- 
joyed extensive  opportunities  for  studying 
our  peculiar  diseases.”  The  political  writ- 
ings referred  to  sponsor  the  South’s  attitude 
toward  slavery,  which  Dr.  Cartwright 
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argued  was  justified  both  ethnologically 
and  on  Biblical  authority. 

In  1851,  he  was  appointed  Chairman  of  a 
Committee  of  the  Medical  Association  of 
Louisiana  to  report  on  diseases  of  the  negro. 
This  study  also  stresses  the  importance  of 
the  study  and  treatment  of  diseases  in  the 
South  by  physicians  trained  in  this  locality. 
He  became  Professor  of  Diseases  of  the 
Negro,  in  the  Medical  Department  of  the 
University  of  Louisiana — later  Tulane  Uni- 
versity of  Louisiana  School  of  Medicine.  So 
far  as  can  be  ascertained,  this  is  the  only 
Professorship  in  Diseases  of  the  Negro  ever 
established  in  any  American  medical  school. 

The  following  year  a series  of  articles  ap- 
peared in  which  Dr.  Cartwright  upheld  Mrs. 
Emma  Willard’s  theory  that  the  motive 
power  of  the  blood  lay  in  the  lungs 
rather  than  in  the  heart.  His  arguments, 
backed  by  experiments  on  the  Louisiana  al- 
ligator, were  described  in  his  most  argu- 
mentative style.  Of  his  controversial  talent, 
Dr.  D.  Warren  Brickell,  of  New  Orleans, 
says  in  a contemporary  editorial : “Dr. 
Cartwright  is  not  easily  driven  from  the 
field  of  controversy,  and  if  modern  writers 
fail  him,  he  appeals  at  once  to  those  who 
write  in  Greek,  Latin  and  Hebrew,  thus 
overwhelming  his  assailants  by  his  immense 
Biblical  knowledge.  Let  no  critique  then 
attack  the  doctor  without  first  counting  the 
cost.  He  wields  a club  of  Hercules  and 
never  lifts  it  but  to  fell  his  opponent  to  the 
earth.” 

Perhaps  the  most  interesting  of  Dr.  Cart- 
wright’s endemic  remedies  was  his  so-called 
sugar-house  cure  for  bronchial,  dyspeptic 
and  consumptive  complaints,  propounded  in 
1852.  Through  long  years,  he  had  observed 
the  appreciable  gain  in  weight  of  all  those 
employed  in  cane  grinding  and  the  local  re- 
fining of  sugar.  Applying  this  observation 
to  practical  therapy  he  assigned  patients 
suffering  from  bronchial  and  pulmonary 
complaints  to  spend  their  days  on  a plat- 
form built  over  the  kettles  of  boiling  cane 
in  the  sugar  houses  of  South  Louisiana  plan- 
tations. The  patients  gained  in  wreignt  and 
the  cough  was  much  improved,  at  least  tem- 
porarily, Unfortunately  the  treatment  re- 


ceived newspaper  publicity  in  the  North  and 
Dr.  Cartwright  was  sadly  misquoted.  This 
brought  forth  a series  of  articles  justifying 
his  therapeutic  suggestion  before  the  medi- 
cal profession  with  testimonial  letters  from 
the  patients  so  treated. 

Dr.  Cartwright  was  strongly  opposed  to 
the  use  of  alcoholic  beverages  and  published 
a study  based  on  his  own  experience  of  lon- 
gevity in  connection  with  the  use  and  abuse 
of  alcohol.  Many  of  his  later  articles  deal 
with  the  diseases  and  constitution  of  the 
negro  and  diseases  to  be  found  principally 
in  the  South.  An  interesting  communica- 
tion in  1860  describes  the  virtues  of  the  hot 
springs  of  Arkansas.  A number  of  letters 
and  reports,  political  in  tone,  deal  with  the 
South’s  attitude  toward  the  negro,  and  be- 
speak the  troublous  times  just  preceding  the 
War  between  the  States. 

Dr.  Bennet  Dowler  and  Dr.  Cartwright 
seem  to  have  been  warm  friends.  One  of 
Dr.  Dowler’s  physiologic  contributions  is 
dedicated  to  “Samuel  Cartwright,  M.  D., 
distinguished  as  a philosopher,  honored  as 
a physician,  admired  as  a man.”  Referring 
to  Dr.  Cartwright  in  1857,  he  said:  “It  is 
not  the  man  who  has  practiced  medicine 
most  extensively  and  has  obtained  thereby 
most  wealth;  but  he  who  transmits  to  his 
successors  the  rich  stores  of  his  experience, 
observation  and  thoughts  in  the  art  of  heal- 
ing, that  deserves  to  be  called  philanthropist 
and  philosopher.” 

His  health  preventing  active  service, 
shortly  after  the  outbreak  of  the  War  be- 
tween the  States,  Dr.  Cartwright  received 
an  appointment  to  care  for  the  health  of  the 
Confederate  soldiers  in  the  Natchez  area, 
and  while  on  duty  here  he  contracted  the 
disease  which  caused  his  death  in  1863. 

Perhaps  we  are  inclined  to  honor  too  little 
the  physicians  of  the  last  century.  Working 
without  laboratory  facilities  as  we  know 
them,  without  knowledge  of  asepsis  and 
x-ray,  without  libraries  other  than  their 
personal  collections,  small  wonder  that  some 
of  their  conclusions  were  incorrect.  The 
wonder  is  rather  that  they  observed  and 
accomplished  so  much  under  the  very  dif- 
ficult conditions  of  medical  practice  in  their 
day.  The  records  of  their  work,  which  are 


78 


Pasternack — Aseptic  Meningitis 


left  to  us,  show  unusual  earnestness,  sin- 
cerity, ingenuity  and  originality.  Outstand- 
ing in  all  these  attributes  was  Samuel 
Adolphus  Cartwright.  Recognition  for  his 
distinguished  accomplishments  was  given 
him  in  his  own  time,  and  no  less  apprecia- 
tion should  be  accorded  him  in  our  day,  as 
a pioneer  of  medicine  in  the  deep  South. 
o 

ACUTE  ASEPTIC  MENINGITIS* 

A DISCUSSION  OF  THE  ETIOLOGY, 
EPIDEMIOLOGY  AND  DIAGNOSIS 

JOSEPH  G.  PASTERNACK,  M.  D.f 
New  Orleans 

Meningitis  is  an  alarming  disease.  The 
signs  and  symptoms  are  clinically  more  or 
less  the  same  irrespective  of  the  cause,  and 
depend  mainly  on  the  intensity  and  extent 
of  the  inflammation  of  the  meninges.  If 
there  is  a meningitis  present,  it  is  impor- 
tant to  determine  the  cause.  This  is  essen- 
tial from  the  point  of  view  of  therapy  and 
especially  the  prognosis. 

In  1924  Wallgren1  called  attention  to  a 
peculiar  form  of  meningitis  that  he  termed 
acute  aseptic  meningitis.  Most  of  his  pa- 
tients were  children  and  young  persons. 
After  mild  prodromal  symptoms  of  short 
duration,  the  patient  became  acutely  ill, 
often  with  high  fever,  headache,  vomiting 
and  more  or  less  stupor,  but  rarely  com- 
plete unconsciousness. 

Examination  regularly  disclosed  stiffness 
of  the  neck,  positive  Kernig’s  sign,  decided 
opisthotonus  and  slight  or  no  localizing 
symptoms  referable  to  the  central  nervous 
system ; at  most  only  sluggishness  of  the  pu- 
pils, anisocoria,  perhaps  strabismus,  rare- 
ly paresis  of  other  cranial  nerves,  for  ex- 
ample the  facial.  The  spinal  fluid  was 
clear  or  occasionally  turbid,  under  slightly 
increased  pressure  and  with  elevated  globu- 
lin and  cell  count.  The  cells  were  usually 
lymphocytes,  with  some  polymorphonuclears 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  22,  1940. 

fFrom  the  U.  S.  Public  Health  Service,  Marine 
Hospital,  New  Orleans. 


occasionally  present  early  in  the  disease. 
The  cell  count  was  moderate  and  rarely 
around  1,000  or  over.  Smear  and  culture 
failed  to  disclose  the  presence  of  micro- 
organisms. The  course  of  the  disease  was 
short  and  the  prognosis  was  regularly  good. 

In  1929  Viets  and  Watts2  described  three 
cases  of  Wallgren’s  disease  at  the  Massa- 
chusetts General  Hospital.  Soon  more  re- 
ports began  to  appear  in  this  country  and 
in  Europe,  but  without  clues  as  to  the 
etiology. 

In  1934,  during  the  transmission  from 
monkey  to  monkey  of  infectious  material 
derived  from  a fatal  case  of  the  1933  St. 
Louis  epidemic  of  encephalitis,  Armstrong8 
encountered  a virus  that  was  quite  distinct 
from  the  virus  of  St.  Louis  encephalitis. 
On  the  basis  of  the  pathologic  picture  pro- 
duced by  intracerebral  inoculation  of  mon- 
keys and  mice,  he  named  it  the  virus  of 
experimental  choriomeningitis.  He  pre- 
dicted that  the  virus  would  ultimately  be 
found  to  have  some  significance  in  human 
medicine.  He  also  stated,  that  the  human 
disease  most  nearly  simulated  by  the  ex- 
perimental disease  in  monkeys  was  perhaps 
the  so-called  “lymphocytic  or  aseptic  menin- 
gitis” described  by  Wallgren,  Viets  and 
Watts  and  others. 

Traub4  later  isolated  a virus  from  a 
colony  of  apparently  normal  white  mice, 
which  appeared  to  resemble  closely  the 
virus  isolated  by  Armstrong.  The  isolation 
of  a similar  virus  from  the  spinal  fluid  of 
two  human  cases  of  Wallgren’s  meningitis 
by  Rivers  and  Scott,5  and  the  proof  of  the 
immunologic  identity  of  the  viruses  isolated 
by  Armstrong,  Traub,  and  Rivers  and  Scott, 
has  provided  evidence  for  the  etiologic 
agent  of  one  group  of  cases  of  “acute  aseptic 
meningitis”  or  the  more  descriptive  and 
accurate  designation  “lymphocytic  chorio- 
meningitis.” 

I wish  to  point  out  now  that  the  outstand- 
ing authorities  on  this  disease5’ 7i  8 have 
presented  evidence  that  all  cases  of  acute 
aseptic  meningitis  are  not  caused  by  this 
virus  and  that  the  clinical  entity  described 
by  Wallgren  has  more  than  one  etiologic 
agent  or  agents. 
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It  is  difficult  or  impossible  to  differenti- 
ate by  clinical  means  alone,  the  cases  of 
acute  aseptic  meningitis  caused  by  the  virus 
of  lymphocytic  choriomeningitis,  from  those 
in  which  no  causative  agent  can  be  demon- 
strated ; however,  according  to  the  report 
of  Baird  and  Rivers,9  the  spinal  fluid  cell 
counts  in  the  cases  studied  by  them  were 
higher  in  the  former  group  than  in  the 
latter. 

The  virus  of  lymphocytic  choriomenin- 
gitis has  now  been  recovered  in  several 
widely  separated  places,  in  the  United 
States,  in  Europe  and  in  Japan. 

The  method  of  spread  of  the  infection  has 
been  an  important  subject  of  investigation. 
Wooley,  Armstrong  and  Onstott0  were  able 
to  transmit  occasional  infection  by  instilling 
the  virus  into  the  urethra  or  vagina  of  mon- 
keys. These  observations  together  with  the 
fact  that  they  had  demonstrated  the  virus 
in  urine,  where  it  tends  to  persist,  and  in 
the  seminal  vesicle  fluid  and  testicular 
tissue  of  infected  animals,  suggested  to 
them  a venereal  route  as  one  of  the  possible 
explanations  for  the  transmission  of  the 
disease  in  adults. 

The  virus  is  known  to  spread  spontane- 
ously among  monkeys  and  mice,  and  it  may 
be  endemic  in  animals  over  a period  of 
years.10  Traub10  has  shown  that  naturally 
infected  mice,  capable  of  transmitting  the 
disease,  generally  discharge  large  amounts 
of  virus  through  the  nose  for  a longer  pe- 
riod of  time  than  mature  mice  experi- 
menfalty  infected.  In  addition  to  contact 
infection,  pregnant  mice  that  continued  to 
carry  virus  in  the  blood  after  clinical  re- 
covery, often  transmitted  the  virus  to  their 
embryos. 

Only  recently  Armstrong  and  Sweet11  re- 
ported finding  active  choriomeningitis  virus 
In  three  of  five  mice  trapped  in  two  houses 
in  which  proved  human  cases  of  the  disease 
were  present.  They  failed  to  find  the  in- 
fection in  21  mice  trapped  in  eight  houses 
and  buildings  in  which  the  human  disease 
was  not  present.  This  association  of  human 
cases  and  infected  mice  is  more  than  a 
coincidence. 

Coggeshall1-  reported  the  transmission 
of  the  disease  to  guinea  pigs  by  the  bite  of 


Aecles  aegypti  mosquitoes.  He  stated  that 
they  can  transmit  the  infection  as  early  as 
the  fourth  and  as  late  as  the  fifteenth  day 
after  feeding  on  an  infected  animal.  The 
study  is  being  extended  to  include  other 
hosts  and  vectors. 

It  is  interesting  to  note  that  the  infection 
of  workers  constantly  in  contact  with  in- 
fected animals  is  rare  and  there  are  but  few 
instances  in  which  neutralizing  antibodies 
were  demonstrated  in  workers.13 

It  is  more  probable  that  the  usual  source 
of  infection  for  man  is  man.  In  this  con- 
nection it  is  important  to  mention  that  Mac- 
Callum  and  Findlay14  recovered  the  virus 
from  the  nasopharyngeal  washings  of  a 
patient  on  two  occasions  early  in  the  dis- 
ease. 

With  increasing  reports  of  human  cases 
of  aseptic  meningitis  in  this  country  and  in 
Europe,  it  was  but  natural  that  epidemio- 
logic studies  should  follow  in  an  endeavor 
to  determine  the  prevalence  of  infections 
with  the  new  virus.  These  studies  have 
been  based  largely  on  the  detection  of  virus 
neutralizing  antibodies  in  the  serum  of  per- 
sons recovered  from  the  disease. 

Wooley,  Armstrong  and  Onstott0  tested 
the  blood  sera  of  1,248  persons  from  vari- 
ous localities  in  the  United  States  for  pro- 
tective antibodies  against  the  virus  of 
lymphocytic  choriomeningitis.  They  de- 
monstrated antibodies  in  138,  (11  per  cent), 
questionable  protection  was  obtained  in  131 
(10.4  per  cent),  while  979  (78.6  per  cent) 
gave  negative  results.  Fifty-three  of  the 
1,248  sera  were  from  clinically  diagnosed 
cases  of  “aseptic  meningitis.”  Antibodies 
were  demonstrated  in  17  of  the  53  sera  (32 
per  cent).  They  demonstrated  antibodies 
in  117  sera  from  997  persons  without  any 
history  of  central  nervous  system  or  menin- 
geal involvement. 

Wooley,  Stimpert,  Kessel  and  Arm- 
strong15 studied  680  blood  sera  from  per- 
sons in  various  localities  of  the  United 
States,  Hawaii,  Panama,  Canal  Zone,  and 
Puerto  Rico.  Of  the  total  number,  18.1  per 
cent  definitely  showed  protective  antibodies, 
and  the  areas  represented  showed  widely 
divergent  results.  Thus,  in  the  larger 
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groups  the  proportion  showing  protection 
varied  from  6.3  per  cent  in  the  Middle  At- 
lantic States  to  44.3  per  cent  in  the  Pacific 
States.  However,  all  areas  from  which  a 
reasonably  large  number  of  bloods  were 
examined  showed  some  virus  neutralizing 
sera.  These  findings,  together  with  those 
already  reported,  emphatically  suggest  that 
the  infection  is  widely  distributed  and  in- 
fects man  more  commonly  than  is  generally 
believed. 

The  investigations  mentioned  disclosed 
that  many  individuals  without  histories  of 
having  had  any  involvement  of  the  central 
nervous  system  possessed  neutralizing  anti- 
bodies in  their  blood  against  the  virus  of 
lymphocytic  choriomeningitis.  Thus,  it  ap- 
pears that  a person  can  be  and  not  infre- 
quently is  infected  with  this  virus  without 
having  had  any  illness  referable  to  the  cen- 
tral nervous  system. 

The  variability  in  severity  of  proved 
cases  of  the  disease  in  man,  and  the  often 
observed  presence  of  a “cold”  or  “grippe” 
a few  days  prior  to  the  occurrence  of 
meningeal  symptoms  suggests  that  these 
early  signs  may  represent  a systemic  in- 
vasion in  which  meningeal  involvement  is 
a later  and  possibly  exceptional  occurrence. 
The  high  incidence  of  virus  neutralizing 
antibodies  found  in  persons  giving  a history 
of  upper  respiratory  infection  but  no  menin- 
geal involvement  supports  this  view.  Also, 
this  concept  is  compatible  with  the  experi- 
mental disease  in  animals  inoculated  with 
the  virus  by  routes  other  than  directly  into 
the  central  nervous  system,  and  with  the 
results  of  Lepine,10  Laigret  and  Durant,17 
and  Kreis18  in  the  inoculation  of  human 
volunteers. 

A significant  but  unexplained  observa- 
tion is  that  although  the  majority  of  cases 
of  acute  aseptic  meningitis  have  been  in 
children  and  young  indviduals,  the  sero- 
logic evidence  of  asymptomatic  infection  in 
children  is  slight. 

The  epidemiology  of  lymphocytic  chorio- 
meningitis is  still  in  the  embryonic  stage, 
Spontaneous  epidemics  of  this  disease  are 
known  to  occur  in  stocks  of  monkeys,  and 
colonies  of  mice.  Small  epidemics  have 


been  reported  in  man.  The  epidemic  re- 
ported by  Kent19  in  a large  group  of  chil- 
dren unfortunately  lacks  the  important  data 
essential  in  establishing  a diagnosis. 

The  disease  appears  to  be  most  prevalent 
in  the  summer  months,  June,  July  and 
August;  cases  also  occur  in  March,  April 
and  in  September.  It  is  definitely  not  a 
winter  disease.  Cases  may  occur  in  the 
same  family  or  in  children  in  the  same 
classroom.  On  clinical  and  epidemiologic 
evidence,  there  is  the  danger  that  the  dis- 
ease may  be  considered  an  abortive  form  of 
poliomyelitis. 

From  the  clinical  data  and  the  extensive 
experimental  studies,  there  is  no  evidence 
that  the  virus  of  lymphocytic  choriomenin- 
gitis involves  any  part  of  the  nervous  sys- 
tem except  the  meninges  and  choroid 
plexus.  Hence  signs  of  a meningitis  are 
the  sole  clinical  manifestations  of  its 
activity. 

On  the  other  hand  many  viruses  that 
attack  the  central  nervous  system  also  pro- 
duce some  reaction  in  the  meninges,  but  in 
addition  there  is  definite  injury  to  some 
particular  part  of  the  brain  or  spinal  cord 
with  a resultant  train  of  symptoms  and 
signs  considered  to  be  more  or  less  charac- 
teristic, that  is,  selection  of  the  anterior 
horn  cells  in  poliomyelitis  and  the  nuclei 
of  the  cranial  nerves  in  encephalitis.  How- 
ever, it  should  be  remembered  that  signs  of 
meningitis  may  be  the  only  clinical  mani- 
festation of  abortive  attacks  of  poliomyeli- 
tis, of  the  St.  Louis  type  of  encephalitis,  or 
of  epidemic  encephalitis  in  its  meningeal 
form.  Moreover  meningeal  signs  may  oc- 
casionally be  the  outstanding  feature  of 
other  virus  diseases,  such  as  herpes  zoster 
and  mumps.  The  disease  has  been  fre- 
quently diagnosed  tuberculous  meningitis. 
The  danger  of  confusng  lymphocytic  chorio- 
meningitis or  Wallgren’s  disease  is  so  great, 
that  extreme  caution  must  be  exercised  in 
giving  a prognosis  in  cases  of  meningitis 
until  every  means  to  determine  the  etiologic 
agent  is  used  in  each  case. 

Lymphocytic  choriomeningitis  in  man  is 
usually  a benign,  acute,  transient  disease. 
Occasionally  it  may  be  subacute  or  chronic, 
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prolonged  and  severe,  but  rarely,  fatal.  Two 
fatal  cases  have  been  recorded.-"' 21  Sequelae 
are  rare.  One  case  of  adhesive  arachnoid- 
itis22 and  one  of  mental  deterioration23  have 
been  reported. 

symptoms 

The  transient  form  usually  has  an  acute 
onset  without  distinct  prodromal  symptoms, 
or  with  those  of  a “cold”,  the  “grippe”  or 
one  of  the  acute  infectious  diseases.  It 
begins  with  headache  and  a feeling  of  dizzi- 
ness. Soon  drawing  pains  appear  in  the 
muscles  of  the  neck,  the  back  and  the  legs. 
The  headache  becomes  severe  and  the  pa- 
tient desires  to  go  to  bed.  A mild  degree  of 
fever  is  present.  Rarely  the  patient  com- 
plains of  chilliness.  All  patients  complain 
of  nausea,  and  in  about  half  of  the  cases 
there  is  associated  vomiting.  The  patient 
is  frequently  ill  several  days  before  the 
physician  is  called,  and  by  then  meningeal 
signs  and  symptoms  are  usually  present. 
There  is  fever,  stiffness  of  the  neck,  severe 
headache,  and  Kernig’s  sign  is  present. 
There  may  be  retention  of  urine,  stupor, 
delirium,  convulsions,  aphasia,  blurred  vi- 
sion and  transient  paresis  of  the  facial  or 
ocular  nerves.  There  may  be  a positive 
Babinski  sign.  There  is  frequently  a 
pharyngitis  or  tonsillitis. 

Examination  of  the  cerebrospinal  fluid  is 
important.  The  pressure  is  normal  or 
slightly  increased.  The  fluid  is  usually 
water  clear,  occasionally  opalescent  and 
rarely  a fine  web  or  pellicle  may  form  after 
several  hours’  standing,  a finding  tradition- 
ally associated  with  tuberculous  meningitis. 
The  cell  count  shows  wide  variations.  The 
total  cells  may  be  less  than  100  and  all 
lymphocytes,  or  as  high  as  12,500  and  70 
per  cent  polymorphs.24  Polymorphonuclear 
leukocytes  are  frequently  associated  with 
severe  illness.  Their  reduction  in  number 
and  final  disappearance  is  stated  to  be  co- 
incident with  recovery.  The  total  protein 
is  frequently  increased  and  may  be  double 
the  normal.  The  colloidal  gold  test  may  be 
normal  or  show  a meningitic  reaction.  Some 
authors2' 25  stress  the  normal  sugar  and 
chloride  content  in  the  spinal  fluid  as  being 
Cl  diagnostic  significance  in  differentiating 


between  lymphocytic  choriomeningitis  and 
tuberculous  meningitis.  This  finding  how- 
ever, loses  its  significance  when  there  is 
severe  vomiting  and  the  spinal  fluid  chlo- 
rides and  sugar  may  be  lowered  in  lympho- 
cytic choriomeningitis  to  the  level  found  in 
early  tuberculous  meningitis.26  The  comple- 
ment-fixation test  for  syphilis  is  negative. 
Micro-organisms  cannot  be  demonstrated  in 
smears  and  cultures  of  the  spinal  fluid.  The 
blood  may  show  only  a minor  leukocytosis 
on  a count  of  20,000  with  an  absolute  lym- 
phocytosis. 

COURSE 

The  course  of  the  acute  transient  form 
varies  in  severity  and  duration,  but  most 
patients  recover  in  one  or  two  weeks.  The 
fever  may  be  up  to  104°  F.  the  first  day  or 
two,  but  this  rapidly  abates  and  a tempera- 
ture of  99°  to  100°  F.  continues  eight  to  11 
days  and  then  there  is  a return  to  normal 
by  lysis.  Occasionally  a low  grade  fever 
may  persist  for  two  weeks.  The  cells  in 
the  spinal  fluid  return  to  normal  and  the 
muscle  stiffness  in  the  neck  disappears. 
The  more  severe  symptoms,  such  as  coma 
and  convulsions,  usually  disappear  after  the 
first  or  second  withdrawal  of  spinal  fluid. 
In  some  cases  stupor  or  coma  may  persist 
for  a week  and  death  may  seem  near,  then 
suddenly  the  symptoms  abate. 

Occasionally  after  a few  days  or  a week 
there  may  be  a relapse,  but  the  symptoms 
are  usually  mild  and  of  short  duration. 

While  the  majority  of  cases  have  been 
of  the  acute  transient  type,  a prolonged  and 
severe  form  of  the  disease  may  be  encoun- 
tered. The  literature  contains  but  few 
references  to  this  type  of  choriomeningitis. 
Cases  lasting  three  to  four  weeks,  six 
weeks,  two  months,  four  months  and  five 
months  are  on  record.24  Cases  of  this  type 
may  cause  considerable  concern  as  to  diag- 
nosis and  prognosis. 

THE  CHRONIC  FORM 

The  chronic  form  may  be  a continuation 
of  the  acute  disease,  but  more  often  it  is 
insidious  in  onset.  Headache  is  a constant 
complaint.  Drawing  pains  in  the  muscles 
of  the  neck  and  back  are  usually  present, 
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occasionally  also  in  the  legs.  Meningeal 
signs  and  symptoms  are  rarely  pronounced 
early  in  the  course  of  the  disease.  The 
spinal  fluid  is  regularly  under  increased 
pressure.  It  is  opalescent  and  may  show 
web  formation  after  standing.  The  cells 
vary  between  200  and  500  and  are  practi- 
cally all  lymphocytes.  In  all  of  the  reported 
cases,  after  several  weeks  the  fever  and 
symptoms  were  augmented  and  became 
severe.  The  majority  of  chronic  cases  have 
been  in  adults.  Recovery  is  the  rule  and 
there  have  been  no  serious  complications  or 
sequelae. 

CONCLUSIONS 

To  prove  that  a patient  has  lymphocytic 
choriomeningitis  the  virus  must  be  isolated 
by  animal  inoculation  from  the  spinal  fluid 
or  blood ; or  virus  neutralizing  antibodies 
must  be  demonstrated  in  the  serum  of  the 
patient  against  a known  strain  of  chorio- 
meningitis virus.  There  is  the  possibility 
that  an  occasional  patient  infected  with  the 
virus  may  not  develop  antibodies.  In 
Howard’s  case26  antibodies  did  not  appear 
until  45  weeks  after  the  onset  of  the  acute 
infection.  While  virus  neutralizing  anti- 
bodies have  been  shown  to  persist  for  two 
or  three  years,  they  may  disappear  after  a 
few  months.9 

The  complement-fixation  test  and  yrecipi- 
tin  reaction  developed  by  Smadel  and  his 
co-workers27’ 28  may  prove  to  be  more  prac- 
tical and  more  useful  than  the  virus  neutral- 
ization test  for  the  diagnosis  of  lymphocytic 
choriomeningitis. 

There  is  no  specific  laboratory  method 
for  the  diagnosis  of  those  cases  of  acute 
aseptic  meningitis  that  are  not  caused  by 
the  virus  of  lymphocytic  choriomeningitis. 
They  cannot  be  differentiated  by  clinical 
means  alone. 
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DISCUSSION 

Dr.  Hugh  P.  Newbill  (New  Orleans)  : Dr.  Pas- 
ternack’s review  has  been  so  comprehensive  that 
little  is  left  for  me  to  say.  My  personal  contact 
with  the  disease  under  discussion  has  been  insuf- 
ficient to  draw  any  significant  conclusions. 

Four  years  ago  at  the  University  of  Virginia 
Hospital  I did  observe  several  patients  whose  con- 
dition was  felt  to  be  acute  aseptic  meningitis;  the 
diagnoses,  however,  were  only  reached  by  a process 
of  elimination.  Shortly  after  they  were  discharged 
from  the  hospital,  we  learned  that  a peculiar  form 
of  so-called  “grippe”  was  epidemic  in  the  com- 
munity. A number  of  patients  had  complained  of 
severe  headache,  mild  to  moderate  stiff  neck  and 
generalized  aching.  These  symptoms  were  of  short 
duration  and  many  were  not  sufficiently  sick  to 
have  medical  attendance.  In  several  instances  more 
than  one  member  of  a family  was  sick.  One  lay- 
man, in  social  conversation,  told  me  that  “nearly 
everyone  I know  has  had  it.”  The  fact  that  stiff- 
ness of  the  neck  was  so  persistently  present  made 
us  feel  that  we  actually  were  dealing  with  an  epi- 
demic of  acute  aseptic  meningitis,  only  a few  cases 
having  been  sufficiently  severe  to  warrant  hos- 
pitalization. Whether  or  not  this  was  an  actual 
fact,  I,  of  course,  cannot  say.  However,  we  may 
safely  assume  that  similar  mild  or  even  subclinical 
cases  must  occur  to  account  for  the  relatively  wide- 
spread degree  of  immunity  to  the  disease. 

In  the  same  community,  we  saw  an  unusual  num- 
ber of  neurologic  patients  whose  lesions  we  felt 
were  due  to  viruses.  I would  like  to  ask  Dr.  Paster- 
nack if  there  is  any  evidence  indicating  that  this 
disease  is  more  common  in  regions  where  other 
virus  infections  are  endemic  or  epidemic. 

Dr.  Pasternack:  This  observation  has  not  been 
made. 

O 

SULFAPYRIDINE  THERAPY  IN  PNEU- 
MOCOCCIC MENINGITIS  COMPLI- 
CATED BY  PULMONARY 
TUBERCULOSIS  WITH 
RECOVERY 

CASE  REPORT 

Suzanne  Schaefer,  M.D.f 
New  Orleans 

Hewell  and  Mitchell,1  who  reviewed  the 
literature  of  pneumococcic  meningitis 
through  1938,  reported  that  between  1927, 
when  Goldstein  and  Goldstein  collected  150 
recoveries,  and  1937,  thirty  authentic  re- 

fFrom  Touro  Infirmary  of  New  Orleans  and 
the  School  of  Medicine  of  Louisiana  State  Uni- 
versity. 


coveries  from  the  disease  were  recorded  in 
the  literature.  Between  1937  and  the  date  of 
writing,  they  themselves  were  able  to  col- 
lect 27  recoveries  from  pneumococcic  men- 
ingitis in  which  the  administration  of  sulfa- 
nilamide or  its  derivatives  had  formed  part 
of  the  therapy.  To  this  number,  they  added 
three  personal  recoveries  and  had  seen  an 
additional  recovery  before  the  paper  was 
published. 

From  1926  to  1937,  according  to  these  au- 
thors, 23  cases  of  pneumococcic  meningitis 
had  been  attended  with  a 100  per  cent  mor- 
tality at  the  Children’s  Hospital  of  Cincin- 
nati and  on  the  children’s  services  of  the 
Cincinnati  General  Hospital.  The  introduc- 
tion of  sulfanilamide  had  reduced  the  mor- 
tality in  six  cases  observed  after  1937  to  50 
per  cent.  Data  available  from  personal  ob- 
servation and  the  literature  did  not  permit 
any  conclusions  as  to  whether  better  results 
were  secured  with  sulfanilamide,  prontosil, 
or  sulfapyridine.  It  could  not  be  shown  that 
the  age  of  the  patient,  the  type  of  pneumo- 
coccus, or  the  dosage  bore  any  constant  re- 
lation to  recovery. 

The  case  herewith  reported  is  put  on  rec- 
ord for  two  reasons : First,  that  it  furnishes 
another  instance  of  recovery  from  pneumo- 
coccic meningitis  as  the  result  of  sulfapy- 
ridine therapy;  and  second,  that  the  acute 
meningitic  state  was  complicated  by  active 
pulmonary  tuberculosis  and  by  a tubercu- 
lous infection  of  the  knee  joint. 

CASE  REPORT 

F.  I.,  a white  girl  aged  10  years  and  10  months, 
was  first  seen  December  27,  1939.  For  the  past 
two  years,  she  had  had  a painless  unilateral 
(right)  synovitis  of  the  knee,  with  intermittent 
exacerbations.  In  the  course  of  the  last  attack, 
she  had  been  seen  by  an  orthopedist,  who  re- 
ferred her  to  me  for  a general  examination  before 
instituting  any  therapy. 

The  past  history  was  negative  except  for  the 
synovitis  mentioned  and  recurrent  attacks  of 
otitis  media,  none  of  which  had  needed  surgical 
therapy.  The  child  was  of  normal  size  and  weight 
for  her  age,  and  looked  healthy.  The  only  posi- 
tive physical  finding  was  an  enlargement  of  the 
right  knee,  with  evidence  of  fluid  in  the  joint. 

Blood  study  and  urinalysis  revealed  nothing- 
abnormal.  A tuberculin  test  was  strongly  posi- 
tive, and  roentgenologic  examination  of  the  chest 
was  reported  as  follows: 
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Stereoscopic  films  of  the  chest  show  . . . “the 
right  hilus  shadow  to  be  somewhat  prominent. 
There  is  an  infiltrative  process  in  the  left  apex 
made  up  of  strand-like  shadows  and  a few  clearly 
demarcated  interspersed  tubercles.  The  lower 
portion  of  the  left  lung  appears  to  be  normal. 
There  is  some  increase  in  the  markings  in  the 
extreme  right  apex  and  it  is  believed  that  there 
is  a tuberculous  infiltration  in  this  area  also, 
though  to  a lesser  degree  than  on  the  opposite 
side.  The  lower  portion  of  the  right  lung  is  clear, 
and  both  diaphragms  are  smooth  and  well  rounded. 
Serial  studies  will  be  necessary  to  determine  the 
activity  of  the  tuberculous  process,  which  is  of  the 
adult  type.” 

Since  the  child  had  no  temperature  elevations, 
night  sweats,  loss  of  weight,  or  other  signs  of 
tuberculous  activity,  a regimen  of  only  partial 
rest  was  instituted.  A cast  was  applied  to  the 
right  leg,  extending  from  the  thigh  to  the  toes, 
after  fluid  had  been  aspirated  from  the  joint. 
The  fluid  was  proved  by  guinea  pig  inoculation 
to  contain  tubercle  bacilli. 

Clinically  the  child  remained  perfectly  well  ex- 
cept for  occasional  recurrences  of  the  old  otitis 
media.  At  the  end  of  six  weeks,  a second  roent- 
genogram of  the  chest  was  reported  as  follows: 
“Re-examination  of  the  chest  (February  13,  1940) 
with  stereoscopic  films  again  shows  the  tuber- 
culous infiltration  in  both  apices.  At  this  time, 
there  is  seen  a rounded,  discrete  nodule  of  soft 
tissue  density,  measuring  approximately  1.1  cm. 
in  diameter  and  lying  in  the  left  upper  lung  field 
at  the  level  of  the  first  interspace  anteriorly  and 
the  fourth  posteriorly.  This  lesion  was  not  pres- 
ent on  the  previous  film  and  the  findings  suggest 
a large  conglomerate  tubercle.  No  other  evidence 
of  extension  of  the  disease  is  noted.  The  dia- 
phragms are  smooth  and  well  rounded  and  the 
costophrenic  angles  are  clear.” 

The  child  was  immediately  put  upon  a regimen 
of  complete  bed  rest.  She  continued  well  except 
for  recurrent  attacks  of  acute  purulent  otitis 
media,  for  which  otolaryngologic  consultation  was 
sought.  The  temperature  during  these  attacks  at 
no  time  exceeded  99.8°F.  A culture  of  the  dis- 
charge revealed  mixed  staphylococci,  streptococci, 
and  pneumococci.  Neoprontosil  therapy  was  insti- 
tuted, but  was  without  apparent  effects. 

February  27,  1940,  the  child  awakened  com- 
plaining of  severe  pain  in  the  left  ear.  The  drum 
was  bulging  and  reddened  on  the  first  examina- 
tion, and  a few  hours  later  the  process  had  so 
advanced  that  myringotomy  was  necessary  and 
neoprontosil  was  resumed.  A profuse,  purulent 
discharge  was  present. 

The  following  day,  February  28,  there  was  a 
complaint  of  nausea  and  malaise.  By  afternoon, 
the  child  began  to  vomit,  and  the  temperature  was 
103 °F.  Sulfanilamide  was  substituted  for  the 
neoprontosil,  but  the  vomiting  continued.  At  mid- 


night, a severe  generalized  headache  was  relieved 
by  codeine  gr.  !4  and  aspirin  gr.  5. 

The  following  morning,  February  29,  the  tem- 
perature was  only  101°F.,  but  the  vomiting  was 
almost  continuous.  All  medication  by  mouth  was 
stopped  and  hospitalization  was  advised. 

Roentgenologic  examination  of  the  mastoid  and 
sinus  areas  immediately  after  the  child’s  admission 
to  Touro  Infirmary  revealed  the  left  mastoid  area 
to  be  cloudy,  although  no  breakdown  of  the  inter- 
cellular trabeculae  could  be  definitely  demon- 
strated. Blood  study  showed  5,200,000  red  cells 
and  14,500  white  cells  per  cu.  mm.,  with  85  per 
cent  polymorphonuclear  cells. 

Neoprontosil  (10  c.  c.  of  5 per  cent  solution)  was 
given  intramuscularly  and  1,500  c.  c.  of  5 per  cent 
glucose  in  normal  saline  solution  was  given  by 
vein.  By  10  p.  m.,  the  temperature,  which  had 
been  steadily  rising  since  morning,  was  105°  F., 
and  rigidity  of  the  neck  was  apparent.  Spinal  tap 
disclosed  cloudy  fluid  under  considerable  pressure 
(300  mm.  water).  The  cell  count  was  reported 
as  5,050  and  the  globulin  as  3 plus.  A stained 
smear  revealed  gram-positive  diplococci,  which 
were  found  to  be  pneumococci,  type  XIX. 

Left  mastoidectomy  was  immediately  performed 
under  ethylene  anesthesia  by  the  otolaryngologist. 
As  soon  as  the  mastoid  cortex  was  opened,  pus 
oozed  out  under  pressure  and  there  was  evidence 
of  a breaking  down  of  the  mastoid  cells.  As  the 
operation  progressed,  it  was  observed  that  an 
unusual  amount  of  pus  under  pressure  oozed  from 
a point  just  above  the  knee  of  the  lateral  sinus. 
Further  investigation  disclosed  a large  extradural 
abscess  containing  a large  quantity  of  pus.  It 
was  necessary  to  remove  considerable  bone  cover- 
ing the  lateral  sinus  in  order  to  expose  and  ade- 
quately drain  the  abscess  cavity.  The  mastoid  was 
well  pneumatized  and  the  cells  were  exenterated 
as  completely  as  possible.  An  iodoform  gauze  pack 
was  placed  in  the  mastoid  cavity  and  another  was 
inserted  into  the  extradural  abscess  cavity.  The 
mastoid  wound  was  left  wide  open.  The  child’s 
condition  at  the  conclusion  of  the  operation  was  as 
good  as  could  be  expected. 

The  pus  obtained  from  the  mastoid  proved  to 
contain  type  XIX  pneumococci,  and  a blood  culture 
made  at  the  time  of  operation  was  reported  to  con- 
tain the  same  organisms. 

Immediately  after  operation,  an  infusion  of 
1,000  c.  c.  of  5 per  cent  glucose  in  normal  saline 
solution  was  given,  following  the  intravenous  in- 
jection of  1.9  gm.  of  sodium  sulfapyridine.  During 
the  next  six  hours,  following  tests  for  sensitivity, 
a total  of  100,000  units  of  type  specific  (pneu- 
mococci XIX)  rabbit  serum  was  given,  also  by  vein. 
After  the  final  injection,  a chill  occurred,  which 
lasted  about  20  minutes  and  was  accompanied  by 
cyanosis  and  a rise  in  temperature  to  104.4°F. 
The  temperature  promptly  fell  to  99.2 °F.,  slightly 
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lower  than  it  had  been  six  hours  after  operation 
(fig.  1). 


Fig  1.  Temperature  and  pulse  for  file  first  six  days 
of  the  acute  illness.  Thereafter,  the  temperature  remained 
normal  or  approximately  normal. 


The  initial  intravenous  dose  of  sodium  sulfapyri- 
dine  was  repeated  at  the  end  of  six  hours  and 
again  at  the  end  of  another  six  hours.  Four  hours 
later  (16  hours  after  operation)  1 gm.  was  given 
by  mouth,  with  20  gm.  of  nicotinic  acid,  and  this 
medication  was  repeated  every  four  hours,  there- 
after until  22  gm.  had  been  given,  on  the  sixth 
day  after  operation. 

Daily  blood  studies  were  made  from  March  1, 
through  March  5.  The  first  revealed  4,980,000  red 
cells  and  21,250  white  cells  per  cu.  mm.,  with  85 
per  cent  polymorphonuclear  cells;  the  second 
4,990,000  red  cells  and  11,050  white  cells  per  cu. 
mm.,  with  75  per  cent  polymorphonuclear  cells; 
and  the  third  4,780,000  red  cells  and  6,650  white 
cells  per  cu.  mm.,  with  70  per  cent  polymorphonu- 
clear cells.  At  this  time,  March  3,  a transfusion 
of  250  c.  c.  of  citrated  blood  was  given.  March  4, 
the  red  blood  cell  count  was  5,050,000  and  the 
white  cell  count  7,800  per  cu.  mm.,  with  90  per  cent 
polymorphonuclear  cells.  Another  transfusion  of 
250  c.  c.  citrated  blood  was  given  March  5,  when 
the  red  cell  count  was  4,750,000  and  the  white 
cell  count  9,200  per  cu.  mm.,  with  70  per  cent  poly- 
morphonuclear cells.  All  blood  studies  thereafter 
were  within  normal  range. 

The  spinal  puncture  performed  March  2 re- 
vealed fluid  under  pressure  (400  mm.  water).  The 
cell  count  was  2,060  (95  per  cent  neutrophiles) , the 
globulin  2 plus,  and  the  colloidal  gold  0011100000. 
Pneumococci  type  XIX  were  again  present  on  cul- 
ture. The  following  day,  the  fluid  was  under  nor- 
mal pressure,  the  cell  count  was  600,  and  there 
was  only  a trace  of  globulin.  Pneumococci  (type 
XIX)  were  again  present  on  culture.  March  6, 


no  organisms  were  present  and  all  other  examina- 
tions of  the  spinal  fluid  were  within  normal  range. 

After  the  first  24  hours  postoperative,  the 
child’s  recovery  was  gratifyingly  smooth  in  every 
respect.  Roentgenologic  examination  of  the  chest 
March  18  showed  no  change,  one  way  or  the 
other,  in  the  tuberculous  lesion.  She  is  still  on  a 
regimen  of  complete  rest,  but  is  entirely  recovered 
from  her  acute  illness.  The  cast  was  removed  from 
the  right  knee  after  the  mastoid  operation,  to  add 
to  her  comfort,  and  the  joint  condition  is  apparent- 
ly progressing  favorably  at  the  present  time. 

COMMENT 

A partial  survey  of  the  literature  since 
Hewell  and  Mitchell’s  publication  has  re- 
vealed fourteen  additional  recoveries  follow- 
ing sulfapyridine  or  sulfanilamide  therapy 
in  pneumococcic  meningitis.211 

An  interesting  feature  in  the  case  report- 
ed herewith  is  that  the  blood  culture  taken 
at  operation  was  positive  for  type  XIX 
pneumococci.  Hewell  and  Mitchell  call  at- 
tention to  the  fact  that,  although  the  data 
on  this  point  are  incomplete,  recovery  en- 
sued in  only  one  of  the  eight  patients  with 
positive  blood  cultures  following  sulfanil- 
amide therapy.  Evidently,  as  these  authors 
point  out,  blood  stream  infection  is  an  im- 
portant factor  in  the  mortality  rate  in  this 
disease. 

Unquestionably  the  tuberculous  infection 
in  this  case  added  to  the  child’s  risk  and 
might  have  been  expected  to  be  aggravated, 
itself,  by  the  superimposed  disease.  This 
does  not  seem  to  have  happened,  nor  does 
the  sulfapyridine  therapy  seem  to  have  ex- 
erted any  effect,  one  way  or  the  other,  upon 
the  tuberculous  lesion. 

Feldman  and  Hinshaw12  found  that  sul- 
fapyridine exerted  an  inhibitory  effect  on 
experimental  tuberculosis  in  guinea  pigs. 
Follis13  demonstrated  that  sulfanilamide 
and  acetylsulfanilamide,  even  in  high  con- 
centrations, were  practically  without  effect 
on  the  tubercle  bacilli  in  vitro,  although  sul- 
fapyridine in  concentrations  of  50  mg.  or 
higher  had  some  inhibitory  effect.  He  con- 
sidered that  the  differences  between  his  re- 
sults and  those  of  Ballon  and  Guernon,14 
who  found  sulfanilamide  effective  in  vitro , 
were  to  be  explained  by  differences  in  the 
media  used.  Nayer  and  Steinbach15  adminis- 
tered sulfanilamide  to  eight  patients  with 
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extensive  pulmonary  tuberculosis,  for  pe- 
riods varying  from  10  to  71  days,  without 
any  effect  whatsoever.  This  is  in  line  with 
my  own  observations  in  the  case  reported, 
and  it  seems  reasonable  to  say,  in  view  of 
the  confusion  of  experimental  facts,  that  at 
the  present  time  sulfapyridine  exerts  no 
beneficial  effect  in  pulmonary  tuberculosis. 

SUMMARY 

1.  A case  is  reported  of  pneumococcic 
meningitis  complicated  by  pulmonary  tu- 
berculosis and  tuberculosis  of  the  knee 
joint. 

2.  Recovery  from  the  meningitis  prompt- 
ly ensued  following  sulfapyridine,  type  spe- 
cific rabbit  serum,  and  surgical  therapy. 

3.  The  sulfapyridine  therapy  exerted  no 
effect,  one  way  or  the  other,  on  the  tubercu- 
lous disease. 
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of  varying  types  and  degrees  is  more  or  less 
a frequent  complaint  in  women  at  some  time 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


2.  Toomey,  .T.  A.  and  Roach,  F.  E.  : Pneumococcus 

meningitis,  Ohio  State  M.  J.,  35  :841,  1939. 

3.  Ilaley,  P.  A.,  Jr.  : Pneumococcus  meningitis — sul- 

fapyridine therapy.  Recovery.  (Case  report),  West  Vir- 
ginia M.  J.,  35  :428,  1939. 

4.  McAlpine,  D.  and  Thomas,  G.  C. : Pneumococcal 

meningitis  treated  with  M & B 693,  Lancet,  1 :754,  1939. 

5.  MacKeitli,  R.  C.  and  Oppenheimer,  G.  : Pneumococcal 
meningitis,  Lancet,  1:1099,  1939. 

0.  Raman,  P.  S.  : Pneumococcal  meningitis  treated 

with  M & B 693,  Lancet,  1:1101,  1939. 

7.  Cutts,  M„  Gregory,  K.  K.  and  West,  E.  J.  : Pneu- 
mococcic meningitis  successfully  treated  with  sulfapyridine, 
•T.  A.  M.  A.,  112  :1456,  1939. 

8.  Sherman,  DeW.  H. : Pneumococcus  meningitis — re- 

covery from  specific  treatment,  Arch.  Pediat.,  57  :112, 
1940. 

9.  Patton,  P.  B.,  Tittle,  C.  R.  and  Wynne,  H.  K.  : 
Pneumococcus  meningitis  with  recovery,  Internat.  Clin.. 
3 :255,  1939. 

10.  Long,  P.  II.  : Sulfapyridine,  J.  A.  M.  A.,  112  :538, 
1939. 

11.  Moore,  M.  L.  and  Forbes,  R.  P.  : Pneumococcal 
meningitis,  J.  Pediat.,  16 :347,  1940. 

12.  Feldman,  W.  H.  and  Hinshaw,  H.  C.  : Effect  of 

sulfapyridine  on  experimental  tuberculosis  in  guinea-pig, 
Proe.  Staff.  Meet.  Mayo  Clin.,  14  :174,  1939. 

13.  Follis,  R.  H. : Sulfanilamide,  acetysulfanilamide 

and  sulfapyridine.  Am.  Rev.  Tuberc.,  41  :117,  1940. 

14.  Ballon,  H.  C.  and  Guernon,  A.  : Action  of  sul- 
fanilamide upon  growth  of  tubercle  bacillus  in  vitro,  J. 
Thoracic  Surg.,  8 :184,  1938. 

15.  Nayer,  H.  R.  and  Steinbach,  M.  M.  : Sulfanilamide 
in  cliuical  tuberculosis.  Am.  Rev.  Tuberc.,  40  :470,  1939. 


or  other.  The  pathology  of  appendicitis  in 
the  female  is  the  same  as  in  the  male,  ex- 
cepting in  such  instances  where  the  appen- 
dix becomes  involved  secondarily  to  an 
adnexal  inflammation.  Here  the  picture  is 
usually  one  of  a peri-appendicitis,  in  itself 
not  a grace  situation ; as  a matter  of  fact 
the  condition  is  usually  first  discovered 
during  the  course  of  routine  pelvic  surgery. 

Disturbances  in  the  urinary  tract  and  in 
the  pelvic  organs  frequently  give  rise  to 
symptoms  which  simulate  acute  appendici- 
tis and  it  is  only  by  a comprehensive  his- 
tory, careful  abdominal  and  pelvic  exami- 
nation and  corroborative  laboratory  evi- 
dence that  a differential  diagnosis  can  be 
made. 

The  history  must  not  only  include  the 
menstrual  history  but  should  go  further  and 
include  a complete  gynecologic  history.  This 
is  of  the  utmost  importance  as  the  history 
alone  frequently  points  to  the  diagnosis,  a 
fact  too  often  overlooked  or  passed  over  too 
lightly. 

The  causes  of  acute  lower  abdominal  pain 
in  the  female  are  quite  numerous  but  I shall 
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only  review  those  which  occur  most  fre- 
quently, at  least  in  my  own  experience. 

ACUTE  CYSTITIS 

The  onset  of  this  disease  is  frequently 
sudden  and  accompanied  by  severe  pain  in 
the  lower  abdomen.  The  pain  is  described 
as  being  of  the  pressure  type  or  bearing 
down  in  character  and  it  is  localized  over 
the  region  of  the  bladder,  though  at  times  it 
appears  to  center  in  an  area  corresponding 
to  the  right  side  of  the  bladder. 

The  classical  symptoms  of  frequency  or 
burning  on  urination  are  often  absent  in  the 
early  stages  of  this  disease  as  are  the  posi- 
tive findings  of  pus  in  the  urine.  These  only 
appear  after  the  organ  involved  has  had 
time  to  react  to  the  infection ; hence  the 
examination  of  two  or  three  catheterized 
specimens  is  a proper  procedure.  It  is  well 
to  remember  that  nausea  and  backache  are 
frequent  associated  symptoms. 

Intravaginai  pressure  upon  the  urethra 
will  often  elicit  pain,  frequently  a helpful 
point  in  diagnosis.  The  blood  picture  is  typi- 
cal, a slight  total  leukocyte  increase  and  a 
more  marked  neutrophilic  percentage.  As 
many  cases  of  cystitis  develop  following  an 
acute  intestinal  disturbance,  the  possibility 
of  a coexisting  pelvic  appendicitis  must  not 
be  discounted.  I recall  very  vividly  such  a 
case,  having  been  called  to  see  a young  wom- 
an complaining  of  nausea,  vomiting  and 
moderate  generalized  abdominal  pain  with 
the  point  of  major  tenderness  in  the  region 
of  the  bladder.  Within  24  hours,  the  urinary 
findings  were  positive  and  with  sympto- 
matic and  urinary  therapy,  her  general  con- 
dition improved  to  a point  where  the  morn- 
ing of  the  third  day,  her  temperature  was 
normal  and  she  was  symptom  free.  That 
night  she  developed  a high  temperature 
with  acute  pain  localized  this  time  in  the 
lower  right  quadrant.  This  second  abdomi- 
nal crisis,  diagnosed  as  an  acute  appendi- 
citis, was  confirmed  at  the  time  of  opera- 
tion. An  acute  suppurative  pelvic  appendix 
was  found  adherent  to  the  right  margin  of 
the  bladder  surface. 

ACUTE  SALPINGITIS 

The  pain  which  characterizes  the  onset  of 
this  disease  is  usually  of  an  acute  nature. 


There  is  generalized  discomfort  over  the 
entire  lower  abdomen  with  high  tempera- 
ture and  nausea  and  vomiting.  Localization 
of  the  pain  is  usually  not  difficult  as  it  in- 
variably is  found  to  center  immediately 
above  Poupart’s  ligament  in  the  region  of 
the  adnexa. 

Whether  or  not  a palpable  mass  is  felt, 
vaginal  examination  always  reveals  a mark- 
ed tenderness  and  immobility  of  the  uterus 
due  to  inflammatory  fixation  and  any  at- 
tempt at  raising  the  uterus  invariably 
causes  severe  pain  in  the  adnexal  region. 
The  temperature  of  the  vagina  is  increased 
and  the  leukocytosis  very  pronounced. 

Reference  has  already  been  made  to  the 
possible  coexistence  of  acute  salpingitis  and, 
appendicitis.  If  exploratory  measures  are/ 
taken  in  such  cases,  no  harm  can  result  from 
the  procedure,  providing  the  surgeon  limits 
himself  to  the  removal  of  the  appendix  and 
leaves  the  acute  pelvic  condition  alone. 

ACUTE  INTESTINAL  TOXEMIA 

The  predisposition  of  the  female  to  con- 
stipation, particularly  just  prior  to  the  on- 
set of  the  menstrual  period  is  well  known. 
A situation  frequently  develops  at  this  time, 
which  results  from  active  putrefactive 
changes  in  the  large  intestines,  often  of  suf- 
ficient degree  as  to  produce  symptoms 
which  simulate  acute  appendicitis ; as  a mat- 
ter of  fact  it  may  be  the  forerunner  of  this 
disease  in  many  instances. 

The  usual  picture  is  a familiar  one,  name- 
ly, sudden  onset  with  slight  elevation  of 
temperature,  nausea  or  vomiting  or  both 
and  generalized  abdominal  pain.  The  ten- 
dency is  to  frequent  stools,  usually  highly 
colored  and  of  a very  offensive  odor.  There 
is  little  if  any  change  in  the  blood  picture. 
If  the  diagnosis  is  correct,  the  patient’s  con- 
dition shows  marked  improvement  within  a 
few  hours.  Nature  has  helped  in  a positive 
way  by  producing  vomiting  and  diarrhea, 
and  gastrointestinal  rest,  through  the  with- 
holding of  everything  by  mouth,  serves  to 
promote  a rapid  recovery. 

OVARIAN  DISTURB  A NCES 

Among  those  to  be  considered  in  the  mak- 
ing of  a differential  diagnosis  are : Rupture 
of  the  graafian  follicle,  rupture  of  a corpus 
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hemorrhagicum  and  what  can  be  designated 
as  an  ovarian  crisis,  this  the  result  of  ex- 
cessive anterior  pituitary  like  hormone 
therapy. 

It  is  not  uncommon  for  women  to  com- 
plain of  acute  abdominal  pain  at  the  time 
of  graafian  follicle  rupture.  This  is  the  well 
known  “mittelschmerz”,  which  is  frequent- 
ly observed  midway  between  the  menstrual 
periods.  Nausea  is  a frequent  accompani- 
ment and  in  some  instances  the  pain  per- 
sists for  several  hours.  A slight  bloody  dis- 
charge occasionally  appears.  The  patient 
also  complains  of  pain  and  tenderness.  The 
pain  is  localized  in  the  ovarian  region  and 
intensified  by  palpation.  There  are  no 
changes  in  the  blood  picture,  and  usually 
within  eight  to  ten  hours  the  patient  is  nor- 
mal again. 

Rupture  of  a corpus  hemorrhagicum  is 
not  a frequent  occurrence  but  must  be  in- 
cluded in  any  consideration  of  the  status  of 
an  ovary.  This  condition  occurs  with  greater 
frequency  in  young  women  with  a tendency 
towards  cystic  changes  in  the  ovaries.  The 
history  is  important,  as  menstruation  is  sel- 
dom if  ever  normally  established.  Marked 
irregularity  of  interval,  at  times  of  several 
months,  is  complained  of.  Failure  of  the 
cyclic  maturation  of  the  follicle  results  in 
hemorrhage  and  degeneration  with  eventual 
rupture  when  this  occurs,  the  localized  pain 
in  the  adnexal  region  may  be  severe  and  is 
accompanied  by  nausea  and  a degree  of 
shock.  There  is  usually  a slight  leukocytosis 
and  temperature,  and  low  backache  is  a us- 
ual symptom. 

What  I have  referred  to  as  an  “acute  ova- 
rian crisis”  is  the  acute  pain  in  the  ovary 
which  has  been  observed  following  the  ex- 
cessive administration  of  anterior  pituitary 
like  hormone.  The  rate  of  stimulation  of  this 
organ  is  out  of  proportion  to  the  ability  of 
the  capsule  to  enlarge  and,  as  a result  of 
the  intra-ovarian  pressure,  acute  pain  may 
develop.  The  history,  the  localization  of  the 
pain  in  the  ovary  and  the  absence  of  temp- 
erature are  all  differential  points. 

RUPTURED  TUBAL  PREGNANCY 

The  symptoms  and  signs  of  this  clinical 
entity  are  well  known  but  may  be  over- 


looked. Again  the  history  is  of  the  greatest 
importance,  as  the  patient  may  or  may  not 
have  missed  a menstrual  period.  There  may 
have  been  intermittent  spotting  before  the 
rupture  developed.  The  onset  is  sudden,  us- 
ually following  effort  of  some  kind,  with 
acute  abdominal  pain  which  soon  becomes 
generalized,  nausea  and  a variable  amount 
of  shock.  A bloody  vaginal  discharge  fre- 
quently appears ; rectal  tenesmus  may  be 
complained  of.  The  temperature  is  elevated 
as  is  the  total  leukocyte  count. 

Pelvic  examinations  reveal  an  enlarged 
pregnant  uterus  with  evidence  of  an  ad- 
nexal mass  and  a bogginess  in  the  cul-de- 
sac.  A feeling  of  crepitation  is  elicited  in 
some  cases.  The  progressive  and  rapid  ag- 
gravation of  all  symptoms  and  signs  sug- 
gest an  acute  abdominal  emergency  of  this 
type. 

ACUTE  MESENTERIC  LYMPHADENITIS 

This  differential  diagnosis  is  very  diffi- 
cult to  make  as  the  clinical  picture  simulates 
acute  appendicitis  more  than  any  other  con- 
dition. Except  that  the  pain  tends  to  localize 
itself  more  about  the  umbilicus,  there  is 
practically  nothing  else  to  differentiate  it. 
The  pain  may  be  just  as  acute  as  in  ap- 
pendicitis and  all  of  the  classical  symptoms 
and  signs  may  be  present.  The  existence 
of  this  condition  can  only  be  determined  by 
careful  and  ample  exploration.  In  all  prob- 
ability, acute  mesenteric  lymphadenitis  is 
the  explanation  for  the  apparently  harmless 
looking  appendix  which  is  frequently  re- 
moved. 

SURGICAL  PROCEDURE 

In  regard  to  the  surgical  approach,  I have 
always  been  of  the  opinion  that  this  is  im- 
portant. My  preference  has  been  to  use  the 
right  rectus  incision  or  the  low  midline  in- 
cision and  I have  never  had  any  reason  to 
regret  it.  Either  of  these  incisions  permit 
of  the  satisfactory  removal  of  the  appendix, 
besides  they  lend  themselves  admirably  to 
the  purpose  of  exploring  the  pelvis  and  per- 
forming such  additional  surgery  as  may  be 
required.  The  only  possible  objections  to  the 
use  of  either  of  these  incisions,  namely,  the 
danger  of  postoperative  hernia  and  the  risk 
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of  an  ugly  abdominal  scar  can  be  eliminated 
by  any  competent  surgeon,  as  present  day 
management  of  wounds  insures  the  securing 
of  good  anatomic  as  well  as  cosmetic  results. 

Nothing  is  more  disconcerting  to  the  sur- 
geon than  to  have  a patient  return  several 
months  later  following  an  appendectomy 
with  the  same  complaint  of  pain  in  the  right 
side.  This  frequently  means  that  the  diag- 
nosis has  been  missed,  and  the  observation 
has  been  made  that  this  has  occurred  in  the 
majority  of  cases  in  patients  showing  a Mc- 
Burney  incision.  Such  patients  usually  se- 
cure a new  medical  advisor ; therefore,  good 
judgment  and  experience  suggest  that  the 
type  of  incision  employed  should  be  dictated 
by  the  surgeon  and  not  by  the  whim  of  the 
patient. 

The  surgeon,  while  weighing  all  the  facts, 
should  keep  constantly  before  him  the 
knowledge  that  acute  appendicitis  is  strictly 
a surgical  problem  and  is  one  which  calls 
for  early  and  immediate  operation  once  the 
diagnosis  has  been  established ; where  a rea- 
sonable doubt  exists,  he  is  fully  justified  in 
dong  an  exploratory  operation. 

As  a differential  diagnosis  is  not  always 
easy  to  make,  it  appears  that  these  border- 
line cases  would  in  many  instances  be  bene- 
fited by  consultation  before  the  decision  to 
operate  is  reached. 

SUMMARY 

1.  In  the  female,  appendicitis  occurs  with 
slightly  greater  frequency  than  in  the  male. 
The  mortality  is  not  influenced  by  sex. 

2.  The  diagnosis  is  more  frequently  dif- 
ficult to  make. 

3.  The  more  common  causes  which  re- 
quire differentiation  are  discussed. 

4.  The  low  midline  incision  is  suggested 
as  more  suitable. 

5.  More  consultations  in  borderline  cases 
are  recommended. 

DISCUSSION 

Dr.  John  F.  Dicks  (New  Orleans)  : A discussion 
of  the  differential  diagnosis  of  appendicitis  must 


depend  upon  the  anatomic  structure  of  the  male 
and  the  female.  We  might  divide  this  discussion 
into  inflammatory  and  non-inflammatory  condi- 
tions. Under  inflammatory  conditions,  we  may 
classify  acute  and  chronic  salpingitis,  ovarian 
abscess,  and  pelvic  cellulitis.  Under  the  non- 
inflammatory there  are  ovarian  cysts,  fibroids, 
extra-uterine  pregnancy,  twisted  ovarian  pedicles, 
and  pelvic  tuberculosis. 

Under  symptomatology  there  is  very  little  dif- 
ference between  the  male  and  the  female.  Appen- 
dicitis is  often  ushered  in  with  pain  in  the  upper 
abdomen,  later  localized  in  the  right  iliac  fossa. 
In  gynecologic  conditions  the  onset  is  often  not 
as  acute,  and  the  pain  is  localized  in  either  lower 
iliac  fossa.  Menstrual  disturbances  are  something 
we  should  pay  a great  deal  of  attention  to.  A care- 
ful menstrual  history  should  be  obtained  because 
it  often  gives  a clue  as  to  the  differentiation  from 
appendicitis.  Vaginal  -.smears  should  be  taken. 

Repeated  vaginal  examinations  are  of  impor- 
tance. Sometimes  when  we  make  one  vaginal 
examination  and  at  a later  date  make  another  we 
get  an  entirely  different  idea  than  at  the  first 
examination.  Examinations  under  anesthesia  are 
also  of  great  importance  in  differentiating  a gyne- 
cologic condition  from  appendicitis.  I had  a case 
recently  which  illustrated  that  fact  very  forcibly. 
The  patient  gave  a history  of  being  pregnant. 
She  was  examined  in  the  office,  and  I found  what 
I thought  was  a mass  on  the  right  side  and,  I 
thought  she  possibly  had  an  extra-uterine  preg- 
nancy. The  patient  was  sent  to  the  hospital  and 
under  a general  anesthetic  she  was  examined 
again.  I then  had  a different  impression  from  the 
one  I had  gained  in  the  office.  This  is  mentioned 
to  show  that  repeated  vaginal  examinations,  and 
examinations  under  anesthesia  are  often  necessary 
to  make  an  accurate  diagnosis. 

As  to  the  incision,  if  you  are  in  doubt  about  the 
diagnosis,  do  as  Dr.  LeDoux  said  and  make  a 
midline  instead  of  a right  rectus  or  McBurney.  It 
is  much  simpler  to  remove  a bad  appendix  through 
a midline  incision  than  it  is  to  do  a hysterectomy 
or  handle  a bad  pelvic  infection  through  a right 
rectus  or  a McBurney. 

Dr.  Lucien  A.  LeDoux  (In  conclusion)  : I do 

not  have  anything  else  to  add.  I feel  that  the 
points  I wanted  to  make  have  been  presented.  No 
attempt  was  made  to  review  all  of  the  possible 
conditions  that  might  simulate  or  make  the  matter 
of  diagnosis  of  appendicitis  in  the  female  more 
difficult.  I simply  reviewed  the  problems  which 
I have  met  and  which  I am  sure  we  all  have  to 
meet  at  some  time  or  another. 
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EARLY  DIAGNOSIS  AND  TREATMENT 
OF  AMEBIC  ABSCESS  OF 
THE  LIVER* 

DANIEL  N.  SILVERMAN,  M.  D.f 
ROY  J.  ST.  MARTIN,  M.  D.f 
New  Orleans 

The  fact  that  amebic  abscess  of  the  liver 
still  goes  unrecognized  in  certain  observed 
cases,  the  fact  that  the  victims  of  this  dis- 
ease may  suffer  long  periods  of  disability 
as  the  result  of  delayed  diagnosis,  we  wish 
to  recount  some  of  the  cases  that  have  come 
to  our  attention.  In  this  wise,  we  wish  to 
point  out  some  of  the  protean  manifesta- 
tions of  the  amebic  hepatic  abscess  and  to 
call  attention  to  the  necessity  for  an  early 
suspicion  of  this  disease  in  individuals  who 
have  many  weeks,  and  even  months,  of 
chronic  abdominal  complaints,  particularly 
upper  abdominal  pain  with  a low-grade 
intermittent  fever  and  leukocytosis.  An 
early  diagnosis  will  be  rewarded  by  rapid 
return  to  good  health  by  simple  medical 
measures.  Too  often,  the  clinician  has  de- 
pended upon  a previous  history  of  a con- 
current amebic  colitis  to  make  him  sus- 
picious of  an  amebic  abscess  of  the  liver. 
While  some  abscesses  have  occurred  during 
the  course  of  an  amebic  dysentery,  many 
amebic  abscesses  of  the  liver  occur,  not 
alone,  but  without  the  history  or  clinical 
findings  of  an  amebic  colitis,  as  well  as  in 
a total  absence  of  amebic  hemolytica  in  the 
stool. 

In  a review  of  a series  of  cases  of  amebic 
abscesses  of  the  liver  from  the  records  of 
the  Touro  Infirmary  from  1933  to  1940,  the 
following  is  interesting  to  note : 


Number  of  abscesses  of  the  liver 18 

Number  of  amebic  abscesses  of  the  liver. 8 

Number  of  cases  of  amebic  abscesses  of  liver 

(operated)  5 

Number  of  cases  of  amebic  abscesses  of  liver 

(not  operated)  3 

Number  treated  with  emetine  (operated  or  not 

operated)  6 

Number  treated  with  emetine  (operated) 2 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

fFrom  the  Department  of  Gastro-enterology, 
Louisiana  State  University,  School  of  Medicine, 
New  Orleans. 


Number  with  negative  stool 5 

Number  with  positive  stool 1 

Material  from  liver  abscess — positive 1 

i’ositive  at  operation  and  autopsy 1 


AMEBIC  ABSCESS  OF  LIVER  DEVELOPING 
SIMULTANEOUSLY  WITH  AMEBIC 

DYSENTERY 

CASE  NO.  1 

This  patient,  a man  of  51  years  of  age,  gave  a 
history  of  having  had  diarrhea,  10  to  20  stools 
daily  with  mucus  and  blood,  abdominal  cramps, 
tenesmus,  fever  and  sweats,  soreness  in  right  upper 
quadrant  of  three  weeks’  duration.  Physical  ex- 
amination revealed  an  elevation  of  the  right  dia- 
phragm, abdominal  tenderness  most  marked  in 
lower,  left  quadrant  and  right  upper  quadrant. 
There  was  a mass  7x7  cm.,  semi-lunar  in  shape, 
below  the  left  costal  margin.  X-ray  examination 
showed  marked  elevation  of  the  right  diaphragm, 
fixation,  and  basal  pneumonitis.  The  total  white 
blood  count  was  32,000  with  90  per  cent  polys; 
stool,  amebae  plus;  agglutinations  negative.  The 
emetine  treatment  was  instituted  with  the  result 
that  x-ray  check-up  showed  the  disappearance  of 
pneumonitis,  but  the  diaphragm  was  still  elevated. 
Fluoroscopic  examination  showed  an  L-shaped 
stomach.  The  stool  examination  was  negative.  On 
his  discharge  from  the  hospital,  the  mass  in  the 
left  hypochondriac  region  was  gradually  diminish- 
ing in  size. 

COMMENT 

This  case  illustrates  the  ever  present 
possibility  of  having  an  amebic  hepatitis  or 
amebic  abscess  of  the  liver,  complicating 
amebic  dysentery.  The  value  of  detecting 
liver  complications  is  appreciated  when  one 
considers  the  difference  in  line  of  treatment 
between  uncomplicated  amebic  dysentery 
and  amebic  dysentery  associated  with  ab- 
scess formation  outside  of  the  intestinal 
tract.  While  it  is  well  recognized  that 
amebic  dysentery  is  controlled  and  cured 
wtih  oral  preparations  only,  such  as  oxyqui- 
nol  as  used  today,  these  oral  preparations 
will  not  suffice  to  relieve  the  pathology  in 
the  liver  which  is  definitely  aided  and  often 
entirely  relieved  by  the  employment  of 
emetine.  However,  one  should  use  very 
little,  if  any,  emetine  which  is  a cardiac  and 
neuro-toxic  drug,  unless  there  is  an  abscess. 

AMEBIC  ABSCESS  OF  LIVER  RECURRING 
IMMEDIATELY  AFTER  TREATMENT 
FOR  AMEBIC  DYSENTERY 

CASE  NO.  2 

This  patient  was  a man  42  years  old,  who  com- 
plained of  having  frequent  bloody  stools  and  severe 
abdominal  cramps.  This  condition  started  about 
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two  months  previously.  He  was  given  ipecac.  He 
was  found  to  be  very  much  undernourished.  The 
physical  examination  revealed  an  asthmatic  bron- 
chitis which  the  patient  believed  was  of  twenty 
years’  duration. 

Proctoscopic  examination  presented  a few  small 
ulcers  in  the  sigmoid.  The  stools  contained  numer- 
ous flagellates  of  the  chilomastix  and  trichomonas 
species  and  Endameba  histolytica. 

The  patient  was  placed  at  absolute  rest  on  a 
soft  diet.  He  was  then  given  a course  of  stovarsol 
(daily)  until  he  had  taken  25  tablets.  Twenty  days 
later  he  reported  slight  “weakness  in  the  legs.” 
The  bowels  had  become  constipated.  The  stools  were 
found  to  be  free  of  any  parasites  or  cysts.  Stovar- 
sol was  then  discontinued.  Two  weeks  later,  while 
ont  at  sea,  dysenteric  symptoms  came  on  rather 
acutely,  followed  by  pain  in  right  upper  abdomen 
and  slight  rise  in  temperature.  A diagnosis  of 
liver  abscess  was  made.  The  total  leukocyte  count 
was  22,000  with  89  per  cent  neutrophils.  He  was 
then  put  on  emetine  for  12  days;  also  given  bis- 
muth subnitrate  for  the  same  period  of  time.  Upon 
immediate  return  to  New  Orleans,  the  physical 
examination  showed  an  enlarged  liver,  palpable 
2Y2  inches  below  costal  line,  with  a tender  mass 
in  the  lower  border  of  the  right  lobe.  He  was  re- 
admitted to  the  Touro  Infirmary,  with  tempera- 
ture 99°  F.,  total  white  blood  count  10,000  neutro- 
phils 76  per  cent. 

Treatment  was  then  directed  towards  possible 
surgical  interference,  in  the  way  of  hypodermic 
injections  of  emetine  hydrochlorid,  supplemented 
with  quinine  sulphate  and  strychnine  sulphate. 
There  was  a gradual,  but  definite  reduction  in  the 
size  of  the  abscess. 

AMEBIC  ABSCESS  OF  LIVER  WITHOUT  AMEBIC 
DYSENTERY  AND  WITHOUT  AMEBA 
BEING  FOUND  IN  THE  STOOL 

CASE  NO.  3 

This  patient  was  admitted  to  the  Touro  Infir- 
mary with  a complaint  of  severe  pain  in  left  upper 
quadrant,  left  shoulder  and  left  chest,  worse  on 
inspiration  (fever  99  3/5°,  and  leukocytosis  12,500 
with  81  per  cent  polys).  She  had  been  suffering 
with  the  same  type  of  pain  for  about  three  months. 
There  was  also  a history  of  mucus  in  stools.  She 
was  treated  for  mucous  colitis  with  no  qualitative 
or  quantitative  dyspepsia.  There  was  no  nausea 
or  vomiting.  Physical  examination  was  essentially 
negative,  except  for  tenderness  over  the  eleventh 
and  twelfth  ribs,  anterior  and  posterior,  left;  gen- 
eralized abdominal  rigidity,  marked  tenderness  in 
epigastrium  and  left  upper  quadrant.  Chest;  di- 
minished percussion,  left  base. 

Patient  continued  to  run  septic  temperature  of 
102°  F.  All  laboratory  tests,  including  blood  cul- 
ture, agglutinations,  urine  culture,  and  stool  ex- 
aminations, were  negative.  There  was  leukocytosis 
of  12-27,000  with  81-90  per  cent  polys. 


Emetine  treatment  was  given  this  patient  and 
a fluoroscopic  examination  showed  some  deformity 
of  the  duodenal  cap.  There  was  slight  elevation 
of  the  left  diaphragm  with  some  limitation  of 
motion  particularly  anteriorly.  The  costo-phrenic 
angle  is  now  clear  and  basal  pneumonitis  entirely 
cleared. 

COMMENT 

Amebic  abscess  of  liver  may  occur  con- 
currently with  other  abdominal  pathology. 
In  this  instance,  a definite  irregularity  of 
the  duodenal  cap  persisted  in  each  examina- 
tion. However,  the  abdominal  mass  was 
not  a peri-duodenal  infiltration  due  to  a 
chronic  perforated  duodenal  ulcer,  but 
rather  to  a hepatic  involvement.  The  ab- 
dominal mass  as  well  as  fever  and  leukocy- 
tosis disappeared  completely  following  the 
use  of  emetine.  This  case  illustrates  an- 
other common  finding,  namely,  secondary 
and  inflammatory  involvement  of  the  lungs, 
shown  on  the  radiograph  as  a pneumonitis. 

AMEBIC  ABSCESS  OF  LIVER  WITHOUT  HISTORY 
OF  DYSENTERY  AND  WITH  NEGATIVE 
STOOL  EVIDENCE 

CASE  NO.  4 

This  patient  had  a cholecystectomy  performed. 
The  liver  was  found  enlarged  downward,  gall- 
bladder atrophic.  He  made  an  uneventful  recovery 
in  the  next  19  days.  He  then  began  to  run  a low- 
grade  fever,  with  loss  of  weight  and  developed  an 
anemia.  There  was  pain  in  the  right  lower  chest. 
The  stool  was  negative,  but  leukocytosis  was  noted. 
Physical  examination  revealed  the  following  find- 
ings: anemic  appearance,  elevation  of  diaphragm 
on  the  right  side  posteriorly,  and  the  liver  palpable 
three  fingers  below  right  costal  border. 

Treatment:  Blood  transfusion  500  c.  c.;  explora- 
tory aspiration  in  the  ninth  interspace,  posterior 
axillary  line,  was  productive  of  brownish  fluid.  A 
day  later,  a resection  of  the  ninth  rib  (portion) 
was  performed.  The  diaphragm  was  sutured  to 
the  liver.  Patient  expired  and  the  final  diagnosis 
was  recorded  as:  Amebic  abscess  of  liver;  general 
peritonitis;  acute  dilatation  of  the  heart. 

COMMENT 

The  above  case  demonstrates  the  fact  that 
toxic  symptoms,  fever,  and  leukocytosis 
may  exist  for  a long  period  of  time  and 
gallbladder  infection  be  suspected,  when 
the  true  pathology  is  a slowly  developing 
abscess  of  the  liver  caused  by  amebae.  It  is 
found  that  cholecystectomy  in  such  cases  is 
not  a rare  procedure  and  the  error  of  diag- 
nosis can  be  justified  by  the  diffuse  inflam- 
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mation  of  the  biliary  tract,  including  the 
gallbladder,  in  individuals  who  have  an 
amebic  hepatitis  or  abscess.  Wh'en  such 
procedures  have  been  performed  and  the 
above  described  symptoms  persist,  it  is  cer- 
tainly advisable  to  treat  the  patient  with 
anti-amebic  therapy,  in  spite  of  the  absence 
of  characteristics  of  liver  findings.  As 
demonstrated  in  this  particular  case,  the 
enlargement  of  the  liver  and  the  elevation 
of  the  dome  of  the  diaphragm  could  be 
found  to  be  demonstrated  only  in  the  final 
stage  of  the  disease,  when  secondary  infec- 
tion had  already  taken  place  and  it  was  well 
known  that  it  is  this  secondary  infection 
which  has  shown  the  fatal  issue  which  com- 
plicates the  original  abscess  caused  by 
amebae. 

The  onset  of  an  amebic  abscess  of  the 
liver  does  not  occur  spontaneously,  but  de- 
velops insidiously,  and  then  there  is  a grad- 
ual rise  in  temperature  with  leukocytosis 
and  increasing  toxemia.  Certainly,  in  the 
beginning,  an  amebic  abscess  of  the  liver  is 
not  associated  with  the  typical  clinical  and 
x-ray  signs,  especially  the  elevation  of  the 
dome  of  the  diaphragm  as  found  in  the  ma- 
ture well  developed  abscess. 

TREATMENT 

With  the  early  diagnosis  having  been  es- 
tablished, that  is,  diagnosis  before  massive 
pathology  and  secondary  infection,  which  is 
much  more  serious,  the  treatment  should  be 
conservative  and  directed  towards  medical 
measures  outlined  in  the  above  case  de- 
scription. It  behooves  one  to  administer 
emetine,  but  to  administer  these  neuro-tox- 
ins very  cautiously.  In  certain  susceptible 
individuals,  cardiac  irregularities,  and  even 
failures,  have  been  observed  with  small 
doses  of  emetine.  Under  these  conditions 
of  administration,  it  has  been  found  that  1 
grain  of  emetine  intramuscularly,  per  diem, 
will  suffice  to  bring  about  a gradual  sub- 
sidence of  the  symptoms.  Then,  commen- 
surate with  the  subsidence  of  the  symptoms, 
namely,  the  fever,  toxemia  and  leukocytosis, 
diminishing  amounts  of  emetine  should  be 
administered. 

SUMMARY  AND  CONCLUSION 

The  above  series  of  cases  of  amebic  ab- 
scess of  the  liver,  which  includes  a certain 


hospital  group  seen  over  a period  of  seven 
years  as  well  as  a small  series  of  private 
patients,  serves  to  demonstrate  certain  sali- 
ent points  in  connection  with  the  disease  in 
question.  Once  recognized,  the  chances  for 
recovery  in  amebic  abscesses  of  the  liver  are 
very  good,  regardless  of  the  type  of  treat- 
ment. There  was  one  death  out  of  the  hos- 
pital group  and  one  death  out  of  the  private 
series,  the  latter  not  having  been  recognized 
until  secondary  infection  had  produced  a 
toxic  degeneration  of  the  cardiac  muscle. 
Under  some  conditions,  such  as  the  massive 
and  medically  irreparable  degeneration  of 
the  liver  due  to  invasion  by  the  amebae, 
usually  late  in  the  course  of  the  disease,  it 
is  obviously  necessary  to  employ  surgical  in- 
terference. If  secondary  infection  has  ap- 
parently invaded  the  amebic  abscess,  quite 
often  manifested  by  heart  and  kidney 
changes,  it  becomes  necessary  to  evacuate 
the  abscess. 

If  the  diagnosis  of  acute  cholecystitis 
should  be  made  from  upper  abdominal 
symptoms  of  a severe  nature  and  the  re- 
moval of  a diseased  gallbladder  does  not  re- 
lieve the  patient,  then  one  should  be  strong- 
ly suspicious  of  a coexisting  amebic  abscess 
of  the  liver. 

DISCUSSION 

Dr.  Oscar  W.  Bethea  (New  Orleans)  : I think 
it  is  particularly  fitting-  that  we  should  have  a 
discussion  of  the  medical  aspects  of  amebic  abscess 
of  the  liver,  and  particularly  by  so  competent  an 
authority  as  the  one  who  has  just  spoken  to  you. 
My  long  years  of  intimate  association  with  him 
have  given  me  the  greatest  respect  for  his  opinion. 
I believe  that  we  cannot  too  strongly  endorse  his 
emphasis  with  regard  to  early  diagnosis  in  order 
that  medical  treatment  may  be  applied,  and  yet, 
in  looking  back  over  the  diagnoses  that  I have 
fumbled  in  past  years,  amebic  abscess  of  the  liver 
bobs  up  once  or  twice.  Diagnosis  is  sometimes  very 
difficult. 

I wish  to  lend  my  endorsement  particularly  to 
his  suggestion  that  emetine  is  the  only  parasiticide 
that  will  have  any  material  influence  on  liver  in- 
fection by  the  endameba.  Chiniofon,  or  anayodin 
as  it  was  originally  called,  is  an  iodine  preparation, 
just  as  stovarsol  and  carbasone  are  arsenic  prepa- 
rations, and  I do  not  believe  that  any  of  these  are 
absorbed  in  sufficient  amount  to  destroy  the 
amebae  that  are  reached  only  by  the  blood  stream. 
I believe  that  emetine  by  hypodermic  injection  has 
a chance  of  doing  that.  In  intestinal  amebiasis, 
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we  use  both  types  of  treatment,  that  is,  the  eme- 
tine to  reach  those  that  are  in  the  intestinal  wall 
and  a parasiticide  by  mouth  for  those  in  the  lumen 
of  the  alimentary  tract. 

I do  not  share  entirely  Dr.  Silverman's  dread 
of  emetine  though  so  great  an  authority  as  Colonel 
Craig  agreed  with  his  view.  I have  seen  only  two 
cases  of  emetine  poisoning.  Both  patients  were 
taking  large  doses  of  ipecac  by  mouth  as  well  as 
emetine  by  hypodermic.  Both  patients  recovered 
completely. 

Reid’s  work  on  the  Pacific  Coast,  which  was  the 
greatest  survey  of  this  subject  ever  made,  led  to 
two  conclusions:  (1)  That  in  all  cases  of  emetine 

poisoning  the  dosage  had  grossly  exceeded  any  rea- 
sonable amount,  or  (2)  danger  signals  had  been 
totally  disregarded. 

Dr.  Daniel  N.  Silverman  (In  conclusion)  : There 
is  an  old  saying  that  the  burned  child  dreads  the 
fire,  and  my  dread  of  emetine  comes  from  cases  of 
emetine  poisoning. 

0 

THE  MANAGEMENT  OF  CHPvONIC 
SUPPURATIVE  OTITIS  MEDIA* 

J.  RALPH  PHILLIPS,  M.  D. 

Baton  Rouge 

Chronic  suppurative  otitis  media  is  mani- 
fested by  a continuous  or  intermittent  dis- 
charge from  the  middle  ear  and  results 
primarily  from  inadequate  medical  and 
surgical  treatment  of  acute  middle  ear 
suppuration.  The  pus  is  usually  foul,  but 
may  be  odorless.  There  is  deafness  of  vary- 
ing degrees,  depending  upon  the  location 
and  severity  of  the  disease  process.  Pain  is 
not  a common  symptom  and  its  presence  at 
once  suggests  insufficient  drainage  or  intra- 
cranial complications.  There  may  be  a con- 
tinuous dull  headache.  Dizziness  usually  in- 
dicates internal  ear  involvement. 

CLASSIFICATION  OF  OTITIS  MEDIA 

According  to  Lillie,  chronic  suppurative 
otitis  media  may  be  classified  into  four 
clinical  types,  as  follows: 

Type  1.  In  this  type  the  discharge  from 
the  ear  is  mucoid  in  character  and  without 
characteristic  odor  of  decaying  bone.  The 
perforation  may  be  small  or  large,  and  may 
be  situated  in  any  portion  of  the  tympanic 
membrane,  either  central  or  marginal. 

* Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 


There  is  no  suggestive  evidence  of  under- 
lying disease  of  the  bone.  The  history  is 
one  of  periods  of  dryness,  sometimes  of 
long  duration,  with  a recurrence  of  the  dis- 
charge in  any  acute  infections  of  the  upper 
respiratory  tract.  The  discharge  in  these 
cases  seems  to  come  from  the  eustachian 
tube  alone  and  treatment  toward  this  end 
will  usually  terminate  in  success.  X-ray  of 
the  mastoid  cells  usually  shows  some 
sclerosis. 

Type  2.  This  is  about  the  same  as  Type 
1,  but  there  are  added  evidences  of  disease 
of  the  bone,  such  as  necrosis  of  the  ossicles, 
and  polyps.  The  perforations  are  usually 
large  and  x-ray  of  the  mastoid  cells  usually 
shows  some  sclerosis. 

Type  3.  The  discharge  is  purulent  in 
character  and  there  is  considerable  evidence 
of  bone  necrosis.  There  is  also  evidence  of 
disease  in  the  attic  and  cholesteatoma  may 
be  present.  The  membrane  tensa  is  usually 
destroyed.  The  hearing  may  vary  from  ap- 
proximately normal  to  various  degrees  of 
deafness  which  is  characterized  by  fixation 
of  the  stapes.  The  x-ray  of  the  mastoid 
cells  usually  shows  some  sclerosis. 

Type  U.  In  this  type  the  discharge  varies 
in  quantity,  but  is  always  foul  and  has  the 
characteristic  odor  of  cholesteatoma.  The 
drum  may  be  intact  and  the  discharge  may 
come  through  a fistula  in  the  wall  of  the 
superior  canal  without  any  involvement  of 
the  ear  drum. 

Varying  degrees  of  nerve  deafness  may 
be  present,  a positive  fistula  test  may  be 
discovered  and  a caloric  test  may  reveal 
varying  degrees  of  malfunction  of  the  canal. 
The  x-ray  of  the  mastoid  cells  usually  shows 
definite  evidence  of  the  presence  of  choles- 
teatoma. When  these  conditions  are  present 
attempts  at  medical  cure  are  usually 
dangerous  to  the  patient. 

TREATMENT 

The  treatment  of  chronic  suppurative 
otitis  media  may  be  divided  into  medical 
and  surgical.  Types  1 and  2 are  especially 
applicable  to  treatment.  In  these  cases  ab- 
normal conditions  of  the  nose  and  naso- 
pharynx may  have  a great  bearing  on  the 
condition  and  attention  should  be  directed 
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towards  correcting  them,  especially  marked 
septal  deflection  and  adenoidal  vegetation. 
Some  of  the  measures  that  have  been  used 
are  the  following:  Installation  of  urea 

into  the  middle  ear,  x-ray  therapy,  alco- 
hol and  boric  acid  drops,  alcohol  and  iodine, 
hydrogen  peroxide,  chromic  acid,  enzymol, 
cresatin,  bacteriophage  and  vaccine,  zinc 
ionization,  silver  picrate  solution,  and  boric 
acid  and  iodine  powder. 

From  my  experience  I think  the  best 
medical  treatment  is  the  installation  of 
boric  acid  and  iodine  powder  into  the  middle 
ear  along  with  the  proper  medication  or 
treatment  of  the  nasopharynx.  I believe 
that  all  types  of  watery  solutions  should  be 
avoided  as  they  leave  the  cavity  moist  and 
lead  to  maceration.  In  all  cases  it  is  im- 
portant first  to  cleanse  the  auditory  canal 
from  all  secretions.  This  can  be  done  by 
means  of  cotton  probes  dipped  into  alcohol. 
This  should  be  carried  through  the  perfora- 
tion and  the  middle  ear  should  be  cleansed 
as  well  as  possible.  If  granulation  or  polyps 
are  present  these  should  be  removed  by 
means  of  a small  curet  or  snare,  using  a 
great  deal  of  precaution,  especially  if  they 
seem  to  originate  in  the  region  of  the 
promontory.  In  removing  polyps  from  this 
region  one  should  be  careful  to  avoid  trac- 
tion and  avulsion  of  the  growth,  which 
should  be  cut  off  as  close  to  the  origin  as 
is  consistent  with  safety.  Further  reduc- 
tion may  be  secured  by  the  use  of  a chem- 
ical cautery,  which  should  be  stopped  if 
signs  of  irritation  of  the  inner  ear  are  pro- 
duced. After  the  ear  has  been  cleaned  as 
well  as  possible  (which  may  necessitate  sev- 
eral visits  of  the  patient),  then  the  ear 
should  be  thoroughly  dried  and  the  iodine 
and  boric  acid  powder  placed  into  the  ear, 
being  careful  that  the  powder  comes  in  con- 
tact with  all  parts  of  the  middle  ear.  At  first 
the  powder  should  be  placed  in  the  ear  twice 
a week,  using  the  one  per  cent,  and  this 
should  be  gradually  increased  until  the  two 
per  cent  powder  is  used. 

The  patient  should  also  be  warned  to 
avoid  the  following:  Autoinflation,  nose 

blowing,  ear  douching,  diving,  swimming, 


water  in  ear  when  bathing  or  washing  the 
hair. 

The  dietary  habits  of  the  patient  should 
be  investigated  and  the  patient  placed  on 
a high  caloric  diet  rich  in  vitamins  A,  B 
and  C. 

Wolbach  has  recently  shown  a keratiniz- 
ing metaplasia  of  the  mucosa  of  the  nose, 
sinuses  and  respiratory  tract  in  vitamin 
A deficient  animals  and  infants.  This  would 
include  the  middle  ear  and  mastoid  cells.  He 
has  also  shown  changes  in  the  bone  marrow 
in  the  lack  of  vitamins,  which  would  have 
an  effect  in  a lowered  resistance  of  the  bone 
itself  and  in  a general  lowering  of  resist- 
ance of  the  patient. 

According  to  the  clinical  classification, 
types  1 and  2,  and  possibly  type  3,  will 
usually  respond  to  medical  therapy.  How- 
ever, if  there  is  marked  evidence  of  bone 
necrosis  with  possible  x-ray  or  clinical  evi- 
dence of  cholesteatoma,  then  medical 
therapy  is  usually  futile  and  some  type  of 
surgery  must  be  resorted  to.  The  amount  of 
surgery  usually  depends  upon  the  pathologic 
process.  If  the  drum  has  been  largely  de- 
stroyed, the  ossicles  and  tympanic  mem- 
brane should  be  removed.  If  there  is  no 
destruction  of  the  tympanic  membrane  and 
if  the  disease  is  confined  to  the  mastoid 
antrum  and  attic,  then  the  structure  of  the 
middle  ear  is  usually  left  intact. 

CONCLUSIONS 

1.  The  clinical  classification  of  Lillie  has 
been  followed  in  this  paper. 

2.  Almost  all  patients  with  this  condition 
will  respond  to  medical  treatment. 

3.  The  best  medical  treatment  is  boric 
acid  and  iodine  powder. 

4.  If  there  is  marked  evidence  of  bone 
necrosis  and  cholesteatoma,  then  surgical 
intervention  should  be  followed. 
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DISCUSSION 

Dr.  Monte  Meyer  (New  Orleans)  : There  is  only 
one  thing  I want  to  add  to  this  paper  and  that  is 
in  reference  to  a problem  which  we  face,  all  of 
us,  at  times.  Some  one  brings  a child  to  you,  seven 
or  eight  years  old,  with  a running  ear  for  the  last 
four  or  five  years.  Everything  has  been  done,  but 
the  ear  is  still  draining,  and  the  hearing  remains 
good.  Are  you  justified  in  having  the  child  undergo 
a radical  operation?  No  matter  what  form  of 
radical  mastoid  you  do,  there  is  a certain  amount 
of  destruction  of  hearing.  My  advice  is  just  to 
watch.  I do  believe  that  since  the  introduction  of 
high  vitamin  diet  results  are  better  than  in  the 
past. 

Dr.  Phillips  (In  conclusion)  : I think  young 

children  who  have  had  a discharging  ear  for  seven 
or  eight  years  present  the  most  perplexing  prob- 
lem. However,  I believe  that  a high  caloric  diet 
plus  boric  acid  and  iodine  powder  will  take  care 
of  a majority  of  these  cases.  In  a few  cases  it 
may  be  necessary  to  anesthetize  a child  and  ex- 
plore the  nasal  pharynx  in  order  to  remove  any 
abnormal  vegetation  that  may  be  present.  I do 
not  believe  that  any  patient  with  chronic  otitis 
media  should  be  operated  on  just  to  correct  the 
discharge,  unless  there  are  signs  of  intracranial 
complications  present,  because  it  has  been  shown 
that  from  33  to  50  per  cent  of  these  patients  con- 
tinue to  have  the  discharge  after  operation. 
o 

SYPHILIS  CONTROL  IN  LOUISIANA* 

FORD  S.  WILLIAMS,  M.  D.f 
New  Orleans 

The  problem  of  the  so-called  venereal 
diseases  in  this  state  has  long  been  recog- 
nized. Both  medical  and  social  aspects  of 
the  most  important  one  of  these  diseases, 
syphilis,  have  repeatedly  been  presented  to 
interested  medical,  health,  and  social 
groups.  Specialists  in  the  City  of  New  Or- 
leans have  continually  bewailed  the  lack  of 
facilities  for  diagnosis  and  treatment  in 
other  sections  of  the  state  for  patients  un- 
able to  pay.  The  lack  of  interest  and 
knowledge  among  physicians  in  smaller 
towns  and  rural  areas  has  been  evident  to 
those  of  the  profession  particularly  inter- 
ested in  the  problem. 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  22,  1940. 

f Director  of  The  Division  of  Venereal  Diseases, 
Louisiana  State  Board  of  Health. 


Thousands  of  patients  diagnosed  as  hav- 
ing syphilis  in  the  charity  hospitals  of  the 
state  have  been  returned  to  their  homes 
with  recommendations  for  treatment  or  for 
further  treatment  when  no  local  facilities 
for  such  treatment  were  available.  Many  of 
these  same  patients  have  returned  to  the 
attention  of  the  physician  or  the  hospital 
only  after  the  pain  of  some  late  complica- 
tion had  prompted  them  to  seek  relief.  En- 
tirely too  many  such  patients  with  cardio- 
vascular syphilis  and  central  nervous  sys- 
tem syphilis,  and  other  late  complications, 
now  fill  the  wards  of  our  charity  hospitals 
or  mental  institutions.  They,  and  too  often 
their  families  as  well,  present  real  medical, 
social  and  economic  problems.  And  all  the 
while  health  officers  and  physicians  have 
seen  crops  of  newly  infected  individuals 
appear — boys  and  girls,  young  men  and 
young  women,  mothers  or  potential  mothers 
with  early  acquired  syphilis,  new  cases  of 
syphilis  in  the  newborn — many  of  which 
were  the  result  of  conception  in  women  who, 
although  previously  known  to  have  syphilis, 
received  little  or  no  treatment  during  preg- 
nancy to  prevent  the  birth  of  the  syphilitic 
child.  A majority  of  these  new  cases, 
under  the  old  order,  were  destined  to  fol- 
low the  same  course  as  that  described  above. 

All  of  this  conclusively  demonstrated  to 
the  thinking  individual  a need  for  an  or- 
ganized state-wide  syphilis  control  pro- 
gram. I am  glad  to  report  that  such  a pro- 
gram is  now  in  operation,  and  although 
only  a modest  beginning  has  been  made, 
we  have  every  hope  that  much  can  be  ac- 
complished. 

NATIONAL  PROGRAM 

In  1936,  Surgeon  General  Thomas  Parran 
launched  a nation-wide  educational  project 
in  support  of  a proposed  national  venereal 
disease  control  program.  I am  sure  that 
you  are  familiar  with  the  ever-expanding 
public  support  given  the  Surgeon  General 
in  this  venture.  In  the  spring  of  1938,  the 
U.  S.  Congress  passed  the  LaFollette- 
Bulwinkle  Bill,  or  the  so-called  Venereal 
Disease  Control  Act  of  1938.  This  Act,  in 
addition  to  prescribing  ways  of  control,  also 
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provided  the  U.  S.  Public  Health  Service 
with  means  for  a national  control  program. 

Three  millions  of  dollars  were  thus  pro- 
vided during  the  fiscal  year  ending  July 
1,  1939  and  five  millions  of  dollars  were 
provided  for  the  fiscal  year  ending  July  1, 
1940.  Indications  are  that  funds  in  increas- 
ing amounts  will  be  appropriated  by  Con- 
gress each  year  for  a period  of  thirteen 
years,  as  provided  in  the  Act. 

The  U.  S.  Public  Health  Service  dis- 
tributes, to  state  health  departments  of  the 
various  states,  the  majority  of  this  money 
to  be  used  in  the  conduct  of  state  pro- 
grams, retaining  a small  per  cent  for  re- 
search purposes  and  for  the  development  of 
special  training  centers  and  special  studies. 
Funds  are  distributed  on  the  basis  of  three 
factors:  (1)  Population;  (2)  extent  of  the 
venereal  disease  problem;  and  (3)  the  eco- 
nomic need  of  the  state.  From  this  source, 
the  State  of  Louisiana  received  during  the 
past  fiscal  year  approximately  $55,000.00 
and  for  the  present  fiscal  year  ending  in 
July,  approximately  $97,000.00. 

STATE  PROGRAM 

On  July  1,  1938,  the  State  Board  of 
Health  set  up,  under  the  Bureau  of  Parish 
Health  Administration,  a permanent  full- 
time Division  of  Venereal  Diseases  to  estab- 
lish and  maintain  a state-wide  venereal 
disease  control  program  through  the  ex- 
penditure of  these  funds.  In  general,  the 
apportionment  of  funds  toward  the  estab- 
lishment of  local  programs  has  been  made 
on  the  following  bases:  (a)  The  relative 
prevalence  and  importance  of  the  venereal 
diseases  in  relation  to  all  communicable 
diseases  in  the  area;  (b)  the  financial  need 
existing  in  each  area  as  determined  by 
recognized  economic  indices,  and  (c)  the 
ability  of  the  respective  areas  to  utilize 
funds  effectively. 

For  reasons  obvious  to  those  familiar 
with  the  subject,  many  more  real  measur- 
able results  can  be  expected  in  the  control 
of  syphilis  than  in  the  control  of  the  other 
so  called  “venereal  diseases.”  Therefore,  it 
was  decided  in  the  beginning  that  major 
emphasis  would  be  placed  on  this  disease. 
In  the  formation  of  a state-wide  program, 


we  should  know  something  about  the  extent 
of  the  problem,  about  the  prevalence  and 
incidence  of  syphilis  in  Louisiana.  Several 
methods  could  be  used  to  obtain  this  infor- 
mation, some  of  which  are : 

1.  A study  of  case-reporting  by  private 
physicians. 

2.  A study  of  hospital  and  clinic  reports. 

3.  The  so-called  “Wassermann  survey.” 

4.  A study  of  patients  admitted  to  state 
institutions  with  late  complications  such  as 
involvement  of  the  heart  and  great  vessel* 
or  involvement  of  the  central  nervous 
system. 

5.  Comparative  studies  of  the  amount  of 
syphilis  occurring  in  pregnancy. 

I am  sorry  to  say  that,  due  to  various 
factors,  none  of  these  methods  have  as  yet 
been  successfully  applied.  Case  reports  re- 
ceived to  date  from  physicians,  hospitals 
and  clinics  are  meager,  incomplete  and  lack 
conformity,  and  are,  therefore,  of  little 
use. 

In  only  one  area  are  figures  available 
from  Wassermann  surveying,  and  these  will 
not  bear  close  statistical  analysis.  In  East 
Carroll  Parish,  better  than  4,000  negroes 
were  tested,  representing  approximately 
one-third  of  the  total  colored  population. 
Twenty-seven  per  cent  of  this  number  was 
found  to  have  one  or  more  positive  serologic 
tests. 

From  our  own  experiences  thus  far,  and 
from  the  application  of  rates  determined 
for  near-by  states,  we  believe  that  the  fol- 
lowing statements  can  be  accepted : Twenty 
per  cent  to  35  per  cent  of  the  total  colored 
population  is  infected ; five  to  10  per  cent 
of  the  total  white  population  is  infected.  The 
rate  among  the  colored  is  higher  in  the 
delta  cotton-producing  areas  along  the  river 
and  in  the  South  Louisiana  sugar  and  rice- 
producing  areas.  The  rate  is  approximately 
twice  as  high  for  both  races  in  the  urban 
areas  as  in  the  rural  areas,  and  correspond- 
ingly higher  in  the  large  cities.  Several 
factors,  including  geographic  location, 
prostitution,  and  transportation,  lead  us  to 
believe  that  syphilis  is  relatively  more 
prevalent  in  the  seaport  cities  of  New  Or- 
leans and  Lake  Charles  than  in  other  of 
the  larger  cities  of  the  state. 
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I believe  that  we  can  accept  the  principle 
that  the  ultimate  control  of  syphilis  will 
come  through  one  or  both  of  two  measures, 
namely:  (1)  Prophylaxis  and  (2)  the  lo- 
cation of  infectious  persons  and  their  con- 
tinuous treatment  to  a state  of  permanent 
non-inf  ec-tiousness. 

PROPHYLAXIS 

Some  of  you  may  have  witnessed  the  ef- 
fectivenes  of  prophylaxis  under  military 
control  during  the  first  World  War.  Un- 
fortunately, this  measure  cannot  be  applied 
to  the  civilian  population  in  the  same  man- 
ner. Although  many  authorities  feel  that 
prophylactic  agents  now  available — me- 
chanical, chemical,  and  otherwise — are  not 
being  used  to  the  best  advantage,  it  is  gen- 
erally conceded  that  there  is  a great  need 
for  a new,  easily  applied,  effective  and  in- 
expensive prophylactic  agent.  Since  prophy- 
laxis is  so  intimately  connected  with  the 
question  of  contraception  and  related  moral 
issues,  this  method  is  not  actively  used  in 
most  organized  syphilis  control  programs. 
On  the  other  hand,  the  diagnosis  and  treat- 
ment of  infectious  persons  so  as  to  render 
them  permanently  non-infectious,  is  the 
underlying  principle  used  in  a modern  pro- 
gram. 

Since  this  be  true,  we  must  develop  a 
medium  through  which  this  procedure  can 
be  applied  to  all  population  groups  in  the 
state,  including  both  those  patients  who  are 
able  to  pay  for  these  services  and  those 
who  are  unable  to  pay.  With  this  in  mind, 
the  Louisiana  State  Health  Department 
presented  certain  policies  and  plans  to  the 
Committee  on  Venereal  Disease  Control  of 
the  State  Medical  Society.  These  policies 
were  unanimously  approved  by  the  mem- 
bers of  the  committee  present,  and  the  mat- 
ter was  referred  to  the  Executive  Commit- 
tee for  further  action. 

Briefly,  it  is  planned  that  the  State 
Health  Department  offer  to  each  licensed 
practicing  physician  in  the  state  assistance 
in  the  management  of  cases  of  syphilis  in 
the  practice  of  the  individual  physician,  the 
type  of  assistance  offered  to  be  as  follows : 


1.  Free  laboratory  facilities  for  diagno- 
sis and  treatment  guide  among  patients 
who  are  unable  to  pay  for  such  services. 
Facilities  are  included  for  serologic  tests  of 
blood,  darkfield  examinations  and  exami- 
nations of  cerebrospinal  fluid. 

2.  Professional  education  in  diagnosis, 
treatment  and  control. 

3.  Consultation  service  for  patients  un- 
able to  pay  consultant  fee. 

4.  Free  drugs  for  the  treatment  of  all 
patients  with  syphilis  who  are  unable  to 
pay  full  fees. 

5.  Free  public  clinics  at  key  points  in 
the  state  to  which  patients  who  are  unable 
to  pay  private  physicians  for  anti-syphilitic 
treatments  may  be  referred. 

It  is  understood  that:  (1)  All  cases  of 
syphilis  must  be  reported  to  the  Health  De- 
partment, as  required  by  law;  (2)  basic  in- 
formation concerning  the  cases  of  syphilis 
under  treatment  by  the  private  physician 
will  be  maintained. 

In  other  words,  it  is  our  aim  to  offer  as 
much  assistance  as  possible  to  the  private 
physician  in  the  management  of  all  cases 
of  syphilis  in  his  practice  whether  they  be 
pay,  part-pay  or  indigent  patients.  In  addi- 
tion, we  propose  to  establish  free  public 
clinics  to  which  the  physician  may  refer 
those  indigent  patients  whom  he  does  not 
care  to  treat. 

During  the  past  two  years,  the  State 
Health  Department  established  two  addi- 
tional branch  laboratories,  one  located  at 
Franklin,  in  St.  Mary  Parish,  and  the 
other  located  at  Jennings,  in  Jefferson 
Davis  Parish.  Additional  technicians  have 
been  employed  for  other  laboratories  in  the 
state.  A plan  has  been  developed  which 
will  go  into  effect  in  May,  whereby  labora- 
tory services  available  from  all  laboratories 
will  be  improved  and  made  uniform.  Facili- 
ties for  darkfield  examination  have  been 
placed  in  a number  of  established  clinics. 

In  November,  1938,  a Special  Training 
Center  for  the  teaching  of  diagnosis,  treat- 
ment and  control  of  syphilis  to  health  of- 
ficers, physicians,  nurses  and  medical  social 
workers,  was  established  at  the  Louisiana 
State  University  Medical  Center  through 
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a cooperative  arrangement  with  the  Medi- 
cal School,  the  State  Health  Department 
and  the  U.  S.  Public  Health  Service.  To 
date,  26  health  officers  and  private  physi- 
cians, ten  nurses  and  one  medical  social 
worker  from  Louisiana  have  received  in- 
tensive courses  of  training  here.  Refresher 
courses,  to  be  conducted  at  key  points  in  the 
state  by  physicians  having  special  know- 
ledge of  syphilis  and  its  control,  have  been 
planned.  These  courses,  to  be  given  co- 
operatively by  the  health  department  and 
the  Committee  on  Education  of  the  Louisi- 
ana State  Medical  Society,  will  be  conducted 
in  the  same  manner  as  those  previously 
given  throughout  the  state  in  the  field  of 
maternal  and  child  hygiene.  If  our  pro- 
gram is  to  be  a success,  well-trained,  quali- 
fied, professional  personnel  must  be  made 
available. 

Any  physician  may  refer  any  patient  for 
consultation  to  clinics  operated  by  the 
Health  Department  provided  the  patient  is 
unable  to  pay  consultant  fees.  The  patient 
will  be  returned  to  the  referring  physician 
together  with  a written  report  of  the  con- 
sultation. 

Free  drugs  for  the  treatment  of  all  pa- 
tients with  syphilis  who  are  unable  to  pay 
full  fees  may  be  requested.  The  ability  of 
the  patient  to  pay  will  be  left  entirely  to 
the  discretion  of  the  physician.  Although 
free  drugs  have  not  been  distributed  to  all 
physicians  in  the  state  who  are  treating 
syphilis,  no  recent  requests  have  been  re- 
jected by  the  Health  Department.  It  is 
understood  that  no  drugs  will  be  supplied 
physicians  who  do  not  properly  submit  mor- 
bidity reports  and  who  do  not  supply  re- 
quested information.  In  the  near  future, 
we  propose  to  modify  the  system  now  in 
effect  for  the  case  reporting  of  venereal 
diseases.  Also,  it  will  be  necessary  to  de- 
velop a system  of  records  for  the  distri- 
bution of  drugs.  When  these  things  are 
done,  each  physician  in  the  state  treating 
syphilis  will  receive  proper  information 
from  the  Health  Department.  I can  assure 
you  that  physicians  will  not  be  requested 
to  submit  unnecessary  information  or  to 
keep  unnecessary  records  in  connection 
with  this  program. 


FREE  CLINICS 

Prior  to  1936,  there  existed  in  this  state, 
outside  of  the  City  of  New  Orleans,  only 
two  free  public  clinics  for  the  treatment  of 
syphilis.  To  date,  52  free  public  clinics 
are  in  operation  in  26  of  the  42  parishes  in 
the  state  having  full-time  parish  health 
units.  These  clinics  are  conducted  under  the 
supervision  of  the  local  health  unit,  as  part 
of  a local  organized  syphilis  control  pro- 
gram. Syphilis  control  is  a recognized, 
legitimate  public  health  activity  which 
should  be  included  in  the  program  of  any 
well-rounded  community  health  service.  It 
is  therefore  our  aim  to  integrate  syphilis 
control  into  the  generalized  public  health 
program  conducted  by  each  of  the  42  parish 
health  units  in  the  state.  Obviously,  effi- 
cient control  programs  can  best  be  estab- 
lished in  communities  already  receiving 
full-time  health  services.  Four  full-time 
clinicians  and  42  part-time  clinicians  are 
employed.  Although  health  officers  still 
serve  as  the  clinician  in  a few  clinics  in 
areas  where  qualified  clinicians  are  not 
available  or  not  interested,  it  is  our  purpose 
as  soon  as  possible  to  employ  clinicians  for 
all  clinics.  The  health  officer  can  best 
spend  his  efforts  with  the  public  health  side 
of  the  problem  rather  than  with  the  clinical 
side. 

The  following  statistics  are  available  con- 
cerning patients  with  syphilis  under  treat- 
ment at  these  clinics  during  the  semi-annual 
period  July  to  December,  1939: 

I.  New  admissions : 

Cases  of  acquired  syphilis — 2,527 

Cases  of  congenital  syphilis 235 

Total  2,672 

Acquired  cases  having  early  syphilis 
(duration  of  infection  less  than 
two  years)  1,048 

Acquired  cases  having  late  syphilis..  1,479 

Cases  of  syphilis  in  pregnancy 

Admitted  prior  to  fifth  month....  59 
Admitted  fifth  month  or  after.—  82 

Total  141 

II.  Average  number  of  cases  under  active 

treatment  at  any  one  time 5,195 

III.  Total  number  of  clinic  visits 91,266 

IV.  Number  of  injections  of  anti-syphilitic 

drugs  administered  : 

Arsenicals  40,339 

Heavy  metals  45,331 


Total 


85,670 
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Only  those  patients  who  are  unable  to  pay 
for  anti-syphilitic  treatment  are  accepted. 
No  patients  are  admitted  who  are  not  re- 
ferred by  officially  recognized  welfare 
agencies  or  by  licensed  practicing  physi- 
cians. 

In  addition  to  the  diagnosis  and  treat- 
ment of  individual  cases,  there  are  four 
other  procedures  known  to  be  of  value  in 
syphilis  control.  These  are:  education, 
case-finding,  case-holding  and  the  passage 
and  enforcement  of  proper  laws. 

I have  already  mentioned  the  need  for 
professional  education  and  plans  along  this 
line.  Education  of  the  lay  public  is  also 
important.  Here,  the  social  worker  comes 
into  the  picture.  In  addition  to  solving 
the  many  social  and  economic  problems 
presented  by  the  syphilitic  and  his  family, 
and  in  addition  to  assisting  in  the  passage 
of  proper  laws,  the  social  group  can  do 
much  in  the  way  of  lay  education.  We 
health  officers  prefer  to  leave  the  social 
hygiene  aspects  of  venereal  disease  control 
to  the  social  hygienists. 

The  private  physician  can  play  an  ex- 
tremely important  part  in  case-finding.  In 
reality,  the  offices  of  private  physicians 
compose  the  first  line  of  defense  against 
syphilis.  The  private  practitioner  has  the 
first  opportunity  to  make  a diagnosis  of 
early  syphilis.  Each  physician,  to  hold  suc- 
cessfully his  part  of  the  line,  must  pos- 
sess, in  the  words  of  Dr.  Stokes,  “a  high 
index  of  suspicion.”  And  even  this  is  not 
enough ; he  must  take  more  bloods  for 
routine  serologic  examination  since  ap- 
proximately 65  per  cent  of  all  persons  ad- 
mitted to  medical  care  present  no  signs  or 
symptoms  of  the  disease. 

All  hospitals  and  clinics,  both  private  and 
public,  should  routinely  blood  test  all  ad- 
missions. 

The  health  officer  has  available  two  use- 
ful methods  for  case-finding,  the  first  being 
so-called  “Wassermann  surveys”  and  the 
second,  “contact  tracing.”  The  dragnet 
surveys  are  most  useful  in  population 
groups  that  are  heavily  infected,  and  the 
latter  “sharp  shooting”  method  is  most 
useful  where  the  infection  rate  is  relatively 


low.  Although  the  practitioner  should  lend 
his  assistance  and  support,  his  position  is 
not  such  that  will  permit  him  to  go  out  into 
any  population  group  and  find  cases  by 
these  methods.  However,  suspects  found 
that  are  able  to  pay  are  referred  by  the 
Health  Department  to  the  private  physician 
for  diagnosis  and/or  for  treatment.  It  is 
hoped  that  the  physician  will  not  only  per- 
form necessary  clinical  and  laboratory  ex- 
aminations to  prove  or  disprove  a diagnosis 
of  syphilis,  but  that  he  will  also  search  for 
and  treat  conditions  other  than  syphilis 
which  may  be  affecting  the  health  of  the 
individual. 

Although  specific  drugs  are  available,  the 
adequate  treatment  of  syphilis  is  a long, 
drawn  out,  painful,  expensive  and  relatively 
unsatisfactory  affair.  Therefore,  case- 
holding is  an  important  procedure  in 
syphilis  control.  The  reasons  why  patients 
lapse  treatment  are  many,  most  important 
of  which  are  cost,  lack  of  transportation, 
incompetent  medical  services,  incompetent 
nursing  services,  unkindness  or  lack  of 
sympathy,  and  reactions  to  drugs.  A great 
deal  can  be  accomplished  by  education  of 
the  patient  and  by  removing  possible  or 
actual  causes  for  lapsation  of  individual 
cases.  We  are  particularly  interested  in 
keeping  infectious  persons  under  treatment 
until  a state  of  permanent  non-infectious- 
ness  has  been  reached.  According  to  Pub- 
lic Health  Service  standards,  this  requires 
a minimum  of  20  injections  each  of  an  ar- 
senical and  a heavy  metal  (usually  bis- 
muth). All  public  health  clinics  are  graded 
not  on  the  total  number  of  patients  ad- 
mitted or  on  the  total  number  of  injections 
given,  but  on  the  average  number  of  injec- 
tions administered  to  early  cases  before 
lapsation  occurs. 

The  public  health  nurse  is  usually  the 
one  responsible  for  the  field  duties  con- 
nected with  contact  investigation.  She  is  the 
one  who  must  locate  and  cause  to  be  ex- 
amined, either  by  clinic  or  physician, 
familial  and  sexual  contacts  named  by 
original  cases.  She  is  also  responsible  for 
the  return  of  patients  lapsing  treatment. 
Therefore,  much  depends  upon  the  efforts 
of  the  nurse.'  - - v / ■ * 
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The  following  statistics  covering  these  ac- 
tivities in  connection  with  our  organized 
clinics  are  available  for  the  semi-annual 
period  July  to  December,  1939: 

CONTACT  INVESTIGATION 

Number  of  contacts  named 1,421 

Number  of  contacts  examined 1,134 

Number  of  contacts  found  infected 

Prenatal  (congenital)  35 

Acquired  304 

Total  339  339 

Number  infected,  but  not  under  treatment..  281 
Number  induced  to  begin  treatment 239 

FOLLOW  UP  OF  DELINQUENTS 

Total  number  of  lapses  without  permission  5,632 
Total  number  of  returns  to  treatment  be- 
cause of  follow-up  efforts 2,413 

Time  does  not  permit  a detailed  discus- 
sion of  the  last  but  not  least  important 
procedure  useful  in  the  control  of  syphilis, 
that  is,  the  passage  and  enforcement  of 
proper  laws.  Our  present  laws  relating  to 
all  communicable  diseases  need  revision. 
Special  laws,  such  as  prenatal  and  premari- 
tal, are  of  undoubted  value  when  technically 
correct  and  properly  executed.  Certainly  a 
premarital  law  should  require  the  examina- 
tion of  both  applicants  for  marriage  and 
should  require  performance  of  laboratory 
tests  for  the  diagnosis  of  hidden  disease. 

-SUMMARY 

I do  not  feel  that  I can  close  any  discus- 
sion on  syphilis  control  without  mentioning 
the  importance  of  case  selection.  The  health 
officer  must  use  discretion  in  the  selection 
of  syphilis  control  procedures  in  order  that 
his  purpose  might  be  accomplished : that  is, 
the  ultimate  control  of  syphilis.  In  like 
manner,  the  clinician  must  use  a rigid 
method  of  case  selection  in  the  admission 
of  patients  for  treatment.  I personally  feel 
that  a great  many  patients  with  syphilis  are 
now  under  treatment  for  whom  treatment 
will  accomplish  little,  either  from  the  stand- 


point of  the  public  health  or  from  the 
standpoint  of  the  welfare  of  the  individual 
patient. 

DISCUSSION 

Dr.  J.  R.  Heller,  Jr.  (New  Orleans)  : Dr.  Wil- 
liams has  given  us  a clear  exposition  of  the  vene- 
real disease  control  program  in  Louisiana  and  I 
have  only  a few  reflections  concerning  the  pro- 
gram. 

We  have  not  been  able  to  apply  properly  the  so- 
called  modern  methods  of  venereal  disease  control. 
From  the  public  health  standpoint,  syphilis  con- 
trol is  somewhat  different,  in  that  treatment  is 
the  most  powerful  weapon  in  the  armamentarium. 
As  can  be  expected,  we  have  progressed  with  the 
treatment,  and  that  is  as  it  should  be.  In  Lou- 
isiana, as  Dr.  Williams  pointed  out,  different 
methods  of  control  have  been  utilized;  that  of 
treatment,  of  course,  has  been  projected  probably 
to  the  greatest  extent. 

I wish  to  recall  to  you  that  these  Federal  vene- 
real disease  funds  appropriated  by  Congress,  are 
allocated  to  the  states  on  three  bases:  The  popula- 
tion, the  financial  needs,  and  the  extent  of  the 
venereal  disease  problem.  It  is  easy  to  see  that 
the  states  of  the  South  would  benefit  most  because 
usually  the  financial  need  is  the  greatest  here,  and 
the  problem  has  been  clearly  defined  as  an  obvious 
major  public  health  problem. 

I think  much  credit  should  be  given  the  State 
Health  Department  for  the  advance  in  the  number 
of  venereal  disease  treatment  clinics  from  two  to 
52.  One  is  tempted  to  wonder  why  efforts  to  estab- 
lish clinics  have  not  been  as  successful  in  the  urban 
areas  as  in  the  rural.  Why  are  there  not  reason- 
ably adequate  programs  in  New  Orleans,  Baton 
Rouge,  and  Lake  Charles?  Probably,  time  will 
remedy  this  deficiency. 

The  role  of  the  practitioner  is  of  paramount 
importance  in  venereal  disease  control,  particularly 
in  regard  to  syphilis.  About  66  per  cent  of  all 
new  early  syphilis  cases  come  first  to  the  atten- 
tion of  the  private  practitioner.  He  is  the  one  who 
has  the  greatest  responsibility,  in  that  he  can 
direct  these  patients  to  the  proper  clinics  or  other 
medical  treatment  sources,  if  necessary,  and  of 
course,  it  is  his  opportunity  to  do  the  most  along 
educational  lines.  That  is  why  it  is  so  important 
for  the  private  practitioner  to  understand  com- 
pletely and  to  cooperate  to  the  utmost  in  the  vene- 
real disease  control  program  of  the  State  Medical 
Society  and  the  State  Health  Department. 
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JOHN  ALEXANDER  LANFORD 
(1881-1940) 

It  is  with  sadness  that  we  record  the 
rather  sudden  death  of  Dr.  John  Lanford, 
a member  of  the  Journal  Committee  for 
ten  years.  With  the  passing  of  this  well- 
known  pathologist,  the  Journal  loses  from 
its  administrative  ranks  a man  who  worked 
faithfully  and  diligently  to  make  the  Jour- 


nal a high  standard  state  medical  periodi- 
cal. His  good  advice,  his  sane  judgment, 
and  his  knowledge  of  men  and  affairs  made 
him  a splendid  and  loyal  man  for  his  posi- 
tion on  the  Journal  Committee. 

Lanford  was  born  in  1881  in  Gainesville, 
Alabama.  He  went  to  Auburn  prior  to 
graduating  from  the  University  of  Ala- 
bama Medical  School  in  1905.  He  then  mi- 
grated to  New  Orleans,  where  he  became 
connected  with  the  Department  of  Pathol- 
ogy of  Tulane  and  in  1912  became  pathol- 
ogist of  Touro  Infirmary.  Since  1914  he 
held  the  position  of  Assistant  Professor  of 
Pathology  and  Bacteriology  in  Tulane  Med- 
ical School.  He  was  consulting  pathologist 
for  several  New  Orleans  hospitals.  Dur- 
ing the  World  War,  Lanford  had  a variety 
of  experiences  in  the  two  years  he  served 
in  this  country  and  in  France.  Following 
the  War,  he  advanced  in  the  Medical  Re- 
serve Corps  to  the  rank  of  Colonel,  obtained 
in  1932.  He  was  active  and  a leader  in  the 
Reserve  Officers  organization  in  New  Or- 
leans. 

President  of  the  Orleans  Parish  Medical 
Society  in  1932,  and  for  many  years  before 
this  Treasurer  of  the  organization,  Dr. 
Lanford  was  very  active  in  the  State  Medi- 
cal Society.  As  Chairman  of  the  Cancer 
Committee  since  1932,  he  put  on  a vigorous 
and  active  campaign  to  reduce  the  mortal- 
ity of  this  dread  disease.  He  was  a mem- 
ber of  many  national  societies  as  well  as 
local  organizations. 

Lanford  was  a man  of  delightful  per- 
sonality; he  was  liked  by  every  one  with 
whom  he  came  in  contact.  He  was  a vigor- 
ous and  intelligent  worker  in  whatever  he 
undertook.  Those  who  attended  his  clinico- 
pathologic  conferences  at  Touro  will  always 
remember  with  pleasure  their  excellent  pre- 
sentation. His  death  will  not  only  be  a loss 
to  the  Journal  and  to  the  organizations  in 
which  he  was  actively  working,  but  also  to 
a host  of  friends  and  medical  associates. 

o 

AVIATION  MEDICINE 


In  this  day  of  European  conflict  and  ur- 
gent rapid  American  preparedness,  avia- 
tion and  its  associated  problems  are  of  tre- 


102 


Hospital  Staff  Transactions 


mendous  importance  and  interest.  As  a 
result  of  the  growth  of  aviation,  the  in- 
creasing use  of  the  airplane  commercially, 
and  its  demonstrated  importance  as  an  in- 
strument of  warfare,  there  was  developed 
a special  field  of  medical  knowledge  and 
investigation  dealing  with  those  individuals 
who  fly. 

Armstrong*  briefly  reviews  the  histori- 
cal aspects  of  the  subject  and  points  out 
that  this  relatively  new  and  rapidly  grow- 
ing field  of  medicine  is  not  only  of  interest 
to  specialists  in  this  phase,  but  also  to  the 
general  medical  profession.  It  offers  op- 
portunities for  physicians  both  in  civil  and 
military  life. 

As  a result  of  World  War  I it  was  defi- 
nitely shown  that  the  careful  selection  of 
pilots  on  a physical  basis  was  absolutely 
essential.  Statistics  showed  that  of  every 
100  pilots  killed,  two  died  as  a result  of 
enemy  action,  eight  from  defective  equip- 
ment, and  90  from  defects  in  the  pilots 
themselves.  As  many  as  50  per  cent  of 
the  students  in  training  developed  neuroses 
before  graduating  as  pilots.  As  a result 
of  this  experience  a postgraduate  school 
of  training  for  flight  surgeons  was  made  a 
part  of  the  Army  medical  education  system. 

There  are  over  31,000  licensed  airplane 
pilots  and  15,000  more  in  the  training  pro- 
cess in  this  country  today,  according  to 
Armstrong.  These  must  all  be  kept  in  phy- 
sical and  mental  health.  There  are  many 
special  problems  concerned  with  this  task 
and  the  medical  profession  must  acquaint 
itself  with  them. 

The  Army  Medical  Department  is  pro- 
viding courses  in  aviation  medicine  for  its 

* Armstrong,  Harry  G.:  Developments  in  avia- 
tion medicine,  Ann.  Int.  Med.,  13:  2212,  1940. 
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medical  officers.  George  Washington  Uni- 
versity School  of  Medicine  presented  a 
postgraduate  course  in  aviation  ophthal- 
mology and  aviation  medicine  this  year, 
and  two  undergraduate  schools  have  begun 
lectures  on  the  subject  to  juniors  and  sen- 
iors. Armstrong  predicts  that  other  medi- 
cal schools  will  undoubtedly  follow  this  lead. 

The  rapid  development  of  aviation  medi- 
cine offers  an  opportunity  and  a challenge 
to  the  medical  profession  which  it  must 
meet. 

o 

MEDICAL  PREPAREDNESS 

The  Committee  on  Medical  Prepared- 
ness of  the  American  Medical  Association, 
established  by  the  House  of  Delegates  at 
the  recent  meeting,  is  circularizing  the  pro- 
fession to  secure  their  cooperation.  A 
questionnaire  is  included  for  the  purpose 
of  properly  cataloging  information  on  the 
entire  117,000  or  more  members.  This  in- 
formation is  to  be  used  only  in  connection 
with  military  purposes  and  is  to  facilitate 
prompt,  immediate  action  in  case  of  a mili- 
tary emergency  to  this  nation. 

Certainly  every  physician  should  be  en- 
tirely willing  to  cooperate  with  the  com- 
mittee in  this  laudable  endeavor.  The  med- 
ical profession  responded  and  served  nobly 
in  the  past,  and  there  is  no  reason  to  doubt 
that  they  will  respond  again  as  adequately. 
All  of  us  realize  the  necessity  for  prepared- 
ness, and  this  should  be  our  contribution 
to  the  attempt  to  further  this  idea.  Every 
member  of  the  State  Society  is  therefore 
urged  to  answer  and  return  the  question- 
naire to  the  Committee  on  Medical  Pre- 
paredness as  early  as  possible. 


HOSPITAL  STAFF  TRANSACTIONS  AND  CLINICAL  MEETINGS 


HUEY  P.  LONG  HOSPITAL 
Pineville 

The  following  cases  were  presented  at  the  weekly 
staff  meetings  and  pathologic  confei-ences  held 
during  the  month  of  June: 

1.  This  is  the  case  of  a 36  year  old  colored  fe- 
male who  entered  the  hospital  as  a known  syphilitic 


and  had  an  ulcerative  stomatitis.  She  presented 
the  picture  of  extreme  weakness  and  anemia,  and 
was  given  a blood  transfusion  immediately  after 
which  a blood  picture  showed  9.2  grams,  and  54 
per  cent  hemoglobin,  total  red  blood  cells  3,870,000; 
white  blood  cells  12,000,  71  per  cent  polymorphonu- 
clears,  20  per  cent  lymphocytes,  9 per  cent  mono- 
cytes; platelet  count  of  1,880,000  was  also  obtained 
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at  this  time.  A sternal  puncture  was  done  and  a 
smear  obtained  which  revealed  10  per  cent  megal- 
okaryocytes.  Although  only  about  10  cases  have 
been  reported  in  the  literature,  a provisional  diag- 
nosis of  megalokaryocytic  leukemia  was  made.  The 
patient  remains  in  fair  condition  at  the  present 
time. 

2.  This  is  the  case  of  a 35  year  old  white  female 
who  entered  the  hospital  on  June  22,  1940  at  8 a.  m. 
On  admission  the  patient  was  in  profound  shock 
and  in  a moribund  condition.  She  had  had  a previ- 
ous cesarean  section  in  1937.  The  patient  had  been 
having  severe  pain  at  the  sight  of  the  old  cesarean 
section  scar  for  36  hours.  Three  hours  prior  to 
admission  to  the  hospital  the  family  physician  had 
given  the  patient  1 c.c.  of  thytuitary.  Immediately 
following  the  administration  of  the  oxytocic  the 
patient  went  into  collapse  at  which  time  she  was 
sent  to  the  hospital.  Emergency  treatment  for 
shock  was  instituted  on  admission  but  the  patient 
died  50  minutes  after  admission  to  the  hospital. 
It  was  evident  that  the  patient  had  a ruptured 
uterus.  A postmortem  cesarean  section  was  done 
and  a dead  baby  was  found  free  in  the  pelvic 
cavity.  The  uterus  was  ruptured  at  the  site  of 
the  previous  section  and  the  abdominal  cavity  was 
filled  with  blood.  The  uterine  rupture  extended 
into  the  placental  site  with  half  of  the  placenta 
being  free  in  the  abdominal  cavity. 

3.  This  is  the  case  of  a 71  year  old  black  male 
who  entered  the  hospital  complaining  of  locked 
bowels  and  vomiting  of  two  weeks’  duration.  There 
were  several  small  bowel  movements  until  five  days 
prior  to  admission  since  which  time  he  had  had  no 
bowel  movements  but  had  continued  vomiting  with 
small  pain  around  the  umbilicus.  The  patient  was 
operated  for  acute  appendicitis  in  1939  and  had 


been  considered  in  good  health  until  onset  of  pres- 
ent illness.  On  admission  the  patient  was  extremely 
emaciated  with  a blood  pressure  of  190/140.  All 
other  physical  findings  were  negative  except  for 
the  abdomen  which  was  moderately  distended  with 
some  generalized  tenderness,  tympany  above  the 
umbilicus  and  a flat  note  below.  A Wangensteen 
suction  was  started  and  a large  amount  of  fecal- 
bearing  material  resembling  the  vomitus  was  ob- 
tained. The  patient  was  given  a rectal  flush  and 
a small  amount  of  fecal  material  was  expelled. 
Distention  recurred  each  day  during  his  stay  in  the 
hospital  and  each  time  was  reduced  by  a Wangen- 
steen suction  and  colon  tube.  The  patient  became 
progressively  weaker  and  at  no  time  was  he  in  a 
condition  to  permit  surgery.  He  expired  on  the 
seventh  hospital  day.  Autopsy  findings  were  in- 
testinal obstruction  which  was  produced  by  adhe- 
sions, apparently  following  the  appendectomy,  a 
section  of  gangrenous  terminal  ileum  about  20 
inches  long  and  a generalized  peritonitis. 

4.  This  is  the  case  of  a 43  year  old  black  female 
who  entered  the  hospital  May  30,  1940  about  eight 
and  one-half  months’  pregnant.  Two  days  prior  to 
admission  the  patient  had  painless  vaginal  bleed- 
ing, passing  several  small  clots.  A provisional 
diagnosis  of  possible  placenta  previa  or  possible 
premature  separation  was  made.  A sterile  vaginal 
examination  was  done  and  a friable,  bleeding, 
eroded  cervix  was  found.  Pathologic  examination 
of  biopsy  revealed  adenocarcimona  of  the  cervix. 
A Porro  section  was  done  and  and  a normal,  living, 
mature  child  was  delivered.  Patient  is  receiving- 
deep  x-ray  therapy  at  intervals  to  the  present  time 
and  is  doing  nicely. 

Respectfully  submitted, 

A.  K.  Morris,  M.  D.,  Sec. 


O- 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


During  the  month  of  July,  the  Society  held  one 
regular  scientific  meeting,  at  which  the  following 
program  was  presented: 

1.  Biographical  Sketch:  Dr.  Warren  Stone. 

By  invitation Mr.  Joseph  Schlosser. 

2.  Special  Report:  The  Cause  and  Prevention 

of  the  Loss  of  Teeth. 

By Dr.  C.  C.  Bass. 

3.  Symposium  on  the  Effect  of  High  Tempera- 
ture on  Body  Functions: 

a.  The  Regulation  of  Body  Temperature. 

By Dr.  Henry  Laurens. 

b.  A Review  on  the  Effects  of  Heat. 

By.. Dr.  P.  H.  Jones,  Jr. 


The  following  physicians  were  elected  to  mem- 
bership in  the  Society: 

Active:  Dr.  Woodard  D.  Beacham;  Intern: 

Drs.  Mervin  E.  Fatter  and  Horace  L.  Wolf. 


The  Louisiana  Association  of  Pathologists  was 
formed  Monday,  June  24,  an  organization  to  pro- 
mote closer  cooperation  among  pathologists.  At 
this  meeting  the  following  were  elected  to  office: 
Drs.  Edwin  H.  Lawson,  president;  Bela  Halpert, 
vice-president;  A.  V.  Friedrichs,  secretary- treas- 
urer; Maurice  Couret,  W.  R.  Mathews,  and  J.  G. 
Pasternack  members  of  the  council. 


The  Secretary  reports  with  regret  the  loss  of 
Dr.  John  A.  Lanford,  one  of  the  Society’s  active 
members. 


NEWS  ITEMS 

Dr.  Sydney  Jacobs  attended  the  recent  meeting 
of  the  National  Tuberculosis  Association  in  Cleve- 
land. 
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Drs.  Erwin  Wexberg  and  George  F.  Roeling 
recently  attended  the  meeting  of  the  American 
Psychiatric  Association  in  Cincinnati. 


Dr.  Ambrose  H.  Storck  attended  a meeting  of 
the  American  Neurological  Association  in  Rye, 
June  6-8. 


Dr.  E.  A.  Socola  attended  the  joint  annual  con- 
ference of  the  American  Association  of  Medical 
Milk  Commissions  and  the  Certified  Milk  Pro- 
ducers’ Association  in  New  York,  June  10-11. 


Dr.  E.  L.  Leckert  was  re-elected  president  of 
the  Class  of  1900  of  the  old  Boys’  High  School  at 
a reunion  of  this  group  held  on  June  13. 


Dr.  Donovan  C.  Bowne  read  a paper  entitled 
“Primary  Jejunal  Pathology”  at  the  American 
Medical  Association  convention  in  New  York, 
June  10-14. 


Drs.  Gilbert  C.  Anderson,  C.  Grenes  Cole, 
Eugene  H.  Countiss,  J.  A.  Danna,  Peter  Graffagni- 
no,  Emmett  L.  Irwin,  P.  T.  Talbot,  and  Edwin  L. 
Zander  attended  the  meeting  of  the  Lafourche  Val- 
ley Medical  Society,  June  19.  Dr.  Graffagnino 
presented  a paper  on  “Office  Endocrinology.” 


Drs.  Max  M.  Green,  Edgar  Burns,  and  W.  A. 
Reed  attended  the  meeting  of  the  American  Uro- 
logical Society  in  Buffalo,  June  24-28. 


Dr.  T.  B.  Sellers  addressed  the  Fifth  District 
Medical  Society  in  Monroe,  June  25.  The  title  of 
his  talk  was  “Dysmenorrhea.” 


Dr.  Isidore  Cohn  was  guest  speaker  at  the  meet- 
ing of  the  Third  District  Medical  Society  in  New 
Iberia,  June  27.  The  subject  of  his  talk  was 
“Abdominal  Surgical  Problems.” 


Dr.  W.  J.  Otis  attended  the  meetings  of  the 
American  Neurological  Association  and  the 
National  Catholic  Hospital  Association  of  America 
and  Canada.  Dr.  Otis  was  also  elected  vice- 
president  of  the  Federation  of  Catholic  Physicians’ 
Guilds  of  America. 


Of  the  69  students  of  the  School  of  Medicine  of 
Louisiana  State  University  who  received  the  Doc- 
tor of  Medicine  degree  at  the  University  com- 
mencement in  Baton  Rouge,  June  2,  45  are  from 
the  State  of  Louisiana.  Thirty-one  also  hold  the 
degree  of  Bachelor  of  Science  and  10  others  the 
degree  of  Bachelor  of  Arts. 


Physicians’  attention  is  called  to  the  advertise- 
ment of  the  National  Physicians’  Committee,  which 
appeared  in  the  June  22  and  July  13  issues  of  the 
Saturday  Evening  Post. 


TREASURER’S  REPORT 

Bank  balance,  May  31,  1940 $4,929.60 

June  credits $ 171.17 


Total  credits $5,100.77 

June  expenditures $ 592.63 


Actual  book  balance,  June  30,  1940 $4,508.14 

Edwin  L.  Zander,  M.  D., 

„ Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

CALENDAR 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabrne 

Second  District 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date  Place 

Second  Wednesday  of  every  month  Baton  Rouge 

Second  Tuesday  of  every  month  Bastrop 

Second  Monday  of  every  month  New  Orleans 

First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


JOURNAL  COMMITTEE  RESOLUTION 

The  Journal  Committee  of  the  Louisiana  State 
Medical  Society  met  in  sorrow  today  because  of 
the  death  on  July  2,  1940,  of  Dr.  John  A.  Lanford. 

Dr.  Lanford  was  elected  a member  of  this  Com- 
mittee in  1930  and  has  been  a member  continu- 
ously since  then.  In  1937  he  was  elected  Secre- 
tary of  the  Committee  and  held  this  office  at  his 
death.  He  gave  the  same  serious  and  faithful 
service  to  his  work  on  the  Committee  that  he  gave 
to  the  many  other  positions  of  honor  and  trust 


conferred  on  him  by  his  associates.  He  was  a 
tower  of  strength  to  the  Committee,  especially  in 
the  matter  of  finance,  and  will  long  be  missed 
from  our  counsels. 

We  extend  our  deepest  sympathy  to  his  relatives 
in  their  sorrow,  offering  only  the  inadequate  con- 
solation that  we  will  cherish  the  memory  of  his 
too  brief  association  with  us. 

PHYSICIANS  NEEDED  FOR  ARMY  SERVICE 

The  physician,  like  every  other  American,  has 
become  actively  interested  in  our  national  security 
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and  stands  ready  to  contribute  his  services  as  re- 
quired for  military  preparedness. 

The  immediate  problem  in  this  connection  is  one 
that  concerns  the  War  Department,  and  primarily 
the  young  physician.  The  War  Department  must 
procure  additional  personnel  from  the  medical  pro- 
fession to  augment  the  medical  services  of  the  Reg- 
ular Army  as  the  various  increases  are  made  in 
the  strength  of  the  Regular  Army,  as  authorized 
by  Congress  to  meet  the  partial  emergency.  The 
young  physician  is  especially  concerned  because  it 
is  usually  advantageous,  and  is  is  often  more  con- 
venient for  him  to  serve  with  the  Army. 

Present  plans  of  the  War  Department  are  de- 
signed to  make  service  attractive  and  instructive 
for  the  young  physician.  If  the  physician  holds  a 
Medical  Corps  Reserve  commission  he  can  be  or- 
dered to  active  duty  if  he  so  requests.  If  he  does 
not  hold  a commission,  but  is  under  35  years  of 
age  and  is  a comparatively  recent  graduate  of  an 
accredited  school,  he  may  secure  an  appointment  in 
the  Medical  Corps  Reserve  for  the  purpose  of  ob- 
taining extended  active  duty  for  a period  of  one 
year  or  longer.  Duty  is  given  at  general  hospi- 
tals, station  hospitals,  and  with  tactical  units,  and 
embraces  all  fields  of  general  and  specialized  med- 
icine and  surgery.  Excellent  postgraduate  train- 
ing is  obtainable  in  connection  with  aviation  medi- 
cine. After  serving  six  months  of  active  duty  in 
the  continental  United  States,  a Reserve  officer 
may  request  duty  in  Hawaii,  Panama,  or  other 
United  States  territories  and  possessions.  The 
initial  period  for  duty  is  for  one  year  and  yearly 
extensions  are  obtainable  thereafter  until  the  in- 
ternational situation  becomes  more  clarified  and 
our  domestic  military  program  becomes  stabilized. 

Many  young  doctors  who  have  served  with  the 
Army  on  extended  active  duty  have  taken  the  com- 
petitive examination  for  entrance  into  the  Medi- 
cal Corps  of  the  Regular  Army.  Extended  active 
duty  affords  an  excellent  opportunity  for  the 
physician  to  observe  modern  military  medicine  and 
the  facilities  that  exist  for  a complete  and  com- 
prehensive medical  practice. 

Further  information  may  be  obtained  by  writ- 
ing to  The  Surgeon  General,  U.  S.  Army,  Wash- 
ington, D.  C. 

MEDICAL  CORPS  OF  THE  U.  S.  NAVY 

The  next  examination  for  doctors  of  medicine 
desiring  to  enter  the  Medical  Corps  of  the  United 
States  Navy  will  be  held  on  August  19,  1940,  at 
the  following  Naval  Medical  Department  activ- 
ities: 

U.  S.  Naval  Hospital,  Chelsea,  Mass. 

U.  S.  Naval  Hospital,  Brooklyn,  N.  Y. 

Norfolk  Naval  Hospital,  Portsmouth,  Va. 

U.  S.  Naval  Hospital,  Pensacola,  Fla. 

U.  S.  Naval  Hospital,  San  Diego,  Calif. 

Naval  Medical  Center,  Washington,  D.  C. 

U.  S.  Naval  Hospital,  Newport,  R.  I. 


U.  S.  Naval  Hospital,  Philadelphia,  Pa. 

U.  S.  Naval  Hospital,  Charleston,  S.  C. 

U.  S.  Naval  Hospital,  Great  Lakes,  111. 

U.  S.  Naval  Hospital,  Mare  Island,  Calif. 

U.  S.  Naval  Hospital,  Puget  Sound,  Bremerton, 
Wash. 

Additional  information  may  be  obtained  from 
the  Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment, Washington,  D.  C. 


FIFTIETH  ANNIVERSARY 

The  Fenwick  Sanitarium  is  celebrating  its  fiftieth 
anniversary  of  continuous  operation  for  the  care 
of  nervous  and  mild  mental  diseases  and  drug  and 
liquor  addiction. 

It  was  founded  by  Dr.  Frank  Fenwick  Young  at 
Abbeville,  Louisiana,  in  1890  and  was  moved  to 
Covington,  Louisiana,  in  1912.  Dr.  F.  F.  Young  is 
in  complete  charge  of  the  operation  of  this  Insti- 
tution and  is  assisted  in  this  work  by  several  of  his 
sons. 

This  Institution  is  registered  by  the  American 
Medical  Association,  and  is  a member  of  the 
American  Hospital  Association,  National  Associa- 
tion of  Private  Psychiatric  Hospitals,  and  the 
Louisiana  State  Hospital  Association. 

AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  Congress  will  hold  its  nineteenth  annual 
scientific  and  clinical  session  September  2-6,  1940, 
at  the  Hotel  Statler,  Cleveland,  Ohio.  Complete 
information  may  be  obtained  from  the  executive 
office,  30  North  Michigan  Avenue,  Chicago,  111. 

AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  annual  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates 
will  be  held  in  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  4,  1941,  at 
2 p.  m.  Candidates  who  successfully  complete  the 
Part  I examinations  proceed  automatically  to  the 
Part  II  examinations  held  later  in  the  year. 


The  American  Academy  of  Ophthalmology  and 
Otolaryngology  will  hold  its  forty-fifth  annual 
convention  in  Cleveland,  October  6-11,  with  head- 
quarters at  the  Hotel  Cleveland. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

There  will  be  only  one  written  examination  dur- 
ing 1941.  This  will  be  held  in  various  cities 
throughout  the  country  on  March  8. 

If  you  plan  on  taking  your  examination  during 
1941,  please  write  at  once  to  the  Board  Office, 
6830  Waterman  Avenue,  St.  Louis,  Missouri.  Ap- 
plication must  be  made  on  the  regular  blanks  pro- 
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vided  for  the  purpose  and  must  be  received  in  the 
Board  Office  before  December  1,  1940. 

THE  AMERICAN  NEUROLOGICAL 
ASSOCIATION 

The  American  Neurological  Association,  in  its 
Executive  Session  at  the  Westchester  Country 
Club,  Rye,  New  York,  on  June  7,  1940,  unani- 
mously passed  the  following  resolution : 

Whereas,  official  statistics  indicate  that  the  im- 
migration of  refugee  physicians  is  numerically 
small,  representing  in  its  totality  less  than  .6 
per  cent  of  the  practicing  physicians  of  this  coun- 
try; and 

Whereas,  such  an  influx  of  physicians  from 
abroad  cannot  adversely  affect  the  economic  wel- 
fare of  American  physicians  if  the  emigres  are 
distributed  widely  to  those  sections  of  the  land  in 
which  they  are  needed;  and 

Whereas,  information  gathered  from  govern- 
mental and  private  investigations  indicates  that 
there  are  at  least  2,000  communities  in  this  land 
in  need  of  immediate  medical  staffing  which  in 
large  part  cannot  be  supplied  by  the  graduates  of 
our  own  medical  schools;  and 

Whereas,  many  of  the  demands  for  physicians 
come  from  states  in  which  it  has  become  impos- 
sible, either  by  reason  of  legal  enactments  or  be- 
cause of  regulations  of  the  state  boards,  for  the 
refugee  physicians  to  take  his  medical  license  ex- 
amination; and 

Whereas,  there  now  exists  in  New  York  a com- 
petent agency  for  diverting  the  unfit  among  the 
refugee  physicians  into  non-medical  fields,  thus 
making  it  possible  only  for  those  who  are  fit  in 
training  and  personality  to  be  considered  for  ex- 
aminations ; 

Now  therefore  he  it  RESOLVED,  that  the  State 
Boards  of  Medical  Examiners  in  the  United  States 
shall  create  a uniform  policy  with  regard  to 
refugee  physicians  so  as  to  make  possible  the  wide 
distribution  of  these  physicians  to  those  places 
where  they  are  needed  throughout  the  land;  and 

Further,  that  these  uniform  changes  in  the  reg- 
ulations of  our  State  Boards  shall  be  in  the  direc- 
tion of  the  recommendations,  made  by  Dr.  David 
L.  Edsall  in  his  article  on  “The  Emigre  Physician 
in  American  Medicine”  (Journal  of  the  A.  M.  A., 
March  23,  1940,  Volume  114,  pages  1068-1073)  ; 
and 

Finally,  that  the  Committee  for  Resettlement  of 
Foreign  Physicians  of  the  National  Refugee  Serv- 
ice, Inc.,  165  West  46th  Street,  New  York  City, 
shall  be  utilized  as  a clearing  house  for  informa- 
tion in  regard  to  available  emigre  physicians  for 
specific  placements. 

HASSELTINE  TRANSFERRED 

The  many  friends  of  Medical  Director  H.  E. 
Hasseltine,  U.  S.  P.  H.  S.,  will  regret  that  he  has 
been  transferred  from  the  Leprosarium  at  Carville 


to  a new  position  in  Cincinnati,  where  he  will  be 
Officer  in  Charge  of  the  Stream  Pollution  Inves- 
tigations Laboratory.  Dr.  Guy  E.  Faget,  who  has 
been  in  San  Francisco,  is  the  new  Medical  Officer 
in  Charge  at  Carville. 


Senior  Surgeon  Oswald  E.  Denney,  for  many 
years  in  charge  at  Carville,  is  now  Medical  Officer 
in  Charge  of  the  U.  S.  Marine  Hospital  at  Galves- 
ton, Texas. 


Surgeon  Winnfield  K.  Sharp,  Jr.,  who  has  been 
on  duty  at  New  Orleans,  has  been  ordered  to 
Washington,  D.  C. 


Dr.  George  F.  Ellinger  was  commissioned  as 
Assistant  Surgeon,  U.  S.  P.  H.  S.,  as  of  June  1, 
1940.  For  several  years,  Dr.  Ellinger  was  a teach- 
er in  the  Medical  School  of  Tulane  University. 


On  motion  of  Dr.  James  Q.  Graves,  the  nomina- 
tion by  the  Board  of  Regents  of  Dr.  J.  H.  Musser 
as  a member  of  the  Committee  on  Medical  Educa- 
tion and  Hospitals  for  a term  ending  in  1947 
was  confirmed  by  the  House  of  Delegates  of  the 
A.  M.  A. 


INFECTIOUS  DISEASES  IN  LOUISIANA 

For  the  week  ending  June  22,  1940,  the  twenty- 
fifth  week  of  the  year,  the  Bureau  of  Epidemio- 
logy of  the  Louisiana  State  Board  of  Health  re- 
ported that  syphilis  headed  the  reported  infec- 
tious disease  for  that  week  with  164  cases.  The 
next  most  prevalent  disease  reported  during  that 
week  was  pneumonia  with  57  cases.  There  followed 
in  order  pulmonary  tuberculosis  with  41,  whooping 
cough  and  cancer  with  32,  gonorrhea  with  24, 
typhoid  fever  with  23,  influenza  with  19,  and  ma- 
laria with  14.  Four  of  the  typhoid  fever  cases  were 
reported  from  Orleans  Parish,  one  case  of  which 
was  listed  as  imported.  There  was  one  case  of 
poliomyelitis  from  Jeff  Davis;  three  cases  of  typhus 
fever  were  reported.  The  following  week,  ending 
June  29,  showed  a surprising  decrease  in  the  re- 
ported cases  of  syphilis  to  53.  Pneumonia  headed 
the  list  for  this  week  with  61  cases,  an  increase  over 
the  previous  week.  Typhoid  fever  was  reported  14 
times,  and  there  were  33  cases  of  pulmonary  tu- 
berculosis, 10  of  influenza,  41  of  cancer,  and  43  of 
gonorrhea.  Five  cases  of  diphtheria  were  reported 
and  one  case  of  hookworm.  For  the  twenty-seventh 
week,  ending  July  6,  the  major  diseases  reported 
were  as  follows:  99  cases  of  syphilis,  52  of  pneu- 
monia, 26  of  pulmonary  tuberculosis,  17  of  cancer, 
15  of  malaria,  and  12  of  typhoid  fever.  There 
were  three  cases  of  leprosy  reported.  Two  cases 
of  typhus  fever  were  again  reported,  one  from 
Iberia  and  one  from  Orleans.  The  report  for 
the  week  ending  July  13  showed  a total  of  22 
cases  of  typhoid  fever  for  this  week.  While  this 
was  a definite  increase  over  the  previous  week, 
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it  was  only  about  one-half  as  many  cases  as  had 
been  reported  for  the  same  week  of  last  year.  The 
reported  cases  of  whooping  cough  had  increased 
from  four  the  previous  week  to  64  this  week. 
There  was  one  case  of  measles  reported;  it  is  re- 
markable to  note  that  for  the  same  week  of  1939 
there  were  366  cases  of  measles.  The  report  fur- 
ther showed  the  following  figures:  131  cases  of 
syphilis,  46  of  pneumonia,  40  of  pulmonary  tuber- 
culosis, 32  of  cancer,  22  of  gonorrhea,  and  10  of 
influenza.  There  were  also  reported  two  cases  of 
epidemic  dysentery. 


HEALTH  OF  NEW  ORLEANS 

For  the  week  ending  June  14,  1940,  according 
to  the  report  of  the  Department  of  Commerce, 
Bureau  of  the  Census,  there  were  123  deaths  in 
New  Orleans,  of  which  77  were  white  and  46 
negro.  This  was  approximately  the  same  as  the 
number  of  deaths  reported  for  the  previous  week. 
The  infant  mortality  for  the  week  totaled  14,  eight 
white  and  six  negro,  10  more  than  the  previous 
week.  There  were  119  deaths  for  the  week  ending 
June  22,  the  proportions  being  73  white  and  46 
negro.  The  infant  mortality  under  one  year  of 
age  totaled  11,  five  white  and  six  negro.  There 
was  a definite  increase  to  140  deaths  for  the  week 
which  closed  June  29,  of  which  83  were  white  and 
57  negro.  The  infant  mortality  rate  had  also  in- 
creased to  13,  six  white  and  seven  negro.  The 
following  week,  ending  July  6,  the  deaths  had 
dropped  slightly  to  135,  79  white  and  56  negro. 
The  infants  deaths  were  also  slightly  reduced  to 
nine,  three  white  and  six  negro.  To  date  the  total 
accumulated  deaths  for  the  first  twenty-seven 
weeks  of  this  year  is  361  as  compared  to  358  for 
a like  period  during  1939. 


WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 


CHAIRMEN  OF  STANDING  COMMITTEES 

Archives,  Mrs.  D.  N.  Silverman,  New  Orleans; 
Doctors’  Day,  Mrs.  John  Clayton,  Norco;  Exhibits, 
Mrs.  J.  S.  Dunn,  New  Orleans;  Finance,  Mrs.  T. 
H.  Watkins,  Lake  Charles;  Historian,  Mrs.  Edgar 
Burns,  New  Orleans;  Hygeia,  Mrs.  Creighton 
Shute,  Opelousas;  Indigent  Physicians’  Fund,  Mrs. 
W.  R.  Harwell,  Shreveport;  Legislation,  Mrs.  C. 
G.  Cole,  New  Orleans;  Organization,  Mrs.  W.  D. 
Simmons,  Covington;  Parliamentarian,  Mrs.  A.  A. 
Herold,  Shreveport;  Press  and  Publicity,  Mrs.  J. 
W.  Rosenthal,  New  Orleans;  Printing  and  Sup- 
plies, Mrs.  R.  J.  Spedale,  Plaquemine;  Program, 
Mrs.  A.  G.  McHenry,  Monroe;  Public  Relations, 
Mrs.  J.  D.  Frazer,  DeRidder;  Revision  of  By- 
laws, Mrs.  J.  W.  Warren,  New  Orleans. 

COUNCILORS 

First  District,  Mrs.  G.  D.  Feldner,  New  Orleans; 
Second  District,  Mrs.  R.  B.  Harrison,  New  Or- 
leans; Third  District,  Mrs.  R.  J.  Young,  Abbeville; 
Fourth  District,  Mrs.  E.  L.  Gill,  Shreveport;  Fifth 
District,  Mrs.  A.  D.  Tisdale,  Monroe;  Sixth  Dis- 
trict, Mrs.  A.  W.  Martin,  Bogalusa;  Seventh  Dis- 
trict, Mrs.  J.  G.  McClure,  Welsh;  Eighth  District, 
Mrs.  S.  L.  Calhoun,  Alexandria. 


REPORT  OF  A.  M.  A.  MEETING 

Louisiana  was  represented  at  the  annual  meeting 
of  the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  held  in  New  York  City,  June  10- 
14,  by  two  delegates:  Mrs.  A.  A.  Herold,  of  Shreve- 
port, and  Mrs.  A.  D.  Tisdale,  of  Monroe. 

The  eighteenth  session  of  the  Auxiliary  was 
opened  in  the  Grand  Ballroom  of  the  Hotel  Penn- 
sylvania with  Mrs.  Rollo  K.  Packard,  of  Chicago, 
presiding.  Registration  for  the  first  day  showed 
a total  of  908  delegates  and  members  including 
the  officers.  Thirty-two  states  were  represented, 
with  37  of  the  38  states  organized  sending  ex- 
hibits. It  was  the  opinion  of  those  present  that 
more  real  interest  was  shown  at  this  meeting  than 
ever  before. 

Reports  of  the  officers  and  chairmen  of  stand- 
ing committees  revealed  the  vast  amount  of  work 
done  not  only  by  the  president  and  other  officers, 
but  by  these  chairmen  as  well.  Mrs.  Packard  has 
proved  to  be  a very  efficient  president,  and  her 
report  shows  that  she  has  visited  21  states  during 
her  term  of  office.  Her  recommendations  to  the 
Board  of  Directors,  making  changes  that  will  prove 
to  be  the  best  policy,  show  that  she  has  given  a 
great  deal  of  thought  to  her  work. 

Organization  Chairman,  Mrs.  Thomas  of  Penn- 
sylvania, reported  a total  membership  of  23,003 
members  to  date.  Of  the  6609  counties  now  or- 
ganized 66  new  ones  were  reported  this  year. 
Exhibit  Chairman.  Mrs.  Beir  of  New  Jersey,  very 
proudly  displayed  her  work  with  37  exhibits.  These 
exhibits,  for  the  most  part,  were  posters  of  scrap- 
books showing  what  the  states  had  done  during  the 
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year.  Louisiana’s  exhibits  ranked  side  by  side 
with  the  others.  Public  Relations  Chairman,  Mrs. 
Mosiman  of  Washington,  presented  a most  inter- 
esting chart  showing  what  each  state  had  done 
in  this  work.  Since  this  committee  is  one  of  the 
most  important,  it  was  urged  by  the  chairman  that 
we  try  to  create  good  will  and  build  public  opinion 
by  these  methods:  Acquaint  the  public  with  the 
change  that  is  taking  place  by  the  move  toward 
the  establishment  of  political  control  of  medical 
service;  sponsor  essays  on  health;  have  radio  pro- 
grams on  health.  Louisiana  should  be  very  proud 
of  the  report  given  by  Mrs.  A.  A.  Herold,  Chair- 
man of  Legislation.  Her  report  showed  that  a 
program  of  woi'k  to  be  done  had  been  mailed  to 
all  states,  with  a suggested  outline.  Every  doc- 
tor’s wife  was  urged  to  vote.  Her  plea  was  to 
keep  informed.  Twenty-nine  states  reported  hav- 
ing a legislative  program. 

The  Program  Chairman  stated  that  the  most 
popular  programs  during  the  past  year  were  those 
on  socialized  medicine,  Wagner  health  bill,  medical 
legislation,  cancer,  tuberculosis,  and  maternal 
welfare.  She  emphasized  that  if  we  are  to  inform 
others  we  must  first  inform  ourselves. 

The  Wednesday  session,  again  with  Mrs.  Pack- 
ard presiding,  included  the  following  important 
features : 

1.  Memorial  services  with  Mrs.  Frank  N.  Hag- 
gard, of  San  Antonio,  Texas,  in  charge. 

2.  Resolutions  expressing  appreciation  to  the 
Journal  of  the  A.  M.  A.  for  space  given  the  Aux- 
iliary; resolutions  pledging  support  and  loyalty  to 
the  A.  M.  A. 

3.  Reports  of  the  State  Presidents:  Since  only 
a few  minutes  were  allowed  to  each  one,  it  was 
impossible  to  give  complete  reports  on  the  fine 
work  done  by  the  individual  states. 


4.  Election  of  officers,  with  Mrs.  V.  E.  Hol- 
combe of  Charleston,  W.  Va.,  taking  office  as  pres- 
ident for  the  year  1940-41. 

Since  New  York  and  the  World’s  Fair  offered 
so  much  in  the  way  of  entertainment,  it  would 
seem  that  the  Hostess  Auxiliary  of  New  York 

would  have  nothing  to  do but  they  did.  With 

Mrs.  Carlton  F.  Potter,  of  Syracuse,  as  chairman 
there  were  more  things  to  do  than  one  could  pos- 
sibly imagine.  There  was  tea  at  Sherry’s  on  Sun- 
day to  begin  with,  and  dinner  at  the  Waldorf- 
Astoria  on  Monday  for  the  National  Board.  The 
luncheon  on  Tuesday  at  Hotel  Pennsylvania  with 
400  guests  present,  followed  by  a trip  to  the  Eliza- 
beth Arden  Salon  for  a special  presentation  of 
“Beauty  in  the  Making,”  and  the  open  meeting 
at  the  Waldorf-Astoria  made  indeed  a full  day. 
Dr.  Morris  Fishbein,  Editor  of  the  J.  A.  M.  A., 
and  Dr.  Rock  Sleyster,  President  of  the  A.  M.  A., 
spoke  at  the  luncheon  on  Tuesday.  At  the  lunch- 
eon on  Wednesday  Dr.  Nathan  B.  Van  Etten,  the 
incoming  president  of  the  A.  M.  A.  extended 
greetings,  and  Alphonse  M.  Schwitalla,  Ph.  D. 
Dean  of  St.  Louis  University,  was  the  guest 
speaker. 

It  seemed  to  be  the  feeling  of  all  the  auxiliary 
members  that  the  doctors  themselves  realize  as 
never  before  what  a potential  power  the  auxiliai’y 
is  and  can  be  and  that  they  want  us  to  work  as 
never  before. 

Signed:  Leta  S.  Tisdale 

(Mrs.  A.  D.  Tisdale) 

Delegate  from  Louisiana. 


Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 

Press  and  Publicity  Chairman. 


o 
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International  Clinics,  March,  1939:  Edited  by 

George  Morris  Piersol,  M.  D.  Philadelphia,  J.  B. 

Lippincott  Co.,  1939.  Pp  312.  Price  $2.50. 

This  volume  should  prove  of  interest,  especially 
to  clinicians.  Among  the  essays  noteworthy  for 
information  as  well  as  for  interest,  may  be  men- 
tioned a “Review  of  Gastroscopy”;  “Significance 
of  Hemorrhage  in  the  Gastrointestinal  Tract,”  and 
an  “Outline  of  Electrocardiography”  by  Dr. 
Richard  Ashman. 

I.  L.  Robbins,  M.  D. 


Directory  of  Medical  Specialists,  Certified  by 
American  Boards  1939:  Edited  by  Paul  Titus 
and  J . Stewart  Rodman.  New  York  City, 


Columbia  University  Press,  1940.  Pp.  1573. 

Price  $5.00. 

This,  the  only  official  Directory  of  its  kind,  lists 
approximately  14,400  Diplomates  certified  by  the 
twelve  special  American  Boards  and  one  of  the 
two  affiliate  boards. 

A separate  section  is  devoted  to  each  American 
Board,  with  both  a geographic  and  a biographic 
listing  of  its  Diplomates.  In  addition,  there  is  a 
complete  alphabetic  list  of  all  the  14,400  Diplo- 
mates. In  this  list  there  are  addresses  and  indi- 
cations of  specialty  certification,  while  in  the  geo- 
graphic sections  complete  biographic  information 
is  given.  The  organization  and  examination  re- 
quirements of  each  of  the  American  Boards  are 
explained  in  full. 


Columbia  University  Press. 
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Manual  of  Dermatology ' By  Carroll  S.  Wright, 
B.  S.,  M.  D.  Philadelphia,  The  Blakiston  Co., 
1940.  Pp.  376.  Price  $4.00. 

This  handy  compendium,  stx’essing  the  more  com- 
mon dermatoses  which  make  up  the  bulk  of  the 
skin  diseases  seen  in  general  practice,  admirably 
suits  its  purpose.  The  manual  is  not  intended  to 
be  an  encyclopedic  treatise  on  dermatology  but 
instead  to  serve  as  a small  text  or  reference  work 
for  medical  students  or  for  the  busy  practitioner 
of  medicine. 

A brief  descriptive  style  has  been  adhered  to 
and  under  each  dermatologic  condition  concise 
paragraphs  are  given  on  synonyms,  definitions, 
symptoms,  pathology,  diagnosis,  prognosis,  and 
treatment.  The  majority  of  the  therapeutic 
measui’es  recommended  are  those  found  useful  and 
practicable  by  the  author  and  are  limited  to  the 
few  modes  which  are  most  likely  to  be  successful 
in  the  given  case.  The  inclusion  of  up-to-date 
prescriptions  is  most  commendable. 

It  is  interesting  to  note  the  frequent  reference 
to  the  value  of  superficial  and  filtered  x-ray 
therapy  in  dermatologic  treatment,  emphasizing 
the  statement  made  thirty  years  ago  by  William 
Allen  Pusey:  “It  is  hardly  too  much  to  say  that 
roentgenotherapy  is  the  most  widely  useful  addi- 
tion to  the  treatment  of  skin  diseases  that  has 
been  made.” 

M.  D.  Lang,  M.  D. 

Clinical  Parasitology : By  Charles  Franklin  Craig, 
M.  D.,  M.  A.  (Hon.),  F.  A.  C.  S.,  F.  A.  C.  P., 
Col.,  U.  S.  Army  (Retired),  D.  S.  M.,  and  Ernest 
Carroll  Faust,  M.  A.,  Ph.  D.  Philadelphia,  Lea 
and  Febiger,  1940.  Pp.  772.  Price  $8.50. 

This  volume  of  772  pages  by  two  well-known 
authorities  is  made  up  of  nine  chapters  on  proto- 
zoa and  protozoan  infections,  nineteen  chapters 
on  helminths  and  helminthic  infections,  and  eleven 
chapters  on  arthropods  and  human  disease.  A 
technical  appendix  of  50  pages,  references  to  the 
extent  of  26  pages,  and  subject  and  author  indices, 
are  provided. 

The  volume  is  adequately  illustrated,  many  of 
the  drawings  being  original.  The  clinical  sections 
are  generally  brief,  but  sufficient  and  to  the  point; 
thus,  under  plague  we  find  the  following:  “There 
is  no  satisfactory  treatment  for  the  disease,” 
which  is  better  than  enumerating  a host  of  agents 
of  little  or  no  worth. 

Under  the  prevention  of  amebic  dysentery  the 
authors  advocate  the  examination  and  treatment 
of  food  handlers  employed  in  public  eating  places. 
We  can  readily  agree  that,  theoretically,  this 
measure  in  addition  to  others  mentioned  by  the 
authors  would  be  desirable,  but  application  as  a 
practical  public  health  measure  has  not  seemed 
possible  to  many  sanitary  authorities.  The  re- 
viewer does  not  know  of  any  important  community 
in  which  the  measure  has  been  continued  though 


it  was  inaugurated  in  many  places  after  the  tragic 
experience  of  Chicago  in  1933. 

Referring  to  swine  as  sources  of  human  trichi- 
nosis, the  authors  do  not  differentiate  between  the 
types  of  feeding,  e.g.,  grain-fed  as  against 
garbage-fed  animals,  nor  do  they  mention  “splinter 
hemorrhages”  in  the  clinical  diagnosis  in  man. 
Perhaps  both  these  omissions  are  to  be  accounted 
for  by  the  recentness  of  this  publication. 

The  book  presents  the  several  subjects  in  au- 
thoritative and  clear  form.  Suitable  as  a textbook 
for  special  students,  it  is  perhaps  more  compre- 
hensive than  the  medical  student  would  need, 
though  he  could  use  it  with  great  profit.  Teaching 
of  parasitology  is  notably  deficient  in  many  of  our 
medical  schools,  and  it  is  to  be  hoped  that  this 
volume  will  aid  teachers  who  are  not  specialists 
in  presenting  the  subject. 

G.  W.  McCoy,  M.  D. 

Treatment  of  War  Wounds  and  Fractures,  with 
Special  Reference  to  the  Closed  Method  as  Used 
in  the  War  in  Spain-'  By  J.  Trueta.  M.  D.  New" 
York,  Paul  B.  Hoeber,  Inc.,  1940.  Pp.  146. 
Price  $2.50. 

This  is  a small  book  from  the  standpoint  of  size 
only.  Containing  a foreword  by  H.  Winnett  Orr, 
it  is  a vindication  of  the  Orr  method  of  treating 
wounds.  A brief  description  of  various  methods 
of  wound  management  since  Pare  indicate  the 
vacillating  trends  in  an  attempt  to  find  some 
chemical  treatment  for  wounds.  None  has  been 
found  and  rest  and  protection  from  repeated  rein- 
fection has  proved  itself  as  demonstrated  again 
by  Dr.  Trueta  under  war  conditions  an  outstand- 
ing method.  The  very  nice  photographs  of  war 
wounds  before  and  after  such  treatment  illustrate 
more  vividly  than  the  text  the  good  results. 

Fortunately  this  method  has  already  received 
considerable  publicity  from  its  use  in  the  Spanish 
Civil  War.  Most  lay  publicity  has  been  of  this 
soi’t  so  that  an  impression  has  spi'ead  that  the 
method  was  developed  and  used  first  during  that 
war.  Such  is  far  from  the  truth.  It  is  American 
and  it  has  gone  abroad  and  returned  to  us  under 
a different  name.  H.  Winnett  Orr  deserves  great 
credit  for  initiating  this  treatment  of  wounds  and 
compound  fx-actures;  Dr.  Trueta  deserves  credit 
for  this  demonstration  of  its  value  in  military 
surgery. 

Howard  Mahorner,  M.  D. 

Injuries  of  the  Skull,  Brain  and  Spinal  Cord' 
Edited  by  Samuel  Brock,  M.  D.  Baltimore,  Wil- 
liams and  Wilkins  Co.,  1940.  Pp.  632.  Price 
$7.00. 

This  extraordinarily  effective  and  serviceable 
treatise  covers  a wide  range  of  subjects  and  is  a 
balanced,  authoritative,  precise  discussion  of  the 
known  facts  concerning  injuries  of  the  skull,  brain 
and  spina)  cord  in  their  neurologic,  psychiatric, 
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surgical,  medico-legal,  and  other  relations.  New 
developments  in  diagnosis,  differential  diagnosis 
and  treatment  are  detailed  in  clear,  concise  lan- 
guage. 

It  is  by  no  means  easy  to  give  a satisfactory 
summary  estimate  in  this  brief  review  but  there 
are  twenty-two  parts  which  are  mutually  related 
in  the  production  of  an  unusually  complete,  single 
volume.  Each  chapter  is  the  work  of  a dis- 
tinguished specialist  and  leading  authority  in  his 
field  and,  aside  from  the  point  of  view  of  one’s 
special  interests,  it  is  quite  difficult  to  attempt 
to  determine  which  contributor  has  presented  the 
best  section.  Dr.  Symonds’  presentation  is  very 
good  and  his  views  on  convalescence  in  concussion 
and  contusion  of  the  brain  are  worthy  of  much 
notice.  Particularly  outstanding  and  well  written 
chopters  are  those  on  “Neuroses  Following  Head 
and  Brain  Injuries”;  “Psychotic  States  Following 
Head  and  Brain  Injuries  in  Adults  and  Children”; 
“Simulation  (Malingering)  in  Relation  to  Injuries 
of  the  Skull,  Brain  and  Spinal  Cord.”  The  ma- 
terial appearing  in  them  is  of  great  value. 

One  rarely  comes  upon  anything  so  perfectly 
done  as  is  this  book  edited  by  Samuel  Brock.  It 
is  accurate,  authoritative,  comprehensive,  and 
lucid.  It  should  be  indispensable  to  doctors, 
lawyers,  and  those  who  deal  with  injuries  and 
claims  for  insurance  benefits  and  compensation. 

The  editor,  the  contributors  and  the  publishers 
are  to  be  heartily  congratulated  for  creating  this 
excellent  manual  which  is,  in  every  way,  worthy 
of  the  subjects  covered  and  which  supplies  a long 
felt  want  and  is  of  vital  interest  to  medical  science. 

C.  P.  May,  M.  D. 

Dermatologic  Allergy ■'  By  M.  B.  Sulzberger, 

M.  D.  Springfield,  111.,  Charles  C.  Thomas  Co., 

1940.  Pp.  540.  Price  $8.50. 

The  author  of  this  book  needs  no  introduction 
to  medical  men.  Dr.  Sulzberger  has  devoted  his 
career  to  the  subject  of  this  work,  and  the  present 
volume  is  the  most  comprehensive  work  thus  far 
available  in  this  field. 

The  text  is  well  written;  the  descriptions  are 
detailed  and  painstaking.  The  author  is  to  be 
highly  commended  for  keeping  this  a book  of  clini- 
cal information.  The  reviewer  was  particularly 
impressed  with  the  comprehensive  clinical  discus- 
sions of  atopic  dermatitis  and  of  urticaria.  The 
bibliography  is  pertinent  rather  than  comprehen- 
sive. A glossary  is  an  unusual  feature  of  the  book. 
The  illustrations  are  good  and  well  chosen.  Numer- 
ous tables  and  marginal  notes  facilitate  the  reading 
of  the  text. 

Dr.  Sulzberger  astutely  defends  the  rationale  of 
skin  tests,  despite  the  fact  that  the  hitherto  avail- 
able empiric  evidence  would  vitiate  such  a position. 


The  whole  subject  of  the  evaluation  of  skin  tests 
requires  a new  orientation  because  of  the  intro- 
duction of  purified  and  concentrated  extracts  into 
the  field.  The  new  empiric  evidence  substantiates 
the  author’s  hypothesis  concerning  the  clinical 
evaluation  of  skin  sensitivity  to  allergens. 

Only  one  note  of  adverse  criticism  must  be  men- 
tioned. In  common  with  most  writers  on  medical 
subjects,  the  author  fails  to  use  efficient  statistics 
for  the  analysis  of  his  data.  This  is  regrettable 
since  the  utilization  of  statistical  knowledge  would 
have  materially  enhanced  the  value  of  his  con- 
clusions. 

The  book  is  well  worth  while,  for  it  does  much 
to  clear  up  the  mental  confusion  that  exists  regard- 
ing this  subject.  The  work  should  be  a necessary 
item  in  the  library  of  every  dermatologist,  intern- 
ist, and  allergist. 

B.  G.  Efron,  M.  D. 


PUBLICATIONS  RECEIVED 

M.  Barrows  & Company,  Inc.,  New  York  City: 
Simplified  Diabetic  Manual,  by  Abraham  Rudy, 

M.  D. 

The  Commonwealth  Fund,  New  York  City:  Psy- 
chiatric Clinics  for  Children,  by  Helen  Leland 
Witmer,  Ph.  D. 

F.  A.  Davis  Company,  Philadelphia:  Medical 

Nursing,  by  Edgar  Hull,  M.  D.,  F.  A.  C.  P.,  Chris- 
tine Wright,  R.  N.,  B.  S.,  and  Ann  B.  Eyl,  B.  S. 

The  Haynes  & George  Company,  Inc.,  Newark, 

N.  J.:  The  Era  Key  to  the  USP  XI  & NF  VI, 
revised  by  Lyman  D.  Fonda. 

Hospital  Textbook  Company,  New  York  City: 
Legal  Guide  for  American  Hospitals  by  Emanuel 
Hayt,  LL.  B.,  and  Lillian  R.  Hayt,  M.  A.,  J.  D. 

Lea  & Febiger,  Philadelphia:  The  Diagnosis  and 
Treatment  of  Pulmonary  Tuberculosis,  by  John  B. 
Hawes,  2d,  M.  D.,  and  Moses  J.  Stone,  M.  D.  A 
Manual  of  Otology,  Rhinology  and  Laryngology, 
by  Howard  Charles  Ballenger,  M.  D.,  F.  A.  C.  S. 

J.  B.  Lippincott  Company,  Philadelphia:  Modern 
Dermatology  and  Syphilology,  by  S.  William 
Becker,  M.  D.,  and  Maximillian  E.  Obermayer, 
M.  D. 

W.  B.  Saunders  Company,  Philadelphia:  Clinical 
Diabetes  Mellitus  and  Hyperinsulinism,  by  Russell 
M.  Wilder,  M.  D„  Ph.  D.,  F.  A.  C.  P. 

University  of  Chicago  Press,  Chicago:  Graduate 
Medical  Education,  Report  of  the  Commission  on 
Graduate  Medical  Education,  Willard  C.  Rappleye, 
A.  B.,  A.  M.,  Sc.  D.,  Chairman. 

The  Williams  & Wilkins  Company,  Baltimore: 
The  Surgery  of  the  Alimentary  Tract,  by  Sir  Hugh 
Devine,  M.  S.,  F.  R.  A.  C.  S.,  F.  A.  C.  S.  A Method 
of  Anatomy,  by  J.  C.  Boileau  Grant,  M.  C.,  M.  B., 
Ch.  B.,  F.  R.  C.  S.  (Edin.).  A Handbook  for  Dis- 
sectors, by  J.  C.  Boileau  Grant  and  H.  A.  Cates. 


New  Orleans  Medical 

and 


Surgical  Journal 


Vol.  93 


SEPTEMBER,  1940 


No.  3 


THE  PROBLEM  OF  PROSTATISM* 

M.  H.  FOSTER,  M.  D. 

Alexandria 

After  a brief  historical  sketch,  I shall 
discuss  infection  and  malignancy  incident 
to  prostatism,  and  suggestions  for  improv- 
ing the  treatment  of  both. 

HISTORICAL  SKETCH 

Although  perineal  section  for  stone  was 
practiced  by  the  ancients,  the  prostate  was 
not  discovered  until  1550  by  Nicolo  Ulassa 
of  Venice.  At  the  same  time  Ambroise  Pare 
was  evolving  improvements  upon  the  instru- 
ments previously  employed  for  breaking  up 
obstructing  “carnosities”,  transurethrally. 
Suprapubic  cystotomy  was  first  done  by 
Pierre  Franco  in  1556.  Though  progress 
was  to  lag  for  the  next  350  years,  these 
three  routes  continue  to  compete  for  the  at- 
tention of  the  bladder  surgeon. 

In  1886  Edison  put  a cold  light  in  Nitze’s 
cystoscope,  and  the  American  Association 
of  Genito-urinary  Surgeons  was  organized 
in  New  York.  Since  then  events  have  tran- 
spired rapidly.  By  1890  deliberately  planned 
prostatectomies  were  done  through  the  peri- 
neal route  by  Watson,  of  Boston;  Wishard, 
of  Indianapolis;  Belfield,  of  Chicago;  and 
Goodfellow,  of  Arizona;  and  through  the 
suprapubic  route  by  McGill,  of  Leeds,  and 
Fuller,  of  New  York. 

Rejecting  the  Bottini  instrument  in  1898 
as  unsafe  and  inefficient,  Young  decided 
that  accessibility  was  necessary  for  better 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


enucleation.  This  was  attained  by  passing 
two  fingers  into  the  rectum  and  pushing  the 
gland  upward  into  the  suprapubic  wound. 
Then  he  devised  a tractor,  pulled  the  gland 
into  the  perineal  wound  (1903) , and  accom- 
plished a clean  complete,  anatomic  enuclea- 
tion entirely  under  vision,  which  will  for- 
ever remain  a monument  to  his  creative 
genius.  Before  this  time  these  operations 
were  a blind  and  bloody  business.  Hemor- 
rhage, uremia,  and  sepsis  contributed  a 
mortality  that  was  somewhat  higher  for  the 
suprapubic  route,  but  many  of  those  pa- 
tients surviving  the  operation  by  the  peri- 
neal route  incurred  dysuria,  incontinence, 
or  rectal  injury. 

Suprapubic  operators  blamed  perineal 
surgeons  for  leaving  behind  intravesical  in- 
trusions, and  the  latter  accused  the  former 
of  failure  to  remove  intra-urethral  obstruct- 
ing lobes.  Two  physiologic  factors  were  then 
developed : First,  a period  of  drainage  for 
stabilizing  a balanced  ratio  between  kidney 
output  and  blood  retention ; second,  large 
quantities  of  water  to  wash  out  infection. 
Young  used  up  to  12,000  c.  c.  in  24  hours. 

Geraghty  and  Rowntree  brought  out  the 
P.  S.  P.  renal  output  test  in  1910;  Folin  and 
Dennis  the  chemical  determination  of  nitro- 
gen bodies  retained  by  the  blood,  in  1914. 

Urinary  obstruction  interferes  with  the 
elimination  of  uric  acid  and  urea  early, 
creatinin  late.  After  decompression,  satis- 
factory elmination  of  all  these  compounds 
is  promptly  resumed  whenever  kidney  tis- 
sue is  but  slightly  impaired,  but  Goldstein 
showed  (1918)  that  high  creatinin  reten- 
tion never  came  down  when  kidney  tissue 
was  more  than  half  destroyed ; therefore 
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these  patients  cannot  become  safe  for  sur- 
gical procedure.  Thus,  after  delay  and  kid- 
ney destruction,  many  fatalities  have  been 
due  to  the  terrible  triad : obstruction,  stasis, 
infection,  whether  the  bladder  was  drained 
by  cystotomy,  catheter,  or  not  drained  at  all. 

Efforts  at  transurethral  relief  of  bladder 
neck  obstructions  were  resumed  by  Guthrie 
in  1834,  but  this  subject  had  to  wait  another 
century  for  the  development  in  mechanical 
equipment  to  catch  up  with  the  require- 
ments of  surgical  conceptions. 

In  1926  Maximilian  Stern  introduced  the 
resectoscope.  After  endoscopic  visual  im- 
provements by  McCarthy,  and  the  construc- 
tion of  a power  unit  by  Theo.  Davis,  which 
was  dependable  for  hemostasis  as  well  as 
cutting  under  water,  successful  transure- 
thral electrosurgical  resection  of  most  blad- 
der neck  obstructions  became  an  accom- 
plished fact  for  competent  operators  in  the 
early  thirties. 

Obstructions  differ  fundamentally  in 
type,  as  shall  be  seen  later.  The  clean  com- 
plete removal  of  the  entire  pathologically 
obstructing  mass  is  demanded,  leaving  no 
devitalized  tissues  behind.  Otherwise,  a 
condition  obtains  which  resembles  an  in- 
complete abortion  in  pathologic  principle. 

VanDuzen  (1939)  demonstrated  that 
there  is  no  anatomic  capsule  separating  the 
prostate  from  the  bladder,  and  that  the 
glands  are  at  first  plain  tubular.  At  the  age 
of  16  they  have  become  racemose,  and  as 
sexual  maturity  advances  the  acini  dilate 
considerably,  and  increase  in  number  tre- 
mendously. Lowsley  (1912)  showed  that 
prostate  hyperplasias  arise  from  muscle 
cells,  located  in  the  urethral  wall  (or  floor) 
of  the  postspermatic  portion  of  the  pros- 
tate, of  lower  Mullerian  duct  origin,  devel- 
oping similar  to  uterine  myomas.  Deming 
(1939)  concluded  that  multiple  suburethral 
spheroids,  developing  simultaneously  or 
consecutively,  first  distort  the  urethra  in 
contour,  elongate  it  in  extent,  and  finally 
compress  the  prostate  tissue  into  a flattened 
out  lamina  or  surgical  capsule,  against  the 
fascia  of  Denonvilliers.  It  is  between  these 
confluent  hyperplastic  spheroids,  and  the 
compressed  lamina  of  prostate  tissue,  that 


the  so-called  plane  of  cleavage  is  encounter- 
ed. Following  along  this  in  all  directions, 
the  pathologically  obstructing  mass  is  re- 
moved while  the  anatomic  prostate  gland 
remains  in  a reinvigorating  environment,  to 
enjoy  a better  blood  supply,  since  it  has  be- 
come freed  of  compression,  and  relieved  of 
infection  which  was  consequent  upon  ob- 
struction. 

The  pathology  of  prostatism  remained 
confused  until  1931,  when  Randall  classi- 
fied five  anatomic  elements:  Two  lateral 
and  a prespermatic  lobe,  an  anterior,  and  a 
posterior  commissure.  Lesions  rarely  de- 
velop in  the  anterior  commissure  or  the 
prespermatic  lobe.  Therefore  bar  forma- 
tions, and  the  obstructing  lesions  arising 
from  the  lateral  lobes  and  the  posterior 
commissure  (so-called  middle  lobe)  are  the 
conditions  encountered  surgically. 

While  the  onset  of  subjective  symptoms 
from  acute  retention  is  sudden  and  inci- 
dental to  edema  from  infection,  the  intrud- 
ing lesion  is  a definite  pathologic  entity 
of  gradual  development,  often  requiring 
years  to  obstruct.  Progress  of  its  en- 
croachment and  inbulging  may  be  observed 
cystoscopically  for  perhaps  a decade,  and 
the  type  of  prostatism  accurately  diagnosed, 
which  is  entirely  impossible  by  rectal  pal- 
pation. 

Today  the  urologist  has  a satisfactory 
knowledge  of  surgical  pathology,  and  three 
highly  developed  operations  for  its  relief, 
each  useful  according  to  requirements,  and 
no  one  of  which  can  completely  supplant 
the  other  two.  The  current  curb  service 
notion  about  electrosurgical  resection  is  un- 
fortunate, and  often  leads  to  disaster. 

Twenty-five  years  ago  Keys  deplored  the 
more  than  20  per  cent  mortality  subsequent 
to  suprapubic  surgical  drainage.  That  was 
due  to  kidney  destruction  produced  by  the 
terrible  triad.  The  abhorrent  practice  of 
prolonged  urethral  drainage  is  nice  from 
the  standpoint  of  mortuary  cosmetics,  but 
bladder  paracentesis  assures  comfort  and 
recovery.  The  former  was  bad  for  the 
perineal  prostatectomist,  but  much  worse 
for  the  resectionist,  who  makes  infection 
inevitable  by  subjecting  the  urethra  to  a 
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month  of  irritation  and  trauma  by  a for- 
eign body,  before  it  is  to  be  torn  up  by  a 
red  hot  drag  line  in  a closed  cavity.  Engel 
reports  six  deaths  in  14  cases  where  in- 
dwelling catheter  alone  was  used.  Chill  oc- 
curred within  48  hours.  This  was  due  to 
kidney  infection  from  urethritis. 

With  clean  residual  of  less  than  200  c.  c. 
output  and  retention  but  slightly  disturbed, 
no  drainage  is  required.  When  it  is,  Lower 
and  Engle,  Kreutzman,  Duffy,  and  Walther, 
and  many  others  have  advocated  the  supra- 
pubic trocar  with  introduction  of  a Malecot 
catheter.  The  Engel  and  Duffy  instru- 
ments are  adapted  for  cystoscopy.  No  fa- 
tality is  reported. 

FACTORS  AFFECTING  PROGNOSIS 

Today  when  the  mortality  from  prostate 
operations  in  good  hands  is  around  5 per 
cent,  and  the  mortality  from  unrelieved 
obstructing  prostatism  is  ultimately  100 
per  cent,  there  is  every  right  to  disabuse 
the  public  mind  of  the  traditional  horror 
for  prostate  surgery  which  it  has  held  over 
from  a time  when  that  attitude  had  more 
to  justify  it. 

Granting  three  requirements,  prostate 
surgery  is  now  safer  than  other  surgery  of 
similar  magnitude  at  the  same  age.  They 
are: 

(1)  A clean  bladder,  free  from  infec- 
tion ; 

(2)  A reasonably  good  cardiovascular 
system ; 

(3)  Adequate  kidney  function. 

When  infection  or  malignancy  compli- 
cates, these  essentials  are  sacrificed. 

With  the  advent  of  the  ketogenic  diet,  and 
the  chemotherapeutic  drugs  of  the  last  few 
years,  urologic  bacteriology  has  assumed  an 
importance  never  realized  before.  The 
characteristics  of  different  organism  types 
are  well  known,  and  their  behavior  is  un- 
derstood upon  identification. 

The  urea-splitting  group  of  the  proteus 
type  is  urologic  enemy  No.  1.  It  develops 
stones,  destroys  tissue,  produces  foul  gray- 
ish slough,  prevents  healing,  kills  patients 
by  exhaustion  and  sepsis.  It  is  controlled 
by  acetic  acid  drip  locally,  sulfanilamide 
internally. 


The  Gram-positive  staphylococcus  is 
prone  to  produce  metastatic  cortical  kidney 
abscesses.  Intravenous  neoarsphenamin 
checks  this  invader. 

The  Gram-negative  bacillus  inflames 
mucous  membranes,  with  pus  formation. 
Mandelic  acid,  or  large  quantities  of  water 
are  indicated. 

Secondary  infections  with  abscess  forma- 
tion about  the  bladder  and  urethra  must  be 
relieved  surgically. 

MALIGNANCY 

Albarran  called  attention  to  prostatic  can- 
cer in  1900.  Young  found  cancer  in  21  per 
cent  of  obstructions  in  1926.  The  report  of 
Rich  and  Moore  on  routine  postmortem 
serial  sections  in  1935,  revealed  the  star- 
tling frequency  of  occult  carcinoma  of  the 
prostate.  Though  generally  of  slow  growth 
and  late  metastasis,  the  small  ones  may 
metastasize  early  and  extensively,  produc- 
ing bony  and  visceral  manifestations,  with- 
out dysuria,  insidiously  killing  many  more 
men  than  the  number  of  women  who  die 
of  uterine  cancer.  Such  a patient  will  not 
consult  his  doctor  because  of  prostate 
trouble;  nevertheless  his  trouble  is  incur- 
able cancer  of  the  prostate,  and  the  blatant 
goat  gland  evangelists  continue  to  defraud 
a credulous  public. 

Every  school  child  knows  that  appen- 
diceal colic  means  immediate  operation. 
Every  doctor  plans  for  cesarean  section 
before  the  onset  of  labor.  But  the  clinical 
conduct  of  many  patients  with  prostatic 
cancer  is  still  about  a quarter  of  a century 
behind  urologic  attainments. 

Here  irradiation  has  failed.  Both  supra- 
pubic and  transurethral  surgeons  are 
agreed  that  these  operations  are  not  curing 
prostate  cancer.  Only  a small  number  of 
highly  important  genito-urinary  surgeons 
claim  cures  by  perineal  panprostatectomy, 
while  the  lesion  is  still  local. 

SUMMARY 

A brief  historical  sketch  of  the  develop- 
ment, pathology,  and  treatment  of  prosta- 
tism is  given.  The  importance  of  infection 
and  malignancy  is  discussed.  Solution  of 
the  problem  lies  along  two  lines. 

First : The  public  must  be  educated  to  the 
importance  of  periodic  urologic  examina- 
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tion  after  50,  instead  of  awaiting  the  com- 
pelling symptoms  of  pain,  bleeding,  dysuria, 
retention ; that  once  obstructed,  infection  is 
imminent,  and  that  deliberately  planned  re- 
moval under  proper  circumstances,  is  safer 
than  procrastination  and  urethral  instru- 
mentation ; that  resort  to  the  urethral  cathe- 
ter whether  intermittent  or  indwelling,  car- 
ries definite  hazard. 

Propaganda  should  emanate  from  the 
State  Cancer  Committee  for  the  general 
profession  and  public  alike,  just  as  it  has 
about  cancer  of  the  uterus.  Both  must  learn 
that  prostatic  cancer  kills  more  people 
than  cancer  of  the  uterus. 

Second : Recording  and  reporting  cases  to 
the  cancer  registry ; decompression  by  para- 
centesis is  cleaner,  safer,  and  more  com- 
fortable, than  either  cystotomy,  or  indwell- 
ing urethral  drainage ; defer  cystoscopy  un- 
til time  of  operation,  then  under  adequate 
anesthesia  the  type  of  pathology  may  be 
determined  in  about  two  minutes,  where- 
upon appropriate  surgery  is  selected  and 
carried  out  immediately;  no  one  operation 
can  fit  all  varieties  of  pathology. 

Recent  modifications  in  perineal  surgery 
by  Lowsley,  Belt,  Hinman,  and  others,  af- 
ford a flexibility  to  this  procedure,  which 
now  merits  reconsideration  by  those  of  us 
who  viewed  with  distaste  the  radical  block 
resection  offered  by  Young  in  1914. 
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DISCUSSION 

Dr.  Eugene  Vickery  (New  Orleans)  : Numerous 
articles  have  appeared  in  the  literature  in  the  last 
few  years  regarding  the  effect  of  the  male  sex 
hormone,  testosterone,  on  benign  prostatic  hyper- 
trophy. It  has  been  recognized  for  many  years 
that  the  testes  have  some  controlling  influence 
over  the  prostate,  as  castration  causes  an  atrophy 
of  the  prostate  provided  it  is  done  before  hyper- 
trophy of  the  gland  has  taken  place,  but  castration 
causes  no  decrease  in  the  size  of  an  adenomatous 
prostate.  The  trend  of  recent  investigation  of  the 
use  of  testosterone  in  benign  enlargement  of  the 
prostate  shows  that  there  is  no  appreciable  de- 
crease in  the  size  of  the  gland  obtained  by  adminis- 
tration of  the  hormone,  and  in  some  instances  acute 
urinary  retention  has  occurred  during  its  adminis- 
tration. Observers  who  have  reported  good  results 
in  the  use  of  testosterone  have  as  a rule  based 
their  conclusions  on  clinical  improvement.  I do  not 
believe  we  should  belittle  any  treatment  which 
gives  relief  or  improvement,  but  we  are  all  familiar 
with  the  temporary  relief  given  at  times  by  cathe- 
terization, massage,  sitz  baths,  vasoligation,  or 
administration  of  one  of  several  drugs  at  our  dis- 
posal. So  let  us  not  be  deceived  in  judging  the 
effect  of  a hormone  or  any  other  substance  on  the 
hypertrophied  prostate  by  clinical  improvement 
alone,  but  let  us  develop  an  accurate  method  of 
measuring  prostates  before  and  after  the  use  of 
such  substances,  and  in  addition  make  observa- 
tions of  changes  in  the  histology  of  the  gland.  At 
the  present  time  there  is  no  conclusive  proof  of  any 
reduction  in  size  of  the  hyperprostate  after  ad- 
ministration of  any  drug  or  hormone. 

Thus  the  problem  of  relief  of  prostatism  remains 
a surgical  one.  Here  again  there  are  conflicting 
opinions  as  to  the  best  procedure  to  be  employed, 
and  the  literature  is  full  of  the  pros  and  cons  for 
transurethral  resection,  suprapubic  and  perineal 
prostatectomy. 

Pathologically  prostatic  obstruction  is  divided 
into  three  general  types:  (1)  Benign  hypertrophy 
(adenoma)  ; (2)  fibrosis  (median  bar  and  con- 
tacted vesical  neck)  ; (3)  adenocarcinoma,  (cf. 

Randall’s  anatomic  classification  above.) 
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Most  urologists  agree  that  patients  with  fibrosis 
are  best  taken  care  of  by  the  transurethral  opera- 
tion on  account  of  technical  difficulties  encoun- 
tered by  the  other  approaches. 

The  late  Dr.  Charles  H.  Mayo  once  said  that 
anything  done  to  relieve  prostatic  cancer  is  wrong. 
However,  this  was  before  extensive  employment  of 
the  transurethral  procedure,  and  it  is  generally 
agreed  that  this  offers  a comfortable  functional 
bladder  to  these  advanced  cancers  for  a period  of 
one  to  two  years  in  most  instances.  The  difficulty 
in  suprapubic  removal  of  adenocarcinoma  is  well 
known.  A few  urologists  advocate  radical  pex-ineal 
prostatectomy  in  early  cases  of  malignancy, 
though  they  admit  only  5 per  cent  of  prostatic 
cancers  have  failed  to  break  through  the  capsule 
when  first  seen.  Radium  and  deep  x-ray  therapy 
are  advocated  by  others,  in  addition  to  removal  of 
obstructing  tissue.  Personally  I have  felt  that 
results  obtained  by  radiation  fail  to  warrant  the 
risk  of  discomfort  often  caused  by  it.  Some  adeno- 
carcinomas are  quite  slow  in  their  progress,  and 
in  the  past  year  I have  resected  for  a second  time 
a patient  who  came  in  seven  years  previously  with 
a fairly  extensive  grade  II  carcinoma.  Relief  with 
a sterile  urine  was  obtained  for  this  period.  On 
the  second  admission  there  was  no  appreciable 
weight  loss  or  evidence  of  metastases.  He  had  no 
radiation  and  reports  now  that  his  bladder  is  es- 
sentially comfortable. 

It  is  in  the  removal  of  the  entire  prostate  or  the 
obstructing  portion  of  the  benign  hypertrophies 
where  we  find  most  divergent  opinion  as  to  the 
method  of  choice.  Each  case  is  an  individual  prob- 
lem dependent  on  the  size  of  the  gland,  the  general 
condition  of  the  patient  (chiefly  cardiac  and  renal) 
and  the  skill  of  the  surgeon  in  the  different  types 
of  operation.  Results  obtained  are  not  uniformly 
good  by  either  suprapubic,  perineal  or  transurethral 
approach.  Necessarily  any  operation  which  has  as 
its  aim  a subtotal  prostatectomy  should  give  rise 
to  a higher  incidence  of  postoperative  difficulty 
than  a procedure  where  the  whole  gland  is  re- 
moved. However,  the  relatively  low  mortality  in 
transurethral  resection  for  glands  of  reasonable 
size  in  my  opinion  more  than  offsets  this  dis- 
advantage. 

Dr.  M.  H.  Foster  (In  conclusion)  : I am  in  such 
complete  accord  with  Dr.  Vickery  about  the  failure 
of  hormone  therapy  to  benefit  established  hyper- 
trophies, that  I omitted  it  from  the  discussion  en- 
tirely, instead  of  damning  it  with  faint  praise  as 
he  did. 

Competent  urologists  of  large  experience,  after 
carefully  controlled  observations,  have  concluded 
that  prostatic  cancer  is  not  being  cured  by  irradia- 
tion (cf.  Rudnik,  Chicago).  I have  obtained  an 
adequate  outlet  with  comfortable  voiding  at  each 
of  three  successive  transurethral  resections  dur- 
ing four  years.  One  patient,  now  aged  79  years, 


has  a fired,  stony,  hard  prostatic  cancer,  but  plans 
remarriage. 

Let  me  repeat  one  thing  to  emphasize  what  is 
not  yet  generally  known : Abandon  indwelling 

urethral  drainage  in  favor  of  paracentesis,  through 
the  top  of  the  bladder;  learn  how  easy,  comfort- 
able, and  safe,  prostatic  surgery  can  become  when 
artificial  drainage  is  done  temporarily  through 
an  ai'tificial  opening,  and  the  natural  channel  kept 
physiologically  at  rest  while  it  is  traumatized  and 
infected. 

o 

MANAGEMENT  OF  CHRONIC 
PROSTATITIS* 

C.  O.  FREDERICK,  M.  D. 

Lake  Charles 

The  subject  under  discussion  today  is 
generally  recognized  by  the  medical  profes- 
sion at  large  as  a very  common  condition 
in  adult  males  of  all  walks  of  life.  It  is 
certainly  the  most  frequent  office  problem 
seen  in  urologic  practice.  That  its  impor- 
tance and  frequency  are  being  recognized 
today  is  manifest  by  the  requests  for  re- 
ports regarding  prostatitis  by  insurance 
companies  and  by  the  increasing  number  of 
patients  referred  for  examination  and  treat- 
ment. Infection  of  the  prostate  and  semi- 
nal vesicles  will  be  considered  as  one  dis- 
ease since  any  pathology  involving  the  one 
invariably  includes  the  other  (Wesson).  It 
is  of  significance  to  point  out  that  a large 
percentage  of  this  group  of  patients  under 
the  classification  of  “non-venereal  prosta- 
titis” has  never  been  infected  with  the 
gonococcus.  The  condition  may  be  de- 
scribed as  a chronic  pyogenic  infection  of 
the  prostate  having  its  origin  by  direct 
extension  from  the  urethra,  or  entering 
through  the  blood  stream  or  lymphatics. 

Because  of  the  facts  just  enumerated  a 
review  of  the  symptomatology,  diagnosis, 
and  management  of  pyogenic  prostatitis 
will  be  presented  with  special  emphasis  on 
measures  used  in  treatment  today. 

SYMPTOMS 

If  one  were  to  list  the  symptoms  ascribed 
to  prostatitis  we  could  be  easily  induced  to 

*Read  befox-e  the  sixty-fix-st  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Ox-leans, 
Apx-il  23,  1940. 
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believe  that  an  infected  prostate  gland  is 
the  source  of  all  disease.  An  attempt  how- 
ever will  be  made  to  classify  the  symptoms 
under  two  headings,  stressing  the  more 
common  and  those  of  most  diagnostic  sig- 
nificance. 

SYMPTOMS  WITHOUT  PAIN 

1.  Urethral  discharge:  The  so-called 

“morning  drop”  which  may  be  just  enough 
to  seal  the  meatus.  This  is  probably  the 
most  frequent  finding  and  is  often  the  only 
reason  the  patient  consults  a physician.  The 
discharge  is  usually  of  a mucopurulent  char- 
acter and  is  seen  only  in  the  morning  or 
when  the  patient  has  not  voided  for  a long 
period  of  time  during  the  day  (four  or  five 
hours) . 

2.  Frequency  and  urgency  of  urination 
and  occasionally  nocturia:  These  are  al- 
ways secondary  to  posterior  urethritis  and 
trigonitis.  In  these  cases  microscopic  pus 
is  found  not  only  in  first  glass  but  a few 
small  clumps  or  free  cells  in  the  second 
glass. 

3.  Generalized  feeling  of  being  under 
par:  Patient  tires  too  easily  and  is  espe- 
cially fatigued  in  the  evenings. 

4.  Mental : The  patient  may  be  sluggish 
and  indifferent  and  unable  to  concentrate. 
Other  changes  seen  are  irritability  and 
nervousness. 

5.  Sterility  has  often  been  thought  to  be 
due  to  chronic  prostatitis  but  actually 
sterility  as  a direct  result  of  infection  of 
the  gland  must  be  infrequent  as  we  see  daily 
individuals  with  a marked  degree  of  infec- 
tion who  have  high  fertility  index. 

6.  Sexual  symptoms:  Contrary  to  what 
we  would  rationally  expect  prostatitis  usu- 
ally causes  no  sexual  disturbances,  but  it 
may  be  responsible  for  every  phase  of  dis- 
turbance from  mild  incapacity  to  complete 
impotency.  Erections  may  be  insecure, 
painful,  or  absent  entirely.  Ejaculations 
may  be  sensationless,  painful,  premature, 
bloody  or  they  may  occur  without  erections. 
A too  frequent  desire  for  intercourse  may 
be  present.  A very  frequent  finding,  and 
one  which  is  a source  of  apprehension  to 
patients,  is  the  discharge  of  prostatic  fluid 
at  time  of  defecation.  The  hard  stool 


presses  against  the  congested  and  boggy 
prostate  and  forces  out  secretion  which  ap- 
pears at  the  meatus. 

PAINFUL  SYMPTOMS 

1.  Backache  is  by  far  the  most  frequent 
painful  symptom  and  is  usually  described 
as  being  “deep”  in  the  lower  part  of  the 
back.  Prostatic  backache  is  usually  not 
severe;  is  sacral  in  type  but  may  be  lum- 
bosacral. A typical  history  is  that  the  pa- 
tient is  awakened  in  the  morning  by  a dis- 
comfort in  the  lower  part  of  the  back  which 
can  be  relieved  either  by  voiding  or  chang- 
ing position  in  bed.  On  arising  he  may  or 
may  not  have  stiffness  on  bending  over. 

2.  Frequently  and  probably  most  annoy- 
ing of  all  is  the  complaint  of  fullness  in  the 
rectum;  itching  and  burning  about  or  just 
within  the  anal  orifice.  There  may  be  sore- 
ness and  tickling  in  the  neck  of  the  bladder 
and  perineum  behind  the  scrotum. 

3.  Dull  or  occasionally  very  sharp  pain 
in  the  urethral  meatus.  It  is  often  difficult 
to  convince  the  patient  that  the  pain  is  re- 
ferred. 

4.  Dull,  aching  pain  in  buttocks,  thighs 
or  calves  of  legs. 

5.  Infrequently  sharp  pain  in  the  kidney 
region  simulating  renal  colic. 

6.  Dull  pain  in  the  right  lower  quadrant 
simulating  appendicitis. 

7.  Iridocyclitis,  iritis  and  corneal  ulcera- 
tion are  occasionally  due  to  prostatic  infec- 
tion and  prostatic  massage  should  be  per- 
formed with  caution  in  the  presence  of  such 
ocular  lesions. 

DIAGNOSIS 

Ordinarily  the  diagnosis  of  chronic  pros- 
tatitis presents  no  special  problems  and  is 
dependent  on  the  demonstration  of  pus  in 
the  uncontaminated  prostatic  fluid.  It  is 
important  to  emphasize  uncontaminated 
prostatic  fluid  because  if  the  secretion  is 
obtained  in  the  presence  of  an  infected  an- 
terior urethra  which  has  not  been  properly 
prepared  or  as  more  frequently  happens  an 
upper  urinary  tract  infection,  the  pus  de- 
rived at  the  meatus  may  easily  be  from 
these  sources  and  not  necessarily  due  to  an 
infected  prostate  gland.  Since  diagnosis 
depends  in  the  last  analysis  on  the  presence 
of  abnormal  prostatic  fluid,  a brief  descrip- 
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tion — gross  and  microscopic — is  timely.  In- 
fected prostatic  fluid  is  not  homogeneous 
but  is  granular  and  streaky.  Microscopically 
varying  amounts  of  lecithin  and  abnormal 
elements  are  found.  The  persistence  or  re- 
appearance of  lecithin  under  treatment  is 
a favorable  prognostic  sign.  Pus  cells,  in 
varying  numbers  either  free  or  in  clumps, 
are  invariably  present.  Free  pus  best  indi- 
cates fair  drainage.  It  is  not  unusual  to 
find  a few  red  blood  cells  in  fresh  secretion 
but  in  the  majority  of  cases  it  is  impossible 
to  demonstrate  bacteria  on  stained  slide. 

In  so  many  instances  the  mild  symptoms 
of  posterior  urethritis  associated  with  pros- 
tatic infection  respond  rapidly  to  routine 
treatment  so  that  instrumental  diagnostic 
methods  such  as  cystourethroscopy  should 
not  be  employed  routinely.  Such  procedures 
are  withheld  for  those  cases  presenting  un- 
usual diagnostic  features,  such  as  persistent 
discharge,  persistent  pyuria,  hematuria  or 
failure  to  improve  under  treatment.  In 
summing  up  the  main  diagnostic  points  the 
following  findings  are  important:  (1)  The 
presence  of  a change  either  in  the  size  or 
contour  of  the  prostate  gland  or  in  shape 
and  consistency — that  is,  boggy  in  places — 
indurated  in  others;  (2)  tenderness  on 
pressure;  (3)  pus  present  on  microscopic 
examination  of  the  secretion. 

It  must  always  be  remembered  that  digi- 
tal examination  alone  is  not  sufficient  be- 
cause one  often  finds  a normal  feeling  pros- 
tate which  on  microscopic  examination 
shows  an  abundance  of  pathologic  processes. 

A fact  often  emphasized  but  yet  not  suf- 
ficiently appreciated  is  that  a single  nega- 
tive examination  does  not  eliminate  the 
presence  of  prostatic  infection.  This  is 
borne  out  in  practice  frequently.  It  is  essen- 
tial to  procure  at  least  three  negative  ex- 
aminations before  declaring  an  individual 
prostate  normal.  Recent  experimental  work 
(O’Connor)  has  shown  the  definite  advisa- 
bility of  the  possibility  of  traumatizing  the 
gland  by  too  frequent  manipulations  and 
consequently  obtaining  false  positive  evi- 
dences of  infection. 

My  feeling  is  that  the  proper  execution  of 
prostatic  massage  cannot  be  repeated  too 


often  so  I will  briefly  review  the  technic  as 
advocated  by  most  urologists.  It  has  been 
correctly  stated  by  some  that  the  prostatic 
massage  is  a crude  procedure  at  best,  conse- 
quently every  effort  should  be  made  to  be- 
come skilled  in  carrying  out  the  process. 

There  are  two  very  important  axioms  to 
be  kept  in  mind:  (1)  Gentleness:  I do  not 
believe  that  too  much  stress  can  be  laid  on 
handling  the  prostatic  gland  with  gentleness 
especially  during  the  first  few  massages. 
I believe  gentleness  to  be  of  utmost  impor- 
tance for  many  reasons;  not  alone  because 
roughness  will  result  in  complications  but 
also  because  better  cooperation  will  be  se- 
cured and  the  patient  will  continue  treat- 
ments; (2)  patient  tolerance  to  massage 
must  be  considered  and  the  thoroughness 
and  frequency  of  treatment  carefully  regu- 
lated by  the  individual  tolerance. 

The  most  effective  examination  of  the 
prostate  gland  may  be  made  with  the  pa- 
tient bending  over  a table  or  chair  with 
knees  slightly  bent  and  toes  turned  in.  The 
patient  should  present  himself  with  bladder 
distended  with  urine  or  irrigating  solution. 
The  well  lubricated  and  protected  index 
finger  is  inserted  in  the  rectum  slowly  and 
a careful  examination  is  done  consisting  of 
sweeping  the  tip  and  flexor  surface  of  the 
index  finger  over  the  surface  of  the  gland 
and  around  its  borders. 

The  lobes  of  a normal  prostate  are  flat, 
flaccid  and  only  moderately  sensitive.  There 
are  no  indurations  or  variations  in  consist- 
ency in  the  texture  of  the  unaffected  gland. 
The  index  finger  is  then  introduced  to  the 
summit  of  the  right  vesicle  and  firm  pres- 
sure and  stroking  is  carried  out  along  two 
or  three  parallel  lines  until  a definite  empty- 
ing is  felt  which  requires  six  to  eight 
strokes  on  either  side.  The  left  vesicle  and 
left  lobe  of  the  prostate  are  then  treated 
similarly,  care  being  taken  to  avoid  the  mid- 
line. Finally  the  finger  is  drawn  from 
above  downward  over  the  posterior  urethra 
so  as  to  express  the  secretion  from  the  ure- 
thral floor  ducts. 

TREATMENT 

In  a consideration  of  treatment  it  is  con- 
venient to  divide  measures  into:  (1)  Gen- 
eral; (2)  active. 
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Under  general  measures  will  be  included 
all  those  designed  to  improve  the  patient’s 
general  health  and  should  include  the  fol- 
lowing: (1)  Regular  habits  of  eating  and 

sleeping,  especially  sufficient  sleep.  (2) 
Careful  attention  to  regular  bowel  elimina- 
tion. This  matter  is  so  often  neglected  by 
busy  professional  and  traveling  men  that 
time  spent  in  explaining  the  importance  of 
this  matter  in  the  plan  of  treatment  is  well 
worth  while.  (3)  Regular  but  moderate 
amounts  of  exercise  preferably  in  the  open 
air.  (4)  Restriction  of  alcoholic  drinks  as 
much  as  possible;  however  in  many  cases 
it  is  inadvisable  to  restrict  alcohol  com- 
pletely as  the  individual  is  urged  to  lead  a 
fairly  normal  social  existence.  (5)  Inter- 
course is  not  forbidden  unless  it  is  found  to 
activate  the  disease.  All  acts  which  tend  to 
produce  chronic  congestion  of  the  prostate 
are  prohibited  such  as  over  indulgence  in 
sexual  intercourse ; the  practice  of  “with- 
drawal” ; the  routine  indulgence  in  virtuous 
petting  parties. 

Of  all  active  measures  indicated,  pros- 
tatic stripping  is  recognized  as  the  “sheet 
anchor”  in  conservative  treatment.  There  is 
general  agreement  that  this  procedure 
should  be  carried  out  gently  and  in  such  a 
way  as  to  express  as  much  prostatic  con- 
tent into  the  urethra  as  possible.  There  is 
no  general  agreement  however  as  to  the 
frequency  of  treatments  to  obtain  maximum 
results  and  more  especially  to  guard  against 
unfavorable  reaction  in  the  gland  itself. 
Since  the  work  of  Ladd  calling  attention  to 
the  traumatizing  effect  of  massage  on  the 
prostate  of  dogs,  the  interval  between  mas- 
sage has  been  advocated  as  not  oftener  than 
four  or  five  days.  Also  as  Kidd  and  others 
have  stated  “prostatic  massage  is  true 
vaccine  treatment  and  should  not  be  carried 
out  more  often  than  every  four  days.”  From 
this  last  viewpoint  it  is  just  as  important 
not  to  overdo  massage  as  it  is  to  avoid  over- 
taxing the  immunity  mechanism  with  large 
doses  of  vaccine.  Other  important  ques- 
tions arise;  how  long  should  massage  be 
continued  or  should  it  be  continuous  or 
intermittent?  My  own  plan  is  to  treat  these 
patients  in  courses  rather  than  continu- 


ously. Routine  massage  is  carried  out  every 
four  or  five  days  for  eight  or  nine  weeks, 
at  which  time  usually  the  gland  has  de- 
creased in  size,  the  symptoms  have  subsided 
or  lessened  but  ordinarily  a certain  amount 
of  microscopic  pus  is  still  present  in  the 
secretion.  A rest  period  from  treatment, 
but  not  from  hygienic  measures  is  given, 
lasting  from  six  to  eight  weeks,  when  treat- 
ment is  resumed  again.  If  the  fluid  still 
contains  pus  which  unfortunately  occurs 
frequently,  the  treatment  course  is  con- 
tinued as  outlined  above  except  that  the 
duration  of  the  rest  periods  is  increased 
to  three  months  or  longer.  In  many  in- 
stances of  long  standing  prostatitis  where 
we  feel  certain  ultimate  cure  is  unlikely  our 
only  attempt  is  to  keep  the  pus  at  a mini- 
mum and  to  control  any  symptoms.  I be- 
lieve a fair  percentage  of  patients  if  ap- 
proached properly  will  not  hesitate  to  re- 
turn three  times  a year  for  prostatic  treat- 
ment. 

Dilatations:  This  form  of  therapy,  while 
often  a valuable  adjunct  in  the  handling  of 
these  cases,  has  not  the  prominence  it  once 
enjoyed.  While  the  theory  of  dilatation 
with  sounds  and  Kohlman  dilators  is  rea- 
sonable, their  too  frequent  use  as  a routine 
is  not  only  inadvisable  but  definitely  de- 
vitalizing and  harmful.  In  support  of  their 
use,  however,  is  the  fact  that  large  caliber 
strictures  must  be  eliminated  in  all  patients 
under  treatment. 

Irrigations  and  Instillations:  Hot  boric 
acid  solutions  or  potassium  permanganate 
1-5,000  as  bladder  irrigations  are  very  bene- 
ficial especially  in  patients  with  pyuria. 
They  are  not  used  routinely  however  in  pa- 
tients with  a normal  urine  and  are  contra- 
indicated when  a man  is  not  able  to  relax 
sufficiently,  thereby  making  irrigation  a 
difficult  task,  thereby  inviting  the  use  of 
high  pressures  or  catheters.  In  cases  where 
pyuria  is  absent  and  the  patient  complains 
of  mild  posterior  urethral  discomfort  or 
sexual  disturbances,  I have  secured  better 
results  with  instillations  of  weak  silver 
nitrate  solution  1-1,000  to  1-500  into  the 
posterior  urethra  following  massage. 
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Heat:  The  use  of  heat  in  treatment  of 
these  cases  is  agreed  upon  and  is  certainly 
an  efficacious  means  of  relieving  some 
symptoms.  As  a curative  aid  it  may  assist 
in  the  resolution  of  the  infectious  process 
in  the  tissues  of  the  gland.  The  ordinary 
hot  sitz  bath  is  probably  the  most  practical 
means  of  applying  heat,  as  it  is  available 
to  all  patients  daily. 

Removal  of  Foci  of  Infection:  Aside 

from  prostatic  massage  this  is  probably  the 
most  important  step  in  active  treatment. 
Ordinarily  we  are  not  as  keen  in  searching 
for  existing  foci  as  we  should  be.  Abscessed 
teeth  are  probably  the  most  important  and 
dental  opinion  backed  by  suitable  x-ray 
studies  should  be  freely  used.  Infected 
tonsils  or  tags  that  are  diseased  and  re- 
maining after  tonsillectomy,  should  be  re- 
moved. The  role  sinuses  and  the  gastro- 
intestinal tract  play  as  a focus  of  infection 
is  less  defined  but  they  should  be  kept  in 
mind  in  any  case. 

Drugs:  Intravenous  medication,  espe- 

cially mercurochrome  1 per  cent,  dilute  hy- 
drochloric acid  and  neoarsphenamine  as  in 
adjunct  in  treatment,  has  had  many  advo- 
cates but  I believe  it  is  being  used  with 
less  frequency  and  enthusiasm  as  time 
passes.  With  the  advent  of  sulfanilamide 
and  its  beneficial  effects  in  other  infections 
our  hopes  were  extremely  high,  especially 
since  it  had  been  shown  that  the  drug  was 
excreted  in  the  prostatic  secretion.  The 
results  have  been  very  disappointing;  I be- 
lieve, however,  that  it  has  a definite  place 
in  the  treatment  of  certain  cases.  It  has 
given  rapid  relief  in  many  men  with  blad- 
der symptoms,  and  pyuria  has  either  cleared 
or  been  reduced  markedly  in  amount.  Un- 
fortunately very  few  patients  have  been 
cured  with  this  drug.  The  dosage  has  been 
small,  not  more  than  30  grains  daily  and  if 
relief  is  not  prompt  the  drug  is  discon- 
tinued. 

Vaccines  and  foreign  proteins  have  all 
been  disappointing  to  most  physicians,  and 
rarely  are  the  results  proportionate  to  the 
time  and  expense  involved. 

No  discussion  of  this  subject  would  be 
complete  without  mentioning  the  surgical 


approaches  to  the  problem.  Intraprostatic 
injections  of  chemicals  has  come  to  the 
front  during  the  past  few  years  and  ex- 
cellent results  are  being  claimed  by  its  sup- 
porters (Townsend  and  Grant).  I have 
had  no  experience  with  this  type  of  treat- 
ment but  since  the  report  of  O’Connor  and 
Ladd  showing  that  results  are  due  to  the 
destructive  effect  on  gland  tissue,  there  has 
been  considerable  hesitancy  to  advise  such 
a procedure. 

Fairly  recently  Thompson,  Cook  and 
others  have  advised  the  use  of  the  electrome 
in  incising  localized  chronic  abscesses  found 
in  the  posterior  urethra  due  to  occlusion  of 
protatic  ducts.  Since  then  Thompson  and 
Orr  have  advocated  the  excision  of  seg- 
ments of  the  posterior  urethra  with  the 
resectoscope.  Both  ideas  have  as  a basis 
better  drainage  of  the  ducts.  These  pro- 
cedures are  suitable  only  in  a very  small 
percentage  of  cases  and  require  good  judg- 
ment and  more  than  average  skill. 

SUMMARY 

A review  of  the  more  common  symptoms 
of  chronic  prostatitis  together  with  criteria 
for  diagnosis  is  given.  The  technic  of  mas- 
sage has  been  described  and  an  analysis  of 
methods  of  treatment  given  with  sugges- 
tions as  to  their  value. 

I am  well  aware  that  nothing  startling  or 
new  has  been  brought  out  in  this  paper  on 
prostatitis,  but  it  is  hoped  that  this  review 
will  encourage  a renewed  interest  in  the 
handling  of  so  common  a condition. 
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DISCUSSION 

Dr.  Monroe  Wolf  (New  Orleans)  : Dr.  Frederick 
has  so  completely  covered  the  subject  that  there  is 
little  left  for  me  to  add,  other  than  reiterate  with 
emphasis  facts  he  has  brought  out  with  a few  per- 
sonal experiences. 

First,  I want  to  impress  upon  you  the  fact  that 
the  prostate  is  very  rarely  involved  without  in- 
volvement of  the  seminal  tract,  the  common  cause 
of  chronic  recurrent  epididymitis  for  which  condi- 
tion Belfield  originated  and  advocated  vasotomy 
with  injections  of  antiseptic  solutions  chiefly  the 
milder  silver  salts.  This  technic  has  been  improved 
upon  in  recent  years  by  such  men  as  McCarthy, 
Ritter,  Herbst  and  others  who  advocate  ejacula- 
tory duct  catheterization,  dilatation  and  retrograde 
medication  through  the  pan-endoscope.  This  latter 
procedure  necessitates  greater  experience  and 
practice  for  perfection  with  the  necessary  instru- 
ments. 

I am  firmly  of  the  opinion  that  chronic  non- 
specific infection  of  the  genital  tract  not  associated 
with  urinary  tract  infection  or  urethral  stricture 
is  secondary  in  origin  from  an  infection  either 
in  the  accessory  sinuses  or  the  alimentary  tract 
which  should  cover  everything  from  the  lips  to  the 
anus,  but  rarely  does  this  condition  arise  from  a 
surface  infection. 

The  symptoms  of  this  condition  have  been  so 
clearly  elucidated  that  further  mention  would  be 
.superfluous. 

I wish  here  to  reiterate  the  advisability  of 
urethral  and  bladder  irrigation  and  the  retention 
of  a full  bladder  preliminary  to  digital  rectal  ex- 
amination and  massage  of  the  prostate  and  vesicles 
for  diagnosis  and  treatment.  A large  number  of 
urologists  advise  attempting  massage  of  the  pros- 
tate and  seminal  vesicles  separately  for  differential 
diagnostic  purposes,  a procedure  I consider  a 
pi’actical  impossibility  in  a majority  of  cases  be- 
cause of  the  difficulty  in  separate  identification. 
Another  point  worthy  of  full  consideration  is  the 
fact  that  a prostate  and  seminal  vesicles  normal 
to  digital  palpation  and  frequently  symptomless 
will  upon  massage  illicit  pathologic  excretions 
when  the  wet  specimen  is  examined  with  the  low 
and  high  powered  lens  of  the  microscope. 

I am  sure  all  present  are  familiar  with  the 
technic  originated  a number  of  years  ago  by  the 
late  Foster  Johns,  of  centrifuging  the  excretions 
in  a capillary  pipet  and  staining  a thin  smear  of 
the  sediment  with  Gram’s  method.  For  several 
years  I have  modified  this  procedure  by  adding 


two  or  three  loops  of  water  to  the  sediment  on 
the  slide  and  mixing  for  a short  period  of  time 
before  fixing  and  staining.  This  is  done  to  swell 
the  protoplasm  so  that  the  capsule  will  not  be  con- 
tracted down  about  the  nuclei  of  the  pus  cells. 
This  technic  was  originated  to  facilitate  the  search 
for  gonococci  in  suspected  gonococcic  infections, 
as  well  as  to  identify  other  micro-organisms. 

At  this  point  I would  like  to  show  a lantern  slide 
illustrating  the  position  I prefer  to  place  my  pa- 
tient preparatory  to  palpation  and  massage.  Being 
right  handed,  the  patient  is  placed  on  a table  on 
his  right  side  with  his  right  thigh  and  leg  slightly 
flexed  and  the  left  thigh  and  leg  greatly  flexed  so 
that  the  knee  is  against  the  chest,  the  body  bending 
forward  from  the  hips  causing  the  buttocks  to 
project  well  posteriorly.  You  will  find  this  position 
much  more  satisfactory  for  the  patient  and  for 
yourself,  particularly  should  you  have  a psychic 
man-sized  man  collapse  to  the  floor  during  a mas- 
sage while  in  a standing  bended  position,  besides 
eliminating  the  possibility  of  your  patient  going 
out  and  stating  ‘‘that  guy  had  both  his  hands  on 
my  shoulders  when  he  massaged  me”  as  you  will 
be  facing  the  patient. 

When  there  is  no  evidence  of  urethral  obstruc- 
tion or  stricture,  my  first  attempt  is  to  eliminate 
focal  infection.  This  having  been  cared  for  I 
usually  proceed  with  a series  of  irrigations  and 
massages  for  a period  of  eight  to  10  weeks  as  out- 
lined by  Dr.  Frederick,  never  massaging  a patient 
more  frequently  than  every  four  days. 

My  experience  with  drugs  and  non-specific  for- 
eign proteins,  either  orally  or  parenterally,  have 
not  been  very  encouraging,  although  with  your 
indulgence  I will  cite  briefly  a case  that  I consider 
of  particular  interest  not  entirely  relevant  to  the 
title  of  Dr.  Frederick’s  paper:  A white  male,  aged 
53,  was  referred  to  me  after  three  months’  treat- 
ment with  sulfanilamide  20  grains  daily,  with  little 
improvement  of  a positive  gonococcic  urethritis.  I 
placed  him  on  larger  doses  with  urethral  injec- 
tions ; the  urethral  discharge  clearing  up  promptly, 
but  in  a period  of  four  weeks  after  disappearance 
of  discharge  he  developed  an  acute  epididymitis 
with  frequency,  urgency,  dysuria  and  very  cloudy 
urine  with  no  urethral  discharge.  The  epididymitis 
subsided  in  four  days  with  intravenous  calcium 
medication  but  the  very  cloudy  urine  and  urinary 
symptoms  continued  with  gonococci  in  urine  sedi- 
ment for  four  weeks  with  the  usual  medication. 
At  the  end  of  this  period,  contrary  to  my  better 
judgement  and  the  reports  of  renal  complications 
in  the  current  literature,  sulfapyridine  gr.  7% 
was  given  four  times  a day,  with  what  I consider 
miraculous  results,  all  symptoms  subsiding  and 
microscopically  clear  urine  in  48  hours.  The  drug 
was  given  for  a total  of  three  days  with  a rest 
period  of  two  weeks  and  repeated  for  three  days. 
This  patient  has  been  clinically  well  for  over  three 
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months,  although  he  has  not  returned  for  a check- 
up of  his  prostate. 

I have  been  a staunch  believer  in  the  use  of 
heat  in  infections  of  the  prostate  but  have  never 
considered  surface  heat  as  applied  by  sitz  baths 
penetrated  sufficiently  to  reach  the  prostate.  I 
have  used  diathermy  or  the  Eissner  recurrent 
water  flow  prostate  cooler  as  demonstrated  in  the 
following  lantern  slides.  There  are  several  small 
electric  apparatuses  with  rheostat  controls  on  the 
market,  of  particular  service  is  the  one  designed 
by  Bransford  Lewis  which  can  be  heated  to  120°  F. 

I could  not  develop  any  enthusiasm  over  the 
direct  injection  of  mercurochrome  into  the  prostate 
when  I heard  Owsley  Grant  read  his  preliminary 
report  in  1931  at  the  A.  U.  A. 

There  are  certain  cases  of  non-draining  abscess 
complications  where  surgery  is  definitely  indicated. 

Dr.  Frederick  (In  conclusion)  : From  a sympto- 
matic viewpoint  I do  not  believe  there  is  any  other 
procedure  as  effective  as  hot  sitz  baths. 


Possibly  with  regard  to  the  drug  sulfanilamide, 
I have  not  given  it  just  due.  However,  in  thinking 
back  I can  remember  only  a few  patients,  three  or 
four  in  whom  almost  miraculous  cure  occurred. 
One  was  that  of  a student  at  Tulane  in  1921. 
He  contracted  a specific  infection  and  from  that 
time  to  1937  he  had  been  in  the  hands  of  several 
urologists.  In  spite  of  persistence  in  treatment  at 
no  time  was  his  prostate  free  of  pus  and  evidence 
of  infection  in  the  urine.  He  was  placed  on  sul- 
fanilamide 25  grains  daily.  After  taking  this  drug 
for  three  days  he  felt  so  badly  it  was  discontinued. 
Next  time  I checked  his  urine  it  was  free  of  shreds 
and  his  prostate  free  of  pus.  Three  or  four  times 
since  then  I have  checked  this  individual  and  so 
far  I have  not  been  able  to  find  any  evidence  of 
infection.  Although  the  results  derived  in  this 
case  are  always  present  before  me,  similar  results 
with  sulfanilamide  have  been  rare  in  my  ex- 
perience. 
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Although  castration  and  vasectomy  were 
extensively  employed  in  the  treatment  of 
prostatic  hyperplasia  during  the  latter  part 
of  the  nineteenth  century,  and  vasectomy 
remained  popular  till  even  more  recently, 
both  procedures  have  lost  favor  because  of 
their  lack  of  results.  It  is  improbable  that 
any  interrelationship  of  the  sexual  hor- 
mones was  suspected  by  the  surgeons  who 
advocated  castration.  It  is  more  likely  that 
the  operation  was  supposed  to  exert  some 
direct  influence  on  the  development  and  be- 
havior of  the  prostate  because  of  the  obser- 
vations made  by  John  Hunter  on  the  effect 
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ciety, Monday,  May  13,  1940. 
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of  castration  on  immature  and  adult  experi- 
mental animals.  It  is  now  a well  known 
feet  that  the  testes  elaborate  androgenic 
substances  and  it  has  been  suggested  that 
prostatic  hyperplasia  is  the  result  of  a dis- 
turbed interrelationship  between  the  pitui- 
tary and  the  testes.  Lower  and  Johnston1 
have  advanced  a theory  that  hyperactivity 
of  the  pituitary  gland  leads  to  prostatic 
hyperplasia. 

The  synthetic  male  hormone,  testoste- 
rone, has  been  widely  used  in  the  treatment 
of  prostatic  hyperplasia,  with  varying  re- 
sults. Salmon,2  in  experiments  on  female 
rats,  noted  the  stimulating  trophic  effect 
of  testosterone  propionate  on  “the  male 
vestiges,  namely,  the  preputial  glands, 
which  are  considered  to  be  the  homologues 
of  the  prostate.’’  Heckel,3  in  an  excellent 
paper,  reported  his  failure  to  notice  “any 
noteworthy  reduction  in  the  residual  urine” 
or  any  improvement  in  clinical  symptoms 
following  this  type  of  therapy.  Histologic 
examinations  on  the  glands  of  patients  thus 
treated  showed  “no  variation  from  the  his- 
tologic sections  of  untreated  patients.”  Our 
own  experience  has  been  that  testosterone 
not  only  has  no  effect  on  prostatic  hyper- 
plasia, but  at  times  seems  actually  to  stim- 
ulate the  gland  to  further  growth.  The  ex- 
perience of  gynecologists  has  been  happier. 
Geist  and  his  co-workers4  state  that  “tes- 
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tosterone  propionate  (in  doses  of  300  to 
1000  mg.  per  month)  inhibits  menstruation 
and  arrests  the  endometrium  at  the  early 
proliferative  phase,  preventing  the  devel- 
opment of  progestational  changes.  Larger 
doses  caused  varying  degrees  of  regression 
of  the  endometrium  to  the  state  of  hypo- 
plasia or  atrophy.” 

Several  authors  have  reported  the  pres- 
ence of  estrogenic  substances  in  the  male 
urine,  and  Zondek,  cited  by  Kochakian,5 
suggested  that  in  the  stallion  the  excessive 
secretion  of  estrogen  could  be  attributed  to 
the  conversion  of  androgens  by  some  met- 
abolic process.  Kochakian,  however,  ex- 
perimenting with  the  subcutaneous  injec- 
tion of  various  androgens,  showed  that  es- 
trogens excreted  by  males  are  not  the  result 
of  the  conversion  of  androgens.  He  said, 
in  summary,  “The  presence  of  this  latter 
material  (estrogens)  in  the  male  organism 
is  due  in  part,  probably,  to  an  independent 
production  by  the  testes  and  the  remainder 
to  some  estrogenic  source.” 

Although  Deming,  Jenkins  and  Van 
Wagenen6  observed  hyperplasia  of  the  fi- 
bromuscular  stroma  of  the  seminal  vesicles 
and  prostate  following  the  use  of  the  estro- 
genic hormone,  theelin,  on  a male  macaque 
monkey,  it  does  not  follow  that  other  and 
more  potent  estrogenic  substances  might 
not  have  a different  effect  in  the  human. 
Chemically  related  estrogens,  it  is  known, 
may  have  entirely  different  actions.  As 
the  use  of  androgenic  substances  does  not 
seem  to  be  the  answer  to  the  problem  of 
the  control  of  prostatic  hyperplasia,  it  may 
be  that  estrogens  have  a part  in  the  devel- 
opment of  hyperplasia  of  the  prostate  in 
the  human.  Again,  some  estrogenic  sub- 
stance may  possibly  influence  and  bring 
about  in  the  human  prostate  changes  com- 
parable to  the  action  of  the  androgens  on 
the  endometrium. 

DIETH  YLSTILBE STROL  IN  THE  .LITERATURE 

The  estrogenic  substance  diethylstilbes- 
trol,  which  was  synthesized  in  1937  by 
Dodds  and  his  co-workers,7  was  reported 
by  them  to  be  of  much  greater  potency 
(two  and  a half  times)  than  estrogen.  The 
usually  conservative  lancet8,9  and  British 
Medical  Journal10  both  hailed  it  editorially 


because  of  its  potent  estrogenic  properties 
and  because  “it  is  of  great  theoretical  in- 
terest in  that  it  brings  the  question  of  cell 
proliferation  one  step  nearer  to  chemical 
control.” 

Noble,11  in  a preliminary  report,  stated 
that  diethylstilbestrol  had  an  inhibitory  ef- 
fect on  the  anterior  pituitary  gland  similar 
to  that  of  estrone,  and  was  capable  in  every 
respect  of  replacing  the  action  of  estrone, 
even  though  the  molecular  structure  of  the 
synthesized  substance  bears  little  resem- 
blance to  that  of  the  natural  substance.  He 
found  it  useful  in  inhibiting  the  anterior 
pituitary  gland  in  the  study  of  growth  and 
of  the  endocrine  organs.  The  inhibition  of 
the  gonadotropic  effects  of  the  anterior 
pituitary  glad  following  the  use  of  di- 
ethylstilbestrol was  exhibited  in  male  rats 
by  atrophy  of  the  testicles  and  a decrease  in 
the  size  of  the  prostate  and  of  the  seminal 
vesicles. 

Mellish  and  his  associates12  repeated  and 
extended  the  earlier  experiments  on  stil- 
bestrol  and  added  work  on  the  dipropionate, 
because  of  reports  of  possible  undesirable 
growth  of  the  gonads  of  both  sexes,  as  well 
as  of  the  seminal  vesicles  and  the  prostate. 
They  also  found  that  the  “dipropionate  : 
caused  a greater  suppression  of  the  testes 
and  prostate  than  did  stilbestrol,  but  in- 
hibited the  seminal  vesicles  to  a less  de- 
gree.” Parkes,  Dodds  and  Noble13  noted, 
among  their  other  observations,  that  a rab- 
bit which  had  received  1 mg.  of  diethylstil- 
bestrol on  the  thirteenth,  fourteenth  and 
fifteenth  days  after  mating,  on  the  seven- 
teenth day  contained  10  embryos  all  being 
resorbed. 

The  successful  use  of  diethylstilbestrol 
and  diethylstilbestrol  dipropionate  in  gyne- 
cologic practice  in  Europe,  as  well  as  the 
research  studies  on  these  substances  in  this 
country,  raised  in  our  minds  the  question 
as  to  whether  hyperplasia  of  the  prostate 
might  possibly  be  due  to  a lack  of  balance 
between  the  androgenic  and  the  estrogenic 
substances  in  the  male.  Some  proof  of  this 
idea  was  found  in  the  work  of  Wugmeis- 
ter,14  who  expressed  the  view  that  hyper- 
plasia of  the  prostate  was  due  to  a defi- 
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ciency  of  the  estrone  normally  present  in 
males  and  who  treated  23  patients  with 
large  doses  of  this  substance,  with  result- 
ing marked  improvement,  as  well  as  a de- 
crease in  the  size  of  the  prostate.  Our  own 
work,  as  will  be  shown,  seems  to  support 
this  theory. 

Deming  and  Wolf’s13  concept  of  the  ana- 
tomic origin  of  benign  prostatic  enlarge- 
ments also  furnishes  additional  support  as 
to  the  possible  effects  of  these  estrogenic 
substances  on  this  condition.  Their  study 
of  autopsy  specimens  from  subjects  45 
years  of  age  and  older  led  them  to  state  that 
“the  tissues,  both  fibromuscular  and  gland- 


Fig.  1.  Untreated  hyperplasia  of  prostate.  Note 
tall  epithelium,  numerous  papillations,  and  rela- 
tively large  acini. 


ular,  are  certainly  not  just  enlargements  of 
existing  elements,  but  duplication  by  many 
times.  The  primary  fibromuscular  ele- 
ments invite  epithelial  hyperplasia  and  de- 
velopment of  glands  similar  in  appearance 
to  the  glands  in  the  normal  prostate.  The 
term  ‘hypertrophy  of  the  prostate’  should 
be  applied  only  to  physiologic  increase  in 
the  size  of  the  prostate  gland  without  mul- 
tiplication of  its  components.  It  is  evident 


that  in  prostatic  hypertrophy  in  man  we  are 
not  dealing  with  an  hypertrophied  tissue 
but  with  an  hyperplastic  tissue  which  has 
a tendency  to  develop  from  many  focal 
points,  to  grow  without  limit  and  ultimately 
to  cause  death  to  the  individual.”  If  these 
observations  are  correct,  it  would  seem  that 
diethylstilbestrol  might  at  least  inhibit 
further  hyperplasia  of  the  prostate  and 
might  possibly  even  cause  its  regression. 

Experiments  on  mice,  cats,  guinea  pigs 
and  rabbits  by  0.  W.  Barlow10  in  the  Win- 
throp  Chemical  Laboratories  showed  “ . . . 
a wide  margin  of  safety  between  the  toxic 
dose  of  diethylstilbestrol  and  the  effective 
dose  for  laboratory  animals,”  which  “ . . . 
permits  some  deduction  as  to  the  good  im- 
mediate tolerance  of  therapeutic  doses  by 
human  beings.”  It  was  found,  for  instance, 
that  the  intravenous  lethal  dose  for  cats, 
which  was  the  lowest  for  any  animals 
tested,  is  30  mg.  per  kg.,  whereas  the  aver- 
age clinical  dose  for  a human  subject 
weighing  60  kg.  is  only  1 mg.  Karnaky,17 
in  25  clinical  cases,  used  from  25  mg. 
(potency  of  625,000  I.  U.)  to  55  mg.  (po- 
tency of  1,375,000  I.  U.)  intramuscularly 
without  ill  effects.  Winterton  and  Mac- 
Gregor18 reported  that  one  of  their  patients 
took  21  mg.  of  diethylstilbestrol  by  mouth 
without  ill  effects  and  that  occasional  slight 
nausea  was  the  only  untoward  symptom  in 
45  patients  treated  with  this  substance  for 
various  endocrine  disturbances.  Guldberg, 
cited  by  Loeser,19  observed  nausea  in  six  of 
15  subjects  so  treated. 

These  various  observations  seemed  to  in- 
dicate that  diethylstilbestrol  and  diethyl- 
stilbestrol dipropionate  could  safely  be  used 
in  the  human  subject.  We  therefore  began 
to  employ  it  in  the  treatment  of  prostatic 
hyperplasia,  and  to  date  have  carried  out 
the  therapy  in  14  cases,  which  we  are  re- 
porting herewith. 

The  14  patients  will  be  reported  in  two 
groups,  for  obvious  reasons.  Group  1 con- 
sists of  five  patients  seen  in  private  prac- 
tice, and  group  2 of  nine  patients  observed 
on  the  urologic  service  at  Charity  Hospital 
of  Louisiana  in  New  Orleans.  The  diagnosis 
of  prostatic  hyperplasia  was  based  on  the 
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history  and  the  general  physical  and  uro- 
logic  examinations.  Urologic  examination 
included  digital  examination  per  rectum, 
urinalysis  and  estimation  of  residual  urine 
in  all  cases,  with  cystoscopy  in  six  cases. 
In  seven  cases  the  patients’  condition  did 
not  warrant  cystoscopy,  and  another  pa- 
tient, in  whom  it  was  indicated,  refused  to 
permit  its  performance.  No  case  is  included 
in  which  a contraction  of  the  vesical  neck 
was  known  to  be  present.  Histologic  ex- 
amination of  the  prostate  gland  was  pos- 
sible in  one  case  in  the  private  group  and 
in  eight  cases  in  the  Charity  Hospital 
group. 

RESULTS  IN  PRIVATE  PATIENTS 

All  five  patients  in  the  private  group 
were  white,  and  their  ages  were  respec- 
tively 51,  59,  65,  70  and  71  years.  All  had 
been  under  observation  and  conservative 
therapy  for  varying  periods  of  time,  with- 
out relief  of  the  prostatic  hyperplasia. 

Urinary  symptoms  were  present  in  all 
cases.  The  size  of  the  stream  was  small  in 
three  cases  and  very  small  in  two,  and  the 
force  ranged  from  fair  to  very  poor.  After- 
dribbling  was  observed  in  all  instances,  and 
one  patient  had  had  complete  retention  of 
urine  on  two  occasions.  The  nocturnal  in- 
dex varied  from  2 to  6 and  the  diurnal  from 
4 to  10;  hesitation  varied  from  2+  to  4-f. 
The  residual  urine  varied  from  45  c.  c.  to 
180  c.  c. 

Sexually  three  of  the  patients  were  virile, 
one  fairly  virile,  and  in  the  fifth  patient, 
who  was  the  youngest  of  the  group,  virility 
was  rated  poor  to  fair.  Libido  was  marked 
in  one  patient,  fair  in  three,  and  occasional 
in  one.  Many  active  spermatozoa  were 
found  before  treatment  in  three  cases;  in 
a fourth  case,  although  many  spermatozoa 
were  seen,  they  were  only  fairly  active. 

The  prostate,  as  measured  per  rectum, 
was  approximately  2.4  x 3 cm.  in  one  in- 
stance, approximately  3x3  cm.  in  three, 
and  approximately  4x5  cm.  in  one.  Cysto- 
scopy and  cysto-urethroscopy  were  per- 
formed in  four  cases.  All  bladders  showed 
trabeculations,  and  in  two  there  was  evi- 
dence of  chronic  cystitis  also.  In  all  cases 
there  was  crowding  of  the  prostatic  urethra 


by  the  lateral  lobes ; in  two  cases  there  was 
intravesical  enlargement,  with  a beginning 
median  lobe  in  one  instance  and  a large 
median  lobe  in  another. 

Diethylstilbestrol  in  sesame  oil  and  di- 
ethylstilbestrol  dipropionate  in  olive  oil 
were  given  intramuscularly  in  the  following 
dosages:  355,000  I.  U.  in  32  days;  180,000 
I.  U.  in  48  days;  220,000  I.  U.  in  34  days; 
510,000  I.  U.  in  64  days;  and  425,000  I.  U. 
in  61  days.  No  other  treatment  was  em- 
ployed, except  that  catheterization  of  the 
bladder  was  performed  at  intervals  to  de- 
termine the  amount  of  residual  urine. 


At  the  conclusion  of  treatment  examina- 
tion per  rectum  showed  that  the  hyper- 
plasia of  the  prostate  had  disappeared  in 
every  instance,  the  glands  having  been  re- 
stored to  normal  size  in  all  but  one  patient, 
whose  gland  seemed  somewhat  atrophic.  In 
one  case  the  consistency  was  firmer  than 
normal.  Evidences  of  beginning  regression 
were  apparent  in  every  case  within  four 
days.  In  three  cases  the  prostate  was 
smaller  by  50  to  70  per  cent  within  two 
days.  In  another  case  a regression  of  90 
per  cent  was  noted  within  four  days.  The 
only  evident  local  reaction  during  this  pe- 
riod was  that  the  gland  was  soft  and 
boggy. 

Cystoscopic  examination  at  the  end  of 
treatment  revealed  no  evidence  of  lateral 
lobe  obstruction  in  four  cases,  although  the 
middle  lobe,  in  two  of  these,  still  showed 
evidence  of  hyperplasia.  The  prostatic 
urethra  appeared  normal  in  contour  and 
length  in  all  cases.  In  the  fifth  case  cysto- 
scopy revealed  a small  nodule,  which  was 
thought  to  be  a fibromyoma,  and  a slight 
bulging,  about  an  eighth  of  an  inch,  of  the 
right  lobe  of  the  prostate. 


In  all  five  patients  the  force  and  size  of 
the  urinary  stream  were  improved,  within 
two  days  in  one  instance,  and  in  five,  11, 
21,  and  35  days  respectively  in  the  other 
cases.  One  patient,  on  the  fifty-fourth  day 
after  the  institution  of  treatment,  had  tem- 
porary difficulty  in  emptying  the  bladder. 
Nocturia  and  diuria  were  completely  re- 
lieved in  four  cases  within  two,  10,  13  and 
21  days  respectively,  and  these  patients  can 
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now  hold  urine  from  seven  to  10  hours  after 
retiring.  The  fifth  patient,  who  is  70  years 
old  and  has  a marked  general  arteriosclero- 
sis, has  had  no  noticeable  relief  in  this  re- 
gard, although  he  has  no  residual  urine  and 
no  cystitis,  and  the  gland,  examined  per 
rectum  and  by  cystoscopy,  has  completely 
regressed. 

Sexually,  one  patient,  65  years  of  age, 
complained  within  10  days  of  lessened 
libido  and  poor  erections.  One,  59  years  of 
age,  believed  the  libido  to  be  “no  better  and 
no  worse,”  although  orgasm  was  lessened 
and  azoospermia  was  evident  after  the  fif- 
teenth day  of  treatment.  One,  70  years  of 
age,  had  no  sex  experience  during  the 
course  of  treatment.  Two  patients,  51  and 
71  years  of  age  respectively,  noticed  im- 
provement in  virility,  and  the  former  re- 
ported that  his  erections  were  firmer  and 
more  sustained. 

In  two  cases,  in  which  there  had  been  a 
large  amount  of  residual  urine  which  con- 
tained pus,  the  urine  cleared  microscopi- 
cally in  both  and  in  one  case  became 
microscopically  free  of  pus.  One  patient 
who  had  had  a mild  prostatitis  (10  to  20 
cells  per  high  power  field)  for  several 
years,  had  an  exacerbation  of  this  condition 
on  the  twenty-first  day  of  treatment,  and 
the  urine,  which  had  been  clear,  became 
slightly  cloudy  and  contained  pus;  the 
prostatic  secretion  at  this  time  contained 
300  to  500  cells  per  low  power  field. 

Except  for  the  exacerbation  of  the  pros- 
tatitis just  mentioned,  and  the  possible  ef- 
fects on  the  sexual  function,  the  only  by- 
effects  of  treatment  were  nausea  and 
cramps  in  two  cases.  Both  patients  had 
been  given  5 mg.  (125,000  I.  U.)  of  diethyl- 
stilbestrol ; the  second  dose  was  followed 
only  by  cramps,  and  the  use  of  dipropionate 
in  1 mg.  doses  thereafter  caused  no  dis- 
comfort at  all.  The  other  three  patients, 
two  of  whom  were  treated  by  1 mg.  doses 
of  dipropionate  and  the  third  by  5 mg. 
doses  of  diethylstilbestrol,  made  no  com- 
plaints after  treatment. 

RESULTS  IN  CHARITY  HOSPITAL  CASES 

Six  of  the  nine  patients  in  Group  2 were 
white  and  were  aged  62,  66,  71,  78,  78  and 
80  years  respectively.  The  three  colored 


patients  were  60,  68  and  70  years  respec- 
tively. At  the  time  of  admission  to  the  hos- 
pital five  of  the  six  white  patients  and  all 
three  of  the  colored  patients  had  complete 
retention  of  urine.  All  eight  dribbled  but 
could  not  void.  Drainage  of  the  bladder  by 
catheter  or  suprapubically  or  by  both  routes 
was  necessary  in  seven  instances.  Catheter 
drainage  per  urethram  was  instituted  for 
one  day,  two  days,  21  days,  48  days  and  39 
days,  respectively,  in  five  cases  before 
treatment  was  begun.  One  patient  had 
catheter  drainage  by  urethra  for  15  days 
and  by  lthe  suprapubis  route  for  nine 
days,  and  another  drainage  by  urethra  for 
10  days  and  by  the  suprapubic  route  for 
three  days  before  treatment  was  begun. 

Under  the  circumstances,  it  was  not  pos- 
sible to  study  diurnal  or  nocturnal  fre- 
quency or  residual  urine  in  all  these  cases, 
and  hospitalization  precluded  study  of  the 
effect  of  treatment  on  sex  function  and 
spermatogenesis. 

After  drainage,  but  before  treatment 
with  estrogenic  substances  was  begun,  the 
size  of  the  prostate  was  estimated,  respec- 
tively, as  4 x 4 cm.;  5.5  x 5.5  cm.;  5 x 7.5 
cm.;  10  x 10  cm.;  10  x 7 cm.;  5.5  x 4 cm.; 
5x6  cm. ; and  7x7  cm.  In  one  case,  the 
right  lobe  measured  2x2  cm.  and  the  left 
4x4  cm.  The  residual  urine  measured  on 
admission  was  45  c.  c.,  150  c.  c.,  300  c.  c., 
350  c.  c.,  360  c.  c.,  700  c.  c.,  800  c.  c.,  and 

1.000  c.  c.,  respectively. 

In  order  to  study  possible  histologic 
variations  in  this  group  of  cases,  both  the 
dosage  and  the  intervals  between  doses 
were  varied,  as  follows : 

Case  1.  Diethylstilbestrol,  220,000  I.  U. 
in  17  days. 

Case  2.  Diethylstilbestrol,  730,000  I.  U., 
and  diethylstilbestrol  dipropionate,  80,000 
I.  U.  in  19  days. 

Case  3.  Diethylstilbestrol  dipropionate, 

140.000  I.  U.  in  28  days. 

Case  4.  Diethylstilbestrol  dipropionate, 

260.000  I.  U.  in  32  days. 

Case  5.  Diethylstilbestrol  dipropionate, 

600.000  I.  U.  in  19  days. 

Case  6.  Diethylstilbestrol  dipropionate, 

300.000  I.  U.  in  15  days. 
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Case  7.  Diethylstilbestrol,  375,000  I.  U., 
and  diethylstilbestrol  dipropionate,  280,000 
I.  U.  in  53  days. 

Case  8.  Diethylstilbestrol,  250,000  I.  U., 
and  diethylstilbestrol  dipropionate,  220,000 
I.  U.  in  27  days. 

Case  9.  Diethylstilbestrol,  600,000  I.  U., 
and  diethylstilbestrol  dipropionate,  180,000 
I.  U.  in  36  days. 

It  will  be  observed  that  in  several  of 
these  cases  the  combined  dosage  was  rather 
large:  810,000  I.  U.  in  19  days,  650,000 
I.  U.  in  53  days,  470,000  I.  U.  in  27  days, 
and  780,000  I.  U.  in  36  days.  The  diethyl- 
stilbestrol was  administered  in  sesame  oil 
and  the  dipropionate  in  olive  oil. 

It  was  possible  to  examine  only  two  pa- 
tients in  this  group  for  residual  urine  and 
frequency  of  urination.  One  patient,  who 
had  a residual  urine  of  45  c.  c.  on  admis- 
sion to  the  hospital,  had  no  evidence  of 
retention  after  two  doses  of  5 mg.  each  of 
diethylstilbestrol  on  two  successive  days. 
His  nocturnal  index,  which  was  originally 
10  to  12,  had  been  reduced  to  one  by  the 
sixth  day.  On  the  day  on  which  treatment 
was  begun  a small  median  bar  was  resected, 
and  2.5  gm.  of  tissue  were  removed  for 
examination  from  the  smaller  of  the  lateral 
lobes;  the  larger  lobe  was  not  biopsied. 

The  other  patient  in  whom  these  obser- 
vations were  possible  had  residual  urine  of 

1.000  c.  c.  on  admission  to  the  hospital. 
Within  12  days  of  treatment  (20  mg., 

500.000  I.  U.,  of  diethylstilbestrol)  it  had 
been  reduced  to  200  c.  c.,  and  by  the  nine- 
teenth day,  when  it  had  been  reduced  to 
60  c.  c.,  he  had  a large  stream  of  good  force. 

One  patient  complained  of  gastric  dis- 
turbance after  receiving  3 mg.  (60,000 
I.  U.)  of  diethylstilbestrol  dipropionate,  but 
since  he  had  previously  been  treated  for 
peptic  ulcer  it  is  not  clear  that  the  estro- 
genic substance  was  responsible  for  his 
symptoms.  The  other  patients  experienced 
no  untoward  effects. 

The  prostate  was  removed  by  enucleation 
or  resection  or  examined  at  autopsy  in  all 
patients  in  this  group  after  they  had  re- 
ceived varying  amounts  of  the  estrogenic 
substances.  In  the  meantime,  all  glands  had 


shown  evidence  of  reduction  in  size  on  ex- 
amination. In  three  instances  the  glands, 
when  examined  by  rectum,  were  of  normal 
size  at  the  time  of  operation.  In  another 
case  the  gland,  which  measured  approxi- 
mately 10  x 10  cm.  on  admission,  was  the 
size  of  a walnut  after  33  days  of  treatment 
(360,000  I.  U.)  and  weighed  17  gm.  In  one 
case,  although  the  size  of  the  prostate  (4x4 
cm.  per  rectum)  had  not  been  affected 
by  21  days  of  bladder  drainage,  a regres- 
sion of  50  per  cent  was  observed  after  two 
days  of  endocrine  treatment,  and  when 
enucleation  was  done  at  the  end  of  17  days 
of  treatment  (with  a dosage  of  240,000 
I.  U.),  the  gland  was  the  size  of  an  English 
walnut  and  weighed  17  gm.  In  another  case 
a 40  per  cent  reduction  in  size  was  observed 
after  nine  days  of  treatment,  and  at  enucle- 
ation on  the  nineteenth  day  of  treatment, 
after  a dosage  of  810,000  I.  U.,  the  weight 
of  the  gland,  including  the  large  middle 
lobe,  was  65  gm.  In  three  other  cases  re- 
gressions in  size  of  15,  20  and  33  per  cent 
respectively  were  observed  within  two  days. 

Three  patients  died  during  the  course  of 
treatment,  from  causes  not  connected  with 
therapy.  Autopsy  was  performed  in  each 
case  within  four  hours  of  death. 

One  patient,  70  years  of  age,  died  of  in- 
traventricular septal  infarction,  coronary 
thrombosis,  multiple  pulmonary  infarcts, 
and  myocardial  infarction.  Definite  myo- 
cardial changes  had  been  demonstrated  by 
electrocardiography.  In  this  instance  a 
total  of  650,000  I.  U.  had  been  administered 
in  51  days  and  the  residual  urine  had  been 
reduced  from  1,000  c.  c.  to  60  c.  c.  The 
prostate,  per  rectum,  was  of  approximately 
normal  size.  When  it  was  removed  at 
autopsy,  it  was  unfortunately  not  weighed, 
but  the  lateral  lobes  were  still  somewhat 
enlarged  and  there  was  a fairly  large  mid- 
dle lobe. 

One  patient,  66  years  of  age,  died  of 
pyelonephritis  and  pyoureter,  conditions 
which  are  commonly  found  in  association 
with  prostatism.  Electrocardiography  had 
showed  suggestive  evidence  of  myocardial 
disease  and  roentgenologic  examination  had 
showed  a moderately  enlarged  heart.  The 
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prostate  had  regressed  in  size  from  approx- 
imately 6x5  cm.  to  3 x 3 cm.  after  470,000 
I.  U.  had  been  given  in  34  days. 

One  patient,  80  years  of  age,  also  died  of 
bilateral  pyelonephritis  and  pyoureter.  He 
had  had  prostatism  for  20  years,  and  when 
he  entered  the  hospital  he  complained  of 
severe  nocturnal  dyspnea  and  edema  of  the 
extremities.  He  had  chills  and  fever  at  the 
time  of  admission,  and  the  electrocardio- 
gram showed  definite  evidence  of  myo- 
cardial disease.  Catheter  drainage  per 
urethram  was  instituted.  Four  days  before 
death,  after  the  administration  of  780,000 
I.  U.  in  35  days,  the  prostate  showed  a 
regression  of  50  per  cent  in  size ; at  autopsy 
it  was  found  to  measure  3.75  x 5 cm.,  in- 
stead of  the  original  7x7  cm. 

The  histologic  changes  in  the  glands 
which  could  be  examined  will  be  reported 
in  detail  elsewhere.  No  attempt  will  be 
made  in  this  communication  either  to  dis- 
cuss the  exact  chronologic  order  of  their 
appearance  or  to  correlate  the  dosage  and 


Fig.  2.  Hyperplasia  of  prostate,  treated  for  16 
days,  receiving  220,000  I.  U.  of  diethylstilbestrol ; 
enucleated  on  twentieth  day  following  initiation 
of  treatment.  Note  lowering  of  epithelium,  rela- 
tively small  acini,  stratification  of  epithelium,  and 
diminution  in  size  and  number  of  papillations. 


duration  of  treatment  with  the  changes  ob- 
served. Certain  general  statements,  how- 
ever, may  be  made  at  this  time.  The  great- 
est changes  were  observed  in  the  glands 
of  those  patients  who  had  received  the 
largest  total  dosage.  The  positive  findings 
(as  reported  by  Drs.  J.  R.  Schenken  and 
E.  L.  Burns)  included  reduction  in  the 


Fig.  3.  High  power  view  of  a single  acinus  of 
prostate  in  which  patient  had  received  450,000 
I.  U.  of  diethylstilbestrol  in  33  days;  enucleated 
on  thirty-sixth  day  following  treatment.  Note 
stratification  of  epithelium  completely  filling  lu- 
men and  hydropic  degeneration  of  cytoplasm  of 
cells. 

number  of  papillary  infoldings,  reduction 
in  the  height  of  epithelium,  vacuolization 
of  the  cytoplasm  of  the  epithelium,  decrease 
in  the  size  of  the  acini,  and  stratification  of 
the  epithelium  with  and  without  vacuoliza- 
tion of  cells.  The  stratification  of  the  epi- 
thelium was  most  marked  in  the  patients 
whose  tissues  had  been  removed  from  16  to 
62  days  after  treatment  was  begun. 

The  following  case  reports  are  presented 
as  typical : 

CASE  NO.  1 

B.  J.  H.,  a white  male  private  patient,  59  years 
of  age,  had  had  the  symptoms  and  physical  find- 
ings of  hyperplasia  of  the  prostate  gland  for  three 
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years.  During  this  time  he  had  been  under  obser- 
vation and  treatment  for  prostatitis  at  various 
intervals.  The  diurnal  urinary  index  was  5 and  the 
nocturnal  2-3.  The  stream  was  small,  slow  in 
starting,  and  lacking  in  force.  Rectal  examination 
showed  both  lateral  lobes  of  the  prostate  enlarged, 
and  the  size  of  the  gland  approximately  2.5  x 2.5 
cm.  It  was  firm  and  not  tender. 

The  urine  was  clear  and  urinalysis  showed  no 
abnormalities.  The  amount  of  residual  urine  was 
60  c.  c.  The  excretion  of  phenolsulphonphthalein 
was  75  per  cent  in  two  hours.  The  Wassermann 
reaction  was  negative.  Examination  of  the  ejacu- 
late showed  many  active  spermatozoa.  Examina- 
tion of  the  prostatic  secretion  showed  no  bacteria 
and  10-12  pus  cells  per  high  power  field.  Cysto- 
scopic  and  cysto-urethroscopic  examination  revealed 
no  abnormalities  of  the  bladder  other  than  tra- 
beculations.  The  prostatic  urethra  was  lengthened, 
both  lateral  lobes  were  hyperplastic  and  bulged 
into  the  urethra,  where  they  came  together,  and  a 
large  middle  lobe  was  present. 

Treatment  consisted  of  intramuscular  injection 
of  1 mg.  of  diethylstilbestrol  dipropionate  on  al- 
ternate days  for  four  days,  and  then  at  intervals 
of  five  days.  A total  dosage  of  180,000  I.  U.  was 
given  over  a 48  day  period.  Two  days  after  the 
first  injection  the  prostate  was  reduced  in  size  by 
50  per  cent  and  the  consistency  was  very  soft 
instead  of  firm.  Within  12  days  the  gland  was  of 
normal  size  but  still  somewhat  boggy.  Within  two 
days  after  the  beginning  of  treatment  the  stream 
was  improved  in  force  and  nocturia  had  disap- 
peared. Ultimately  the  stream  became  strong  and 
full.  Residual  urine  was  no  longer  present  nine 
days  after  treatment  was  begun. 

One  month  after  treatment  was  begun  the  pa- 
tient complained  of  some  diurnal  frequency  of 
urination  and  a sense  of  bladder  fullness.  The 
prostate  was  boggy  on  rectal  examination  but  was 
not  enlarged.  Prostatic  secretion  revealed  no  bac- 
teria but  from  300  to  500  pus  cells  per  low  power 
field.  The  urine  was  cloudy.  The  symptoms  lasted 
four  days,  then  disappeared,  and  the  urine  became 
clear  after  two  massages.  Cystoscopic  examination 
on  the  thirty-sixth  day  of  treatment  showed  no 
evidence  of  bulging  of  the  lateral  lobes  into  the 
prostatic  urethra.  The  right  half  of  the  middle 
lobe  was  still  fairly  large,  but  there  was  complete 
regression  of  the  left  half.  There  was  slight  edema 
of  the  veru  montanum. 

CASE  NO.  2 

A.  W„  a white  male  private  patient,  51  years 
of  age,  had  had  gonorrhea  30  years  ago.  He  had 
had  typhoid  fever,  influenza  and  pneumonia,  had 
been  operated  on  for  a right  inguinal  hernia  26 
years  ago,  and  had  had  all  his  teeth  extracted  nine 
years  ago.  When  he  was  first  seen  he  complained 
of  impotence  for  six  months,  lessened  libido,  and 
burning  on  urination  for  23  days.  He  had  fre- 
quency of  urination,  but  no  urgency  or  tenesmus. 


The  nocturnal  urinary  index  was  2-3  and  the 
diurnal  8.  The  stream  was  slow  in  starting,  was 
small  and  lacking  in  force,  and  could  be  projected 
only  a few  inches.  The  prostate,  examined  by 
rectum,  was  not  tender,  but  was  enlarged  to  ap- 
proximately 3x3  cm. 

The  Wassermann  reaction  was  negative.  Urinaly- 
sis showed  clear,  normal  urine.  The  residual  urine 
was  45  c.  c.  The  excretion  of  phenolsulphonphtha- 
lein in  two  hours  was  70  per  cent.  The  seminal 
secretion  showed  many  active  spermatozoa.  Cysto- 
scopy and  cysto-urethroscopy  showed  both  lateral 
lobes  crowding  the  prostatic  urethra,  and  very 
slight  intravesical  projection.  The  bladder  was 
slightly  trabeculated. 

Treatment  consisted  of  one  5 mg.  dose  of 
diethylstilbestrol,  followed  by  1 mg.  doses  of 
diethylstilbestrol  dipropionate  on  alternate  days 
for  eight  doses,  after  which  1 mg.  was  given  every 
fourth  day  for  three  doses,  and,  finally,  at  weekly 
intervals  for  four  doses.  The  total  dosage  was 
425,000  I.  U.  and  treatment  covered  61  days. 

Immediately  following  the  first  dose  the  pa- 
tient’s symptoms  were  improved,  he  had  no  noc- 
turia, and  the  stream  was  stronger.  Following  the 
second  treatment  he  complained  of  slight  burning 
in  the  urethra  and  on  the  shaft  of  the  penis.  The 
prostate,  per  rectum,  was  smaller  and  softer.  On 
the  eighth  day  of  treatment  the  gland  was  of  nor- 
mal size  and  the  right  lobe  was  slightly  firmer. 
There  was  continued  improvement  in  the  size  and 
force  of  the  stream,  and  by  the  eleventh  day  pro- 
jection to  three  feet  was  possible.  At  this  time 
the  left  lobe  of  the  prostate  had  become  normal 
in  size  and  consistency,  and  the  right  lobe  was 
normal  except  for  a firm  ridge  about  0.5  cm. 
thick  on  the  outer  margin.  Some  continuing 
diurnal  frequency  of  urine,  and  occasional  noc- 
turia, were  considered  due  to  an  excessive  use  of 
coffee.  By  the  twentieth  day  of  treatment  nocturia 
had  disappeared  and  the  patient  could  hold  urine 
for  eight  hours.  He  had  had  sexual  intercourse 
and  reported  that  the  erections  were  firmer  and 
more  sustained.  Rectal  examination  showed  the 
ridge  on  the  right  lobe  of  the  prostate  to  have 
shrunk  except  for  a small  nodule  on  the  outer 
margin  near  the  apex.  On  the  twenty-fourth  day 
the  prostate  per  rectum  was  of  normal  size  and 
consistency.  The  seminal  secretion  (condom  speci- 
men) showed  occasional  pus  cells  per  low  power 
field,  and  one  or  two  spermatozoa  to  every  fourth 
high  power  field.  They  stained  poorly  with  methy- 
lene blue  and  the  tails  were  either  absent  or 
swollen;  the  heads  deviated  from  normal. 

A month  after  the  beginning  of  treatment 
cysto-urethroscopy  showed  no  evidence  of  pros- 
tatic enlargement,  the  patient  slept  10  hours  with- 
outh  emptying  his  bladder,  erections  were  very 
good  and  persisted  even  after  ejaculation,  and 
examination  of  the  prostate  per  rectum  showed  it 
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to  be  normal  in  size  and  slightly  firmer  than  nor- 
mal in  consistency. 

CASE  NO.  3 

C.  M.,  a white  male,  71  years  of  age,  was  ad- 
mitted to  Charity  Hospital  of  Louisiana  January 
3,  1940,  complaining  of  bladder  trouble  for  one 
year,  dribbling  for  three  weeks,  and  severe 
dysuria.  The  diurnal  urinary  index  was  6-7  and 
the  nocturnal  index  3-5.  There  had  been  com- 
plete retention  of  urine  for  three  days  before 
admission,  and  prior  to  that  the  stream  had  been 
of  no  force  and  little  volume.  Physical  examina- 
tion showed  an  emaciated  subject.  Rectal  exam- 
ination showed  the  prostate  gland  to  be  approxi- 
mately 5.5  x 5.5  cm. 

The  residual  urine  was  150  c.c.  Urinalysis  re- 
vealed occasional  pus  cells  per  high  power  field. 
January  16  the  phenolsulphonphthalein  excretion 
was  40  per  cent  in  one  hour;  February  8 it  was 
30  per  cent  in  one  hour  and  March  12  it  was  45 
per  cent  in  two  hours.  The  Wassermann  reaction 
was  negative.  The  non-protein  nitrogen  of  the 
blood  was  40.8  mg.  per  cent. 

Intra-urethral  catheter  drainage  was  instituted 
from  January  3 through  January  18.  The  patient 
did  badly  and  had  chills  and  temperature  eleva- 
tions throughout  this  period.  Suprapubic  cystos- 
tomy  was  done  January  27,  with  improvement  in 
the  general  condition,  though  not  in  the  size  or 
consistency  of  the  prostate  gland. 

January  27  the  patient  was  given  5 mg.  of 
diethylstilbestrol  (125,000  I.  U.),  and  the  same 
dosage  was  repeated  on  alternate  days  for  six 
doses.  Then  1 mg.  of  diethylstilbestrol  dipropi- 
onate (20,000  I.  U.)  was  given  on  alternate  days 
for  four  doses.  The  total  dosage  was  810,000 
I.  U.  and  the  duration  of  treatment  19  days.  Two 
days  after  treatment  had  been  begun  the  gland 
was  boggy  in  consistency  but  was  20  per  cent 
smaller.  Three  days  later  it  was  firm  in  con- 
sistency and  40  per  cent  smaller  than  when  treat- 
ment had  been  begun. 

February  17  the  gland  was  enucleated  by  the 
suprapubic  route.  It  weighed  65  gm.,  including 
a large  median  lobe.  Histologic  examination 
showed  the  usual  hyperplasia  in  some  areas.  In 
other  areas,  however,  small,  undilated  acini  were 
lined  by  one  or  two  layers  of  low  epithelium; 
papillary  projections  into  the  acinar  lumen  were 
either  small  or  absent.  Other  acini  were  widely 
dilated  and  formed  large  cystic  spaces  which  were 
lined  by  extremely  low,  flat  epithelium.  In  cer- 
tain areas  the  smaller  acini  as  well  as  occasional 
larger  acini  were  lined  by  stratified  epithelium; 
some  of  the  cells  showed  hydropic  degeneration. 
A few  acini  were  filled  with  masses  of  desqua- 
mated hydropic  epithelial  cells,  sometimes  mixed 
with  polymorphonuclear  leukocytes.  In  isolated 
areas  the  fibromuscular  stroma  was  edematous 
and  the  tissue  spaces  contained  a few  lympho- 
cytes, macrophages  and  polymorphonuclear  leuko- 


cytes. With  these  exceptions  inflammatory  pro- 
cesses were  not  prominent. 

CASE  NO.  4 

J.  A.,  a colored  male,  60  years  of  age,  was 
admitted  to  Charity  Hospital  January  28,  1940. 
His  bladder  trouble,  which  had  existed  for  three 
years,  had  begun  as  a slowing  of  the  stream,  with 
decrease  in  size  and  force.  The  diurnal  urinary 
index  was  10-12  and  the  nocturnal  12-15.  For 
two  days  before  admission  he  had  had  complete 
retention  of  urine.  The  blood  pressure  was 
205/110.  Rectal  examination  showed  the  pros- 
tate to  be  rubbery,  not  tender,  and  about  10  x 10 
cm. 

The  residual  urine  was  800  c.c.  The  urine 
showed  a trace  of  albumin  and  20  red  blood  cells 
and  5-8  white  blood  cells  per  high  power  field. 
The  excretion  of  phenolsulphonphthalein  January 
30  was  15  per  cent  the  first  hour  and  60  per  cent 
the  second  (75  per  cent  for  two  hours)  ; April  3 
it  was  40  per  cent  for  the  first  hour  and  15  per 
cent  for  the  second  hour  (55  per  cent  for  two 
hours).  The  non-protein  nitrogen  of  the  blood 
was  42  mg.  per  cent  January  29,  36  mg.  per  cent 
January  31,  42  mg.  per  cent  February  15,  and 
23  mg.  per  cent  April  3.  The  Wassermann  reac- 
tion was  positive  January  29  and  March  16. 

Catheter  drainage  was  instituted  January  28 
and  continued  through  March  7.  During  the 
course  of  treatment  the  patient  developed  epi- 
didymitis with  chills  and  fever.  When  the  catheter 
was  removed  he  could  not  void.  Suprapubic  cys- 
tostomy  was  performed  March  7,  at  which  time 
the  gland  was  unchanged  in  size  and  consistency. 

Treatment  with  estrogens  was  begun  March  8. 
Diethylstilbestrol  dipropionate  was  given  in  2 mg. 
doses  (40,000  I.  U.)  every  third  day  for  six  doses, 
then  in  1 mg.  doses  every  third  day  for  six  doses, 
making  a total  of  360,000  I.  U.  in  34  days. 

Suprapubic  prostatic  enucleation  was  performed 
April  13.  The  gland,  which  had  regressed  to  the 
size  of  a walnut,  weighed  17  gm.  Histologic  ex- 
amination showed  the  usual  hyperplasia  in  a few 
areas.  In  most  areas,  however,  the  epithelial  ele- 
ments consisted  of  small,  undilated  acini  lined 
by  one  or  two  layers  of  low  epithelium  or  by 
stratified  epithelium  which  encroached  upon  or 
completely  filled  the  lumen.  Many  cells  in  the 
stratified  layers  showed  marked  hydropic  degen- 
eration. In  one  area  the  acini  were  small  and 
many  of  them  formed  solid  cell  nests,  which  were 
distributed  irregularly  in  the  fibromuscular 
stroma.  Some  acini  contained  a few  desquamated 
hydropic  epithelial  cells,  and  others  were  filled 
with  masses  of  polymorphonuclear  leukocytes.  In 
some  areas,  particularly  beneath  the  bladder  mu- 
cosa, dense  infiltrations  of  lymphocytes  and  poly- 
morphonuclear leukocytes  were  seen. 

COMMENT 

We  are  making  no  attempt  at  this  time 
to  explain  the  action  of  these  exogenous 
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estrogenic  substances  on  hyperplasia  of  the 
prostate  gland.  It  is  left  to  those  more  com- 
petent to  judge  to  determine  whether  they 
act  through  the  hypophysis,  directly  on  the 
elaboration  of  androgenic  substance  by  the 
gonads,  by  changing  the  androgen-estrogen 
balance  in  relation  to  prostatic  hyperplasia, 
or  directly  on  cell  proliferation  and  cell 
changes.  Of  their  effect,  however,  there 
seems  no  doubt,  and  the  rapid  changes  in 
the  size  and  consistency  of  the  hyperplastic 
prostate  gland  following  the  administration 
of  these  potent  estrogenic  substances  gives 
rise  to  speculation  as  to  the  possibility  of 
a direct  action,  at  least  in  part,  on  cell 
proliferation  in  this  benign  neoplastic  con- 
dition. 

SUMMARY  AND  CONCLUSIONS 

1.  Fourteen  patients  with  hyperplasia  of 
the  prostate  were  treated  with  diethylstil- 
bestrol  and  diethylstilbestrol  dipropionate. 
Eleven  patients  were  white  and  between 
the  ages  of  51  and  80  years.  Three  were 
colored  and  between  the  ages  of  60  and  78 
years.  Five  were  ambulant  and  nine  were 
observed  in  the  hospital. 

2.  A decrease  in  the  size  of  the  hyper- 
plastic prostate  was  observed  per  rectum  in 
all  patients,  by  cystoscopic  examination  in 
four,  and  at  operation  or  autopsy  in  nine. 

3.  In  seven  cases  in  which  the  observa- 
tions were  possible  the  effect  on  the  symp- 
toms common  to  hyperplasia  and  on  the 
residual  urine  was  definitely  beneficial. 
In  three  cases  effects  on  spermatogenesis 
were  noted. 

4.  Three  patients  died  of  other  diseases 
during  the  period  of  observation.  Postmor- 
tem examination  revealed  findings  not  un- 
usual for  subjects  of  their  age  and  condi- 
tion and  absolved  the  estrogenic  substances 
from  any  responsibility  for  their  deaths. 

5.  Histologic  study  of  excised  specimens 
showed  deviations  from  the  usual  findings 
in  hyperplasia  of  the  prostate,  chiefly  a re- 
duction in  the  number  of  papillary  infold- 
ings, reduction  in  the  height  of  the  epithe- 
lium, vacuolization  of  the  cytoplasm  of  the 
epithelium,  decrease  in  the  size  of  the  acini, 
and  stratification  of  the  epithelium,  with 
and  without  vacuolization  of  cells. 


6.  Although  the  number  of  observations 
is  still  small  and  treatment  has  been  con- 
ducted for  comparatively  short  periods,  the 
following  conclusions  seem  justified: 

a.  The  administration  of  estrogenic  sub- 
stances produces  definite  changes  in  the 
glandular  elements  of  the  hyperplastic 
prostate. 

b.  Moderately  enlarged  glands  regress 
to  normal  size  and  even  atrophy,  with  com- 
plete relief  of  symptoms.  Very  large  glands 
decrease  in  size,  and,  in  an  appreciable 
number  of  cases,  return  to  normal  size  and 
weight. 

c.  Hyperplasia  of  the  prostate  gland  can 
probably  be  controlled  by  adequate  thera- 
peutic and  maintenance  doses  of  potent 
estrogenic  substances  such  as  diethylstil- 
bestrol and  diethylstilbestrol  dipropionate. 

Note.  Our  thanks  are  clue  to  Drs.  J.  R.  Schenken  and 
E.  L.  Burns  for  their  examination  of  the  pathologic  ma- 
terial and  for  many  helpful  suggestions ; to  Drs.  Eugene 
Vickery,  Hilaire  Ogden,  Max  M.  Green,  Gilbert  Tomskey 
and  George  Vickery  for  their  cooperation  in  this  study ; 
and  to  the  Medical  Research  Department  of  the  Winthrop 
Chemical  Company  which  supplied  the  estrogenic  sub- 
stances used  in  this  work. 
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PULMONARY  TUBERCULOSIS 
A SYMPOSIUM* 

PATHOLOGY  AND  PATHOGENESIS 
EDWARD  L.  BURNS,  M.  D.f 
New  Orleans 

The  data  concerning  the  pathology  and 
pathogenesis  of  pulmonary  tuberculosis 
which  are  summarized  in  this  paper  are  col- 
lected only  from  the  author’s  routine  ex- 
periences in  the  postmortem  room  and  from 
the  experiences  of  others  as  they  are  re- 
corded in  the  literature.  They  are  not  the 
result  of  a planned  study  of  either  post- 
mortem or  experimental  tuberculous  infec- 
tion. 

ETIOLOGY 

There  is  ample  confirmation  of  the  role 
which  the  tubercle  bacillus  plays  in  the 
causation  of  pulmonary  tuberculosis,  al- 
though studies  are  still  being  conducted  with 
regard  to  the  types  of  the  organism  which 
are  concerned.  Such  studies  suggest  that  in 
this  country  the  great  majority  of  cases  are 
due  to  infection  with  the  human  type  of 
tubercle  bacillus.  Infections  of  the  lungs,  as 
well  as  of  other  tissues  of  the  body,  with  the 
bovine  type  of  tubercle  bacilli  are  becoming 
increasingly  rare,  the  reduction  in  incidence 
being  directly  related  to  the  control  of  bo- 
vine tuberculosis.  Infection  of  human  be- 
ings with  other  types  of  tubercle  bacilli 
probably  never  occurs,  although  cases  sus- 
pected of  being  infected  with  the  avian  type 
of  organism  have  been  reported. 

*Read  before  the  Orleans  Parish  Medical  Society, 
May  27,  1940. 

fFrom  the  Department  of  Pathology  and  Bacter- 
iology, Louisiana  State  University,  School  of  Medi- 
cine, and  the  Department  of  Pathology  of  Charity 
Hospital  of  Louisiana  at  New  Orleans. 


PATHOLOGIC  CHANGES 

Since  many  of  the  conclusions,  as  well  as 
many  of  the  controversies,  in  regard  to  the 
pathogenesis  of  pulmonary  tuberculosis  are 
based  on  postmortem  observations,  it  might 
be  well,  before  turning  to  the  more  compli- 
cated problem  of  pathogenesis,  to  consider 
the  basic  types  of  pulmonary  lesions  en- 
countered at  the  postmortem  table.  Two 
general  types  are  found.  The  first,  com- 
monly called  primary  tuberculosis,  or  child- 
hood type  tuberculosis,  usually  occurs  in 
children  and  presumably  represents  the 
first  contact  of  the  human  lung  with  tub- 
ercle bacilli.  The  second,  commonly  called 
the  reinfection  type  or  the  adult  type,  pre- 
sumably represents  the  second  contact. 

Many  primary  infections  probably  lead  to 
minimal  lesions  which,  upon  healing,  leave  a 
small  scar  that  is  either  lost  in  the  lung  tis- 
sue or  is  overlooked.  More  severe  infec- 
tions, however,  produce  a rounded  or  pyra- 
midal-shaped caseous  mass  which  may  be 
found  in  any  part  of  the  lung  but  which  is 
usually  located  close  to  the  pleural  surface 
in  the  middle  part  of  the  upper  lobes  or  in 
the  upper  portion  of  the  lower  lobes.  The 
lymph  passages  draining  such  foci  charac- 
teristically show  caseous  foci  along  their 
paths,  and  the  lymph  nodes  at  the  hilus  of 
the  lung  are  greatly  enlarged  and  softened, 
and  are  filled  with  caseous  material. 

The  course  of  these  primary  lesions  is 
variable.  Often  they  regress  by  becoming 
encapsulated  and  calcified,  and  remnants  of 
them  may  be  found  years  later  in  adult 
lungs  examined  roentgenologically  or  in  the 
postmortem  room.  It  is  not  unusual,  how- 
ever, for  them  to  progress.  In  some  in- 
stances the  invasion  of  a pulmonary  vein, 
with  the  discharge  of  large  amounts  of  case- 
ous material  into  the  lumen,  may  lead  to 
generalized  miliary  tuberculosis.  In  other 
instances  the  wall  of  a bronchus  is  eroded, 
frequently  from  an  adjacent  caseous  lymph 
node  at  the  hilus  of  the  lung,  so  that  tuber- 
culous material  is  poured  into  the  bronchial 
lumen,  through  which  the  contained  bacilli 
are  in  turn  distributed  to  the  corresponding 
alveoli  of  the  lung.  Lobular  areas  of  caseous 
pneumonia  are  thus  produced,  the  softening 
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of  which,  with  discharge  of  the  softened 
material  into  the  lumina  of  the  bronchi,  may 
lead  to  cavitation. 

Such  lesions  are  believed  by  almost  all 
authorities  to  result  from  primary  infection 
with  tubercle  bacilli  during  childhood.  There 
is  some  dispute,  however,  as  to  the  charac- 
ter of  the  lesions  which  result  from  primary 
infection  after  adult  life  is  reached.  Some 
authors  believe  that  in  both  anatomy  and 
clinical  course  such  an  infection  is  similar 
to  that  which  occurs  in  children.  Others  be- 
lieve that  it  may  differ  in  either  respect  or 
in  both.  Although  the  question  remains  to 
be  clarified,  it  seems  certain  that  lesions 
are  sometimes  encountered  in  the  lungs  of 
adults  which  are  indistinguishable  from 
those  occurring  in  children  and  which  are 
the  presumable  result  of  a first  encounter 
with  tubercle  bacilli. 

The  lesions  in  the  reinfection  type  of 
tuberculosis  differ  somewhat  from  the 
primary  lesions  which  have  just  been  de- 
scribed. The  most  common  lesion  seen  in 
adult  life  is  a healed  one  which  takes  the 
form  of  a flattened,  puckered  scar  usually 
located  in  the  apex  of  the  lung,  just  beneath 
the  pleural  surface;  it  is  often  associated 
with  fibrous  union  of  the  two  pleural  sur- 
faces. In  most  instances  it  extends  only  a 
short  distance  into  the  lung,  is  deeply 
colored  with  black  pigment,  and  may  show 
round,  hard,  gray  tubercles  in  its  substance. 
Small  fibrous  or  calcified  foci  in  the  lymph 
nodes  at  the  hilus  of  the  lung  are  usually 
associated  with  these  alterations  in  the  lung 
tissue.  Although  the  idea  is  supported  by 
no  direct  observation  on  pathologic  ma- 
terial, it  seems  possible  that  such  an  apical 
lesion,  during  the  active  stage  of  its  develop- 
ment, may  be  responsible  for  some  of  the 
tuberculous  pleural  effusions  frequently 
seen  in  young  adults  in  whom  no  paren- 
chymatous lesion  of  tuberculosis  is  demon- 
strable by  roentgenologic  studies. 

The  earliest  active  lesions  of  the  reinfec- 
tion type  are  not  usually  located  at  the  true 
summit  of  the  lung  but  are  found  in  the  in- 
fraclavicular  region  1 cm.  or  more  below  the 
apex.  The  reason  for  the  difference  in  posi- 
tion of  healed  and  active  lesions  is  obscure. 


Some  investigators  maintain  that  the  ac- 
tive lesions  are  the  result  of  a spread  of  in- 
fection from  initial  foci  in  the  apex. 

Whatever  the  mechanism  of  localization, 
the  first  noticeable  active  lesion  of  the  re- 
infection type  takes  the  form  of  a small 
cavity,  which  usually  communicates  with  a 
bronchus.  From  its  starting  point  in  the 
upper  lobe  the  infection  may  then  follow 
several  paths.  Sometimes  the  cavity  be- 
comes surrounded  with  fibrous  tissue  and 
the  advance  of  the  infection  is  halted.  In 
such  cases  the  cavities  may  become  oblit- 
erated, or,  less  often,  the  interior  may  be- 
come lined  by  bronchial  epithelium. 

Other  lesions  continue  to  enlarge,  the  rate 
of  advance  depending  upon  various  factors 
which  will  be  discussed  later.  If  the  ad- 
vance is  slow,  the  zone  about  the  infected 
area  becomes  extensively  scarred  and  deep- 
ly pigmented ; tubercles  and  areas  of  casea- 
tion are  distributed  rather  sparsely  through 
the  scarred  tissue.  Excavations  occur  by 
caseation  and  softening  of  tissue  in  the  mar- 
gin of  the  cavity,  and  in  the  course  of 
months  or  years  cavities  of  this  kind  may 
enlarge  until  they  sometimes  occupy  entire 
lobes  of  the  lungs.  Encapsulated  tubercles 
surrounded  by  zones  of  scarred  lung  tissue 
are  often  found  in  the  lower  lobes  of  both 
lungs.  The  pleural  surfaces  are  frequently 
bound  closely  together  by  dense  fibrous  ad- 
hesions which  extend  over  the  upper  lobes 
in  particular  but  which  sometimes  encase 
the  entire  lung.  Although  the  lung  tissue 
may  be  widely  and  extensively  destroyed, 
the  degree  of  involvement  of  the  lymph 
nodes  at  the  hilus  is  relatively  slight.  Scar- 
ring and  a few  small  caseous  tubercles  are 
commonly  found  in  these  nodes,  but  as  a 
rule  there  is  no  massive  enlargement  such 
as  is  seen  in  the  primary  type  of  tubercu- 
losis. 

When  little  resistance  is  offered  to  the 
growth  of  the  tubercle  bacilli,  the  cavity  en- 
larges rapidly  and  the  wall  becomes  lined 
by  soft,  yellowish  gray,  caseous  material  in 
which  tubercle  bacilli  are  numerous.  Only 
slight  attempts  are  made  to  wall  off  the  in- 
fected areas  by  connective  tissue.  Soft  case- 
ous masses,  which  originate  from  the  walls 
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of  cavities  and  which  contain  many  tubeicle 
bacilli,  are  discharged  into  the  bronchial 
tree,  through  which  they  are  disseminated 
to  other  parts  of  the  lung,  especially  to  the 
lower  lobes.  Wherever  these  bacilli  lodge, 
areas  of  caseous  bronchopneumonia  tend  to 
develop.  Such  areas  may  be  small,  or  they 
may  be  large  and  confluent.  Occasionally 
the  dissemination  occurs  through  a large 
bronchus  and  an  entire  lobe  becomes  con- 
solidated, with  the  production  of  a caseous 
lobar  pneumonia.  Rapid  softening  in  the  af- 
fected pneumonic  areas,  with  a discharge  of 
the  softened  material  through  bronchi  to  the 
outside,  may  lead  to  rapid  and  extensive  de- 
struction of  lung  tissue.  Even  in  rapidly 
progressing  cases,  however,  involvement  of 
the  lymph  nodes  is  not  striking  and  they 
seldom  show  the  extensive  enlargement  and 
caseation  seen  in  the  primary  type  of  infec- 
tion. 

The  pathologic  lesions  of  the  primary  and 
the  reinfection  types  of  pulmonary  tubercu- 
losis thus  differ  from  each  other  in  several 
respects.  In  the  primary  type  the  disease 
tends  to  produce  its  first  lesions  in  the 
middle  or  lower  portions  of  the  lung.  In  the 
reinfection  type  the  lesion  tends  to  originate 
in  the  upper  portions.  In  the  primary  type 
the  tubercule  bacilli  spread  in  large  num- 
bers to  the  lymph  nodes,  at  the  hilus  of  the 
lung,  where  they  cause  massive  enlargement 
and  caseous  necrosis.  In  the  reinfection 
type  they  do  not  readily  spread  to  the  lymph 
nodes,  which  therefore  are  not  greatly  en- 
larged and  do  not  present  marked  caseous 
necrosis.  Around  the  explanation  of  these 
differences  are  built  many  of  the  present 
concepts  and  controversies  concerning  the 
pathogenesis  of  pulmonary  tuberculosis. 

PORTAE  OF  ENTRY 

Although  lymphatic  and  hematogenous 
routes  have  been  suggested  as  portals  of 
entry  for  the  tubercle  bacilli,  considerable 
evidence  points  to  the  fact  that  in  primary 
infection,  at  least,  the  organisms  are  drawn 
into  the  lungs  through  the  air  passages.  In 
the  reinfection  type  differences  of  opinion 
are  greater  as  to  how  they  arrive  at  the 
sites  they  infect. 


Reinfection  tuberculosis  occurs  in  per- 
sons who  have  previously  been  infected  with 
tubercle  bacilli  and  who  therefore  may  be 
harboring  the  organisms  in  their  bodies. 
For  this  reason  it  would  not  be  illogical  to 
believe  that  the  reinfection  type  of  tubercu- 
losis could  originate  from  continued  or  re- 
newed growth  of  the  organisms  already 
present  within  the  body.  Such  a concept 
would  be  easy  to  accept  were  it  not  for  the 
fact  that  tuberculosis  of  the  reinfection  type 
selects  a new  and  distant  location,  a site 
near  the  apex  of  the  lung,  for  its  point  of 
origin.  Some  investigators  believe  that 
primary  foci,  especially  those  lesions  located 
in  the  lymph  nodes,  become  active  under  the 
various  stresses  of  adult  life  and  that,  as  a 
result,  endogenous  blood  or  lymphatic 
spread  occurs  to  the  new  foci  in  the  upper 
lobes  of  the  lung.  Other  workers  take  the 
position  that  the  second  infection  is  not  re- 
lated to  the  earlier  infection  but  results,  in- 
stead, from  inhalation  of  bacilli  from  exo- 
genous sources.  A compromise  view  is  that 
bacilli  are  inhaled  into  the  lungs  from  out- 
side sources,  and,  although  incapable  of  pro- 
ducing infection  themselves,  are  able  to 
cause  reactivation  of  old  primary  lesions. 
Bacilli  are  thus  released  from  the  old  foci 
and  are  carried  by  the  blood  or  lymph 
streams  to  the  site  of  reinfection  in  the  apex 
of  the  lung.  All  these  views  are  supported 
by  reasonably  sound  evidence  at  the  pres- 
ent time,  and  it  seems  possible  that  under 
varying  circumstances  reinfection  may  be 
accomplished  by  any  of  the  methods  de- 
scribed. 

LOCALIZATION  OF  THE  LESION 

The  site  of  the  lesions  in  the  primary  type 
of  tuberculosis  is  not  difficult  to  under- 
stand. Localization  in  the  middle  and  lower 
portions  of  the  lung  is  quite  compatible  with 
the  behavior  of  other  small  particles  inhaled 
into  the  lungs,  as,  for  example,  silica  dust. 
On  the  other  hand,  no  adequate  explanation 
has  ever  been  advanced  for  the  localization 
of  reinfection  tuberculosis  in  the  apical 
region  of  the  lung.  Differences  in  the  dis- 
tribution of  bronchi  and  blood  supply,  and 
various  theories  concerning  the  mobility  of 
the  upper  portion  of  the  lung,  with  result- 
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mg  hypoventilation  or  hyperventilation, 
have  been  suggested  as  explanations,  but 
none  of  them  is  fully  acceptable. 

FACTORS  INFLUENCING  THE  COURSE  OF 
INFECTION 

Since  almost  every  person  at  some  time  or 
other  in  his  life  is  infected  with  tubercle 
bacilli,  a study  of  the  factors  which  lead  to 
progression  or  healing  of  the  resulting  pul- 
monary lesions  is  of  great  importance.  Im- 
munity and  allergy,  dosage,  and  virulence 
are  some  of  the  factors  which  have  been 
studied  in  this  regard. 

Immunity  and  Allergy.  Several  types  of 
immunity  appear  to  be  at  work  in  pul- 
monary tuberculosis.  Theories  of  racial  im- 
munity have  arisen  from  the  fact  that  dif- 
ferent races  apparently  possess  a different 
resistance  to  the  disease.  Tuberculosis  in  the 
colored  races,  which  is  associated  with  a 
much  higher  mortality  than  in  the  white 
races,  is  often  used  to  illustrate  lack  of 
racial  immunity.  Authorities  who  maintain 
that  the  difference  in  the  mortality  rates  is 
due  to  an  hereditary  susceptibility  of 
negroes  to  tuberculosis  cite  the  numerous 
instances  in  which  the  disease  becomes  dis- 
seminated through  blood  or  lymph  channels, 
the  great  tendency  for  the  development  of 
caseous  bronchopneumonia,  and  the  relative 
lack  of  fibrous  tissue  proliferation  about  the 
pulmonary  lesions  in  this  race.  On  the  other 
hand,  these  apparent  differences  in  racial 
susceptibility  have  also  been  attributed  to 
differences  in  modes  of  living,  it  being  gen- 
erally conceded  that  the  crowded,  unhy- 
gienic conditions  under  which  the  negro 
race  often  lives  permit  heavier  as  well  as 
more  frequent  infections  with  tubercle 
bacilli.  The  investigators  who  adduce  these 
facts  maintain  that  when  environmental 
conditions  are  comparable,  there  is  little  dif- 
ference in  the  susceptibility  of  the  white 
and  colored  races.  Sound  arguments  have 
been  advanced  on  both  sides  of  the  question, 
and  it  seems  likely  that  the  truth  lies  some- 
where in  the  middle,  and  that  actually  both 
environmental  and  hereditary  factors  ex- 
plain the  different  manifestations  of 
tuberculosis  in  the  negro  and  white  races. 


More  and  more  evidence  is  accumulating 
to  suggest  that  individuals  living  in  the 
same  environment  and  with  essentially  the 
same  hereditary  background  show  varying 
degrees  of  resistance  to  tuberculous  infec- 
tion. The  mechanism  of  resistance  is  poor- 
ly understood,  and  the  differences  are  often 
attributed  to  differences  in  the  broad  group 
of  characteristics  classified  as  constitution- 
al factors.  Examples  of  such  individual  re- 
sistance are  seen  in  both  experimental 
animals  and  human  subjects.  Experiments 
with  pure  strains  of  animals  have  demon- 
strated individual  variations  in  susceptibil- 
ity to  tuberculous  infection,  even  though  the 
dose  and  virulence  of  the  organisms,  as  well 
as  the  environmental  conditions,  were  rig- 
idly controlled.  Tuberculosis  often  develops 
in  less  than  half  the  members  of  a large 
family,  although  all  the  individuals  in  it  are 
exposed  heavily,  and  presumably  more  or 
less  uniformly,  by  a diseased  parent.  Such 
factors  undoubtedly  play  a role  in  the  path- 
ogenesis of  tuberculosis  in  human  beings, 
but  their  evaluation  is  difficult  because  of 
the  many  accessory  factors,  such  as  nutri- 
tional and  mental  states,  age,  fatigue,  and 
other  environmental  conditions  which  are 
also  influential  in  modifying  susceptibility. 

The  acquired  immunity  which  develops  in 
response  to  tuberculous  infection  can  be 
well  demonstrated  in  appropriate  experi- 
mental animals  (for  example,  the  guinea 
pig),  which  have  recovered  following  a 
small  immunizing  dose  of  tubercle  bacilli. 
Such  animals,  instead  of  developing  the 
generalized,  fatal  tuberculosis  which  usu- 
ally follows  the  first  dose,  present  the  fol- 
lowing reactions  to  a second  injection:  (1) 
An  accelerated  and  intense  inflammatory 
reaction  at  the  site  of  this  injection,  the  in- 
flammatory reaction  often  being  so  severe 
as  to  produce  ulceration;  (2)  localization  of 
the  bacilli  to  the  site  at  which  they  were  in- 
jected, with  little  or  no  spread  to  the  region- 
al lymph  nodes;  (3)  a tendency  toward  less 
rapid  progression  of  the  lesion;  (4)  com- 
plete healing  of  the  lesion  in  many  cases. 

Similar  factors  are  thought  to  be  at  work 
in  the  reinfection  type  of  human  tubercu- 
losis and  to  account  for:  (1  The  tendency 
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of  the  lesion  to  remain  localized  in  the  lung- 
tissue,  with  only  a minimal  spread  to  neigh- 
boring lymph  nodes ; (2)  progression  of  the 
lesions  by  caseation,  softening  and  excava- 
tion, and  by  spread  of  bacilli  through  the 
bronchial  tree;  (3)  the  healing  of  lesions  by 
resolution  or  fibrosis. 

Under  these  circumstances,  however,  the 
presence  of  immunity  is  associated  with  the 
development,  in  most  cases,  of  hypersensi- 
tivity to  tuberculous  protein,  as  evidenced 
by  accelerated  and  intense  inflammatory  re- 
actions to  reinfection  or  reinoculation.  Such 
reactions  are  not  seen  when  the  bacilli  are 
first  introduced  into  human  or  animal  tis- 
sues. The  relation  of  this  allergic  state  to 
immunity  has  been  the  subject  of  consid- 
erable controversy.  Some  workers  maintain 
that  the  hypersensitive  state  is  the  mechan- 
ism by  which  the  body  resists  the  growth  of 
tubercle  bacilli.  On  the  other  hand,  it  has 
been  shown  that  desensitization  can  be 
achieved  in  tuberculous  animals  without  a 
concomitant  loss  of  resistance.  Another 
group  of  investigators,  who  maintain  that 
the  allergic  state  is  responsible  for  the  de- 
structive lesions  in  pulmonary  tuberculosis, 
assert  that  allergy  is  not  only  unrelated  to 
immunity  but  that  actually  it  has  a harm- 
ful effect  in  the  course  of  tuberculous  in- 
fection. No  final  conclusions  can  be  drawn 
at  this  time,  but  it  would  seem  that  allergy 
is  sometimes  distinctly  harmful  during  the 
course  of  tuberculous  infection,  while  at 
other  times  it  is  not  the  decisive  factor. 
There  seems  no  doubt,  however,  that  under 
many  circumstances  healing  can  take  place 
in  the  presence  of  a high  degree  of  sensi- 
tivity. 

Dosage.  The  entirely  logical  conclusion 
that  massive  doses  of  tubercle  bacilli  are 
capable  of  producing  more  severe  disease 
than  smaller  doses  is  subscribed  to  by 
'almost  all  students  of  tuberculosis.  These 
conclusions  are  amply  borne  out  by  experi- 
mental evidence,  which  makes  it  clear  that 
the  number  of  bacilli  administered  plays  an 
important  role  in  the  severity  of  the  result- 
ing disease.  Moreover,  when  bacilli  arrive 
in  the  tissue  in  clumps  rather  than  as  single 
organisms,  a more  severe  and  necrotizing 


reaction  is  produced.  That  these  principles 
which  operate  in  experimental  animals  are 
also  operative  in  human  tuberculosis  is  ac- 
cepted by  most  authorities. 

Virulence.  The  factor  of  the  virulence  of 
tubercle  bacilli  is  primarily  concerned  with 
the  ability  of  the  micro-organism  to  adapt 
itself  to  and  grow  in  the  tissues  of  the  host. 
This  ability  varies  with  different  types  of 
tubercle  bacilli ; some  can  grow  in  the  tis- 
sues of  some  animals  but  not  in  the  tissues 
of  others.  The  human  type  of  tubercle 
bacillus,  for  instance,  is  able  to  infect  hu- 
man beings  and  guinea  pigs,  but  not  rab- 
bits, whereas  the  bovine  type  of  organism 
can  infect  all  three  species.  Virulence  may 
also  vary  from  strain  to  strain  in  organ- 
isms of  the  same  type.  Strain  H37,  for 
instance,  is  capable  of  producing  fatal 
disease  in  guinea  pigs,  whereas  strain  R1  in 
comparable  doses  cannot  in  most  instances 
produce  progressive  lesions.  These  observa- 
tions indicate  that  the  organisms  which 
reach  the  human  lung  vary  considerably  in 
their  ability  to  produce  serious  infection 
and  that,  as  in  any  other  infectious  disease, 
the  severity  of  the  disease  is  dependent,  at 
least  in  some  degree,  upon  the  virulence  of 
the  bacillus  concerned. 

SUMMARY 

From  this  brief  summary  it  may  be  seen 
that  the  course  of  human  pulmonary  infec- 
tion with  tubercle  bacilli  is  a complex,  mo- 
bile and  ever  changing  process.  In  many 
cases  trivial  scars  are  produced  and  the 
course  of  the  infection  is  not  marked  by 
either  physical  or  symptomatic  events.  In 
other  cases  the  infection  progresses  and  the 
outcome  depends  upon  a constantly  chang- 
ing interplay  of  such  factors  as  natural  or 
acquired  immunity,  the  allergic  state,  and 
the  dosage  and  virulence  of  the  organisms. 
The  outcome  may  even  depend  upon  such 
elements  of  chance  as  whether  the  initial 
focus  involves  the  wall  of  a vein,  a bronchus 
or  an  artery,  or  the  surface  of  a pleural 
cavity.  The  study  and  further  solution  of 
fundamental  problems  such  as  these  will 
contribute  considerably  to  our  better  under- 
standing of  this  very  formidable  disease. 
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EARLY  DIAGNOSIS  FROM  THE 
STANDPOINT  OF  THE  PEDIATRICIAN 

EMILE  NAEF,  M.  D.f 
New  Orleans 

From  the  standpoint  of  the  pediatrician 
the  early  diagnosis  of  tuberculosis  is  made 
in  the  first  infection  phase  of  the  disease 
when  symptoms  are  vague  and  physical 
signs  appear  meager  or  entirely  absent.  A 
history  of  exposure  to  an  open  case  of  tu- 
berculosis in  the  immediate  family  is  some- 
times the  opening  wedge  for  investigation 
of  possible  infection  in  the  child,  though 
far  too  often  the  reverse  of  this  situation 
is  true  and  initial  discovery  of  the  disease 
in  the  infant  or  child  leads  to  the  disclosure 
of  the  source  of  the  child’s  infection  in  a 
parent  or  other  close  relative  or  a domestic. 
The  rarity  of  congenital  tuberculosis  and 
the  rapidity  of  its  acute  course  during  the 
first  few  weeks  of  life  preclude  consider- 
ing the  infection  in  the  light  of  any  but  its 
acquired  forms,  and  search  for  the  exposure 
must  be  immediately  instituted  as  a thera- 
peutic measure.  If  any  suspicion  of  tuber- 
culosis exists  in  prospective  parents,  tuber- 
culin-testing should  be  performed  imme- 
diately with  x-raying  of  all  positive  reac- 
tors to  determine  the  stage  of  infection. 
If  a definite  history  of  previous  adult  tuber- 
culosis in  either  one  of  a contracting  couple 
is  obtained,  conception  should  not  be  sanc- 
tioned until  full  investigation  and  proof  of 
latency  of  the  disease  in  the  infected  mem- 
ber has  been  established. 

The  tuberculin  test  is  the  most  valuable 
diagnostic  measure  in  the  detection  of  first 
infection  tuberculosis,  since  only  one-fourth 
of  all  children  with  first  infection  tuber- 
culosis manifest  either  clinical  or  roentgen- 
ologic evidence  of  the  disease,  and  the 
diagnosis  is  established  by  the  positive  ap- 
pearance of  the  tuberculin  test. 

TUBERCULIN  TESTING 

Of  the  many  forms  of  tuberculin  testing, 
the  Mantoux  intradermal  test  and  the  von 
Pirquet  epidermal  test  are  the  two  most 
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generally  used,  the  Mantoux  test  having  al- 
most completely  superseded  the  von  Pir- 
quet. The  percutaneous  test  of  Moro, 
where  a concentrated  tuberculin  ointment 
is  rubbed  into  the  skin,  has  been  modified 
by  Wolff,1  who  merely  applies  a drop  of 
tuberculin  ointment  to  the  skin  and  covers 
directly  with  a strip  of  adhesive,  a reading 
being  made  at  the  end  of  48  hours.  In 
1937,  Vollmer  and  Goldberger2  reported  use 
of  a tuberculin  patch  test,  consisting  of  a 
strip  of  adhesive  tape  on  which  a square 
of  filter  paper  saturated  with  undiluted  tu- 
berculin has  been  placed.  This  is  applied 
directly  to  the  skin  and  a reading  is  made 
at  the  end  of  72  hours.  This  test  has  sev- 
eral commendable  points,  chief  among 
which  are  economy  of  time  and  material, 
and  absence  of  pain  on  the  part  of  the  pa- 
tient, so  that  no  psychic  obstacle  to  further 
testing  is  built  up.  However,  the  extreme 
simplicity  of  the  test  militates  against  its 
usefulness,  since  the  great  ease  of  applica- 
tion will  invite  nurses  and  possibly  school- 
teachers to  attempt  the  test  and  many  first 
infection  cases  will  be  missed  through  ques- 
tionable technic  and  interpretation.  The 
intradermal  Mantoux  test  in  a dosage  of 
0.1  c.c.  of  the  usual  1 to  1,000  dilution  is 
still  the  standard  gauge  of  effectiveness  of 
all  other  tests,  and  thereby  admittedly  the 
most  dependable.  Care  must  be  exercised 
that  introduction  of  the  testing  solution  is 
made  entirely  intradermally  and  that  the 
solution  used  is  of  proper  freshness  and 
correct  dilution.  A positive  test  is  recog- 
nized by  its  palpable  central  induration  and 
edema  surrounded  by  a peripheral  zone  of 
erythema.  Presence  of  mere  redness  with 
no  central  edema  in  the  reaction  does  not 
constitute  a positive,  since  tuberculo-pro- 
tein  sensitivity  is  evidenced  by  induration 
and  edema. 

A period  of  three  to  seven  weeks  after 
tissue  implantation  of  infective  material 
is  required  before  tuberculoprotein  sensi- 
tivity develops  and  the  Mantoux  test  be- 
comes positive.  This  period  of  invasion  is 
known  as  the  preallergic  phase  of  the  in- 
fection and  is  entirely  symptom-free.  The 
test  should  not  be  attempted  in  the  presence 
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of  any  hyperpyrexic  state,  since  a false 
negative  may  result. 

The  Mantoux  test  is  a fixed  allergic  re- 
action and  once  positive,  remains  positive 
as  long  as  living  tubercle  bacilli  are  present 
in  any  focus  of  infection  within  the  body. 
The  test  does  not  register  the  virulence  of 
the  invading  organisms  or  the  extent  of  tis- 
sue involvement.  Once  the  test  is  found 
positive  in  a child,  it  is  neither  necessary 
nor  desirable  to  continue  repetition  of  the 
test.  The  older  the  child,  the  greater  the 
likelihood  of  a positive  reaction,  though  the 
socio-economic  level  and  the  environmental 
habitus  of  the  patient  are  more  accurate 
indices  of  expected  positive  reactors  than 
the  mere  age  of  the  individual.  To  put  the 
problem  simply,  the  earlier  and  more  con- 
tinuously an  infant  or  child  is  exposed  to 
open  adult  tuberculosis,  the  earlier  the  in- 
dividual will  became  sensitized  to  tuberculo- 
protein  and  the  higher  the  incidence  of 
positive  tuberculin  tests.  Hence  the  neces- 
sity for  early  and  repeated  tuberculin-test- 
ing of  all  children  beginning  at  one  year 
or  earlier  in  suspected  families  or  environ- 
ments. Ch’iu,  Myers  and  Stewart3  in  a 
10  year  follow-up  of  446  children  with  posi- 
tive reactions  and  772  negatively  reacting 
children,  found  15  per  cent  of  the  early 
positive  reactors  with  reinfection  or  adult 
tuberculosis,  and  only  1.6  per  cent  of  the 
early  negative  reactors  had  developed  rein- 
fection type  tuberculosis  after  a lapse  of 
ten  years.  These  impressive  findings  em- 
phasize the  necessity  for  continuous  avoid- 
ance of  any  exposure  of  the  infant  or  child 
to  open  tuberculosis,  the  best  proof  of  which 
is  a persistently  negative  Mantoux  test. 
Considering  the  importance  of  the  factor 
of  exposure,  Armand-Delille  has  shown  that 
“50  per  cent  or  more  infants  living  in  con- 
tact with  tuberculous  parents  will  become 
tuberculous  by  the  beginning  of  the  second 
year  of  life.” 

X-RAY 

Since  95  per  cent  of  all  first  infection 
tuberculosis  involves  the  lungs  and  tracheo- 
bronchial nodes,  an  x-ray  of  the  chest  is 
made  routinely  after  discovery  of  a positive 
Mantoux  test  to  determine  the  stage  of  the 


tuberculous  process  in  the  lungs  and  hilar 
region.  In  the  reading  of  lung  films,  in- 
fluenzal effects  on  tracheobronchial  nodes 
must  be  considered,  also  the  prolonged  hilar 
enlargement  following  any  acute  pneu- 
monic process. 

An  evaluation  of  the  x-ray  as  a diagnos- 
tic aid  was  made  by  Hetherington4  et  al. 
who  found  pulmonary  lesions  demonstrable 
by  x-ray  in  5 per  cent  of  positive  tubercu- 
lin reactors  at  five  years  of  age,  in  11  per 
cent  of  positive  reactors  at  10  years  and 
in  22  per  cent  of  positive  reactors  at  15 
years.  The  limitations  of  the  x-ray,  ac- 
cording to  Miller,5  are  explained  partly  by 
the  presence  of  the  overlying  “structures 
of  varying  density,  the  factor  of  cardiac 
and  intrapulmonary  vascular  movement, 
and  the  minute  size  of  many  of  the  calcium 
deposits.”  Sweany6  reports  a total  handi- 
cap of  80  per  cent  in  x-ray  examination  for 
the  detection  of  pulmonary  lesions  of  pri- 
mary tuberculous  infection.  Serial  x-rays 
are  valuable  in  patients  presenting  sug- 
gestive symptoms. 

After  the  primary  complex  of  tubercu- 
lous infection  has  been  completed,  the  x- 
ray  evidence  of  the  infection  may  be  so  en- 
tirely lacking  that  comparison  with  the 
earlier  films  of  the  series  is  the  only  proof 
of  pathology,  while  fibrosis  or  calcification 
of  the  original  zone  of  involvement  or  re- 
sidual calcification  of  hilar  nodes  may  be 
the  late  evidence  of  primary  tuberculous  in- 
volvement. When  reinfection  tuberculosis 
from  an  exogenous  or  endogenous  source 
develops,  the  x-ray  is  valuable  and  patho- 
logic changes  in  the  lungs  will  be  more  fre- 
quently and  more  definitely  recorded. 

Discovery  of  the  tubercle  bacillus  as  a 
diagnostic  aid  is  very  difficult  in  the  infant 
and  young  child,  the  obtaining  of  satis- 
factory sputum  being  impractical.  Rou- 
tine stomach  washings  with  centrifuging  of 
the  entire  stomach  contents  and  isolation 
of  the  bacilli  have  proved  satisfactory  with 
many  workers  in  tuberculosis,  though  the 
patient  with  a primary  infection  is  throw- 
ing off  so  few  tubercle  bacilli  that  recovery 
of  the  organisms  even  by  this  more  through 
method  is  not  uniformly  successful. 
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SYMPTOMS 

The  symptoms  of  first  infection  tubercu- 
losis are  either  entirely  absent  or  so  mild 
that  the  average  parent  completely  over- 
looks them.  Symptoms,  when  present,  are 
usually  seen  at  the  end  of  the  preallergic 
phase,  when  sensitivity  is  developing  and 
the  tuberculin  test  first  becomes  positive. 
There  may  be  declining  appetite  or  complete 
anorexia;  sometimes  a definite  change  of 
disposition  attracts  attention,  while  a slump 
in  school  work  is  noted ; vomiting  before  or 
during  school  hours  may  occur  with  no  ap- 
parent reason;  cough,  if  present,  is  dry, 
hacking,  and  non-productive,  usually  re- 
flex in  origin  because  of  irritation  of  nerve 
trunks  by  hypertrophied  tracheobronchial 
nodes.  Slight  afternoon  elevation  of  tem- 
perature may  be  present,  with  or  without 
an  associated  fatigue  and  irritability.  Pro- 
fuse sweating,  either  when  awake  or  asleep, 
is  frequently  seen.  The  patient’s  weight 
tends  to  remain  stationary  or  a gradual 
loss  of  weight  may  occur. 

PHYSICAL  EXAMINATION 

Physical  examination  is  of  little  value  in 
the  positive  diagnosis  of  first  infection  tu- 
berculosis. Other  than  a varying  degree 
of  secondary  anemia  with  its  associated 
generalized  lymphadenopathy  and  a pos- 
sibly diminished  tissue  turgor,  the  examina- 
tion is  negative.  The  chest  may  be  the  sub- 
oxygenation type  or  it  may  present  normal 
contours  and  expansion.  Certainly  examina- 
tion of  the  lungs  will  reveal  nothing  ab- 
normal. If  the  usual  routine  of  clinical 
examination  discloses  any  positive  lung 
findings,  the  first  infection  phase  has  al- 
ready passed  and  the  more  severe  reinfec- 
tion type  of  adult  tuberculosis  is  present. 

The  extrapulmonary  first  infection  le- 
sions which  constitute  5 per  cent  of  primary 
tuberculosis  in  childhood  include  the  intes- 
tinal primary  complex  and  the  upper  respir- 
atory route  of  invasion.  Residuals  of  the 
intestinal  avenue  of  infection  are  found  in 
the  mesenteric  lymph  nodes  where  calcifi- 
cation is  often  sufficiently  complete  to  be 
visualized  by  x-ray.  Both  lateral  and  an- 
teroposterior films  are  made  to  demon- 
strate nodes  which  might  be  anterior  to 
the  vertebral  column. 


Primary  infection  via  the  upper  respira- 
tory route  may  be  the  result  of  ingestion 
or  inhalation  of  infective  material,  in  which 
case  the  tonsils  are  frequently  the  focus  of 
initial  involvement  with  the  cervical  lymph 
nodes  presenting  the  residual  calcification. 
In  this  form  of  first  infection  tuberculosis 
the  nutritional  state  of  the  patient  is  usual- 
ly excellent,  and  differentiation  of  tuber- 
culous cervical  adenitis  from  ordinary  in- 
fectious adenitis  is  made  by  the  Mantoux 
test  with  possible  x-ray  discovery  of  calci- 
fication of  the  nodes. 

SUMMARY 

Early  diagnosis  of  first  infection  tuber- 
culosis is  established  by  routine  Mantoux 
testing  with  an  x-ray  check  of  all  possible 
foci  of  active  infection  in  the  event  of  a 
positive  test.  Care  must  be  exercised  in  the 
proper  technic  of  the  tuberculin  test,  and 
rechecking  of  the  test  should  be  done  an- 
nually in  all  previously  negative  children. 
Because  of  overcrowded  living  conditions 
and  economic  factors  in  general  hygiene, 
the  underprivileged  child  seen  in  outpa- 
tient clinics  should  have  a tuberculin  test 
every  six  months,  so  that  discovery  of  the 
source  of  the  infection  may  be  made  suf- 
ficiently early  to  allow  the  child’s  first 
infection  to  remain  benign,  thereby  mini- 
mizing the  possibility  of  development  of 
reinfection  adult  type  tuberculosis  from  an 
exogenous  source.  Prevention  of  exposure 
of  the  individual  to  open  tuberculosis  is  one 
of  the  most  conservative  and  vital  measures 
of  modern  medicine  and  every  possible  step 
in  the  consummation  of  this  ideal  should 
be  part  of  the  health  insurance  of  every 
child. 
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THE  EARLY  DIAGNOSIS  OF 
PULMONARY  TUBERCULOSIS 
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New  Orleans 

The  problem  of  tuberculosis  is  quite  com- 
plex. It  is  a frequent  disease,  an  infectious 
disease  and  an  essentially  chronic  disease. 
Its  social  and  economic  implications  are  oft- 
times  of  such  a nature  that  they  over- 
shadow in  complexity  and  importance  the 
purely  medical  aspects  of  the  disease.  Be- 
cause it  is  frequent,  so  frequent  still,  that  it 
is  the  most  important  cause  of  death  in 
early  adult  life,  it  deserves  the  fullest  at- 
tention of  all  agencies  concerned,  first  of 
which  stands  the  private  physician.5 

The  adult  or  reinfection  type  of  disease 
presents  itself  in  its  least  infectious  role 
in  the  early  stages  of  the  malady.  Ortho- 
doxically,  the  disease  processes  are  accord- 
ingly more  vulnerable  to  therapy  in  their 
incipiency  than  later,  when  caseation  and 
ulceration  have  destroyed  lung  tissue  with 
direct  impairment  of  the  function  of  that 
organ;  as  well  as  damage  to  more  remote 
structures  by  the  circulation  through  the 
various  channels  of  noxious  tuberculo-pro- 
tein  materials  which  combine  to  lessen  the 
chances  for  recovery  of  the  infected  in- 
dividual. 

The  essential  chronicity  of  the  disease 
with  its  elbaoration  of  toxins  gives  rise  to 
symptoms  not  unlike  those  of  focal  infection 
elsewhere  in  the  body.  The  chronically  dis- 
eased tonsil  or  the  abscessed  tooth  may 
evoke  a symptom  complex  similar  to  that 
of  the  tuberculous  nodule  at  the  hilus  of 
the  lung.  The  symptoms  elaborated  are  of 
such  a protean  nature  and  varied  pattern 
as  to  tax  the  diagnostic  acumen  of  the  most 
experienced  clinician. 

The  diagnosis  of  tuberculosis  is  made  by 
no  trick  of  legerdemain  nor  by  any  royal 
short  cut.  The  final  conclusion  must  be 
based  on  the  proper  evaluation  and  inter- 
pretation of  the  various  bits  of  information 
gleaned  by  the  investigator  from  the  exami- 
nation of  the  patient.  In  this  process  of 

fFrom  the  Department  of  Medicine,  School  of 
Medicine,  Tulane  University  of  Louisiana. 


reasoning,  all  possible  aids  must  be  consid- 
ered and  used.  With  the  improvement  in 
technical  adjuncts  and  a broadening  of  vis- 
ion in  their  use,  the  clinician  today  has  at 
his  disposal  a far  greater  advantage  than 
did  his  predecessor  of  but  a few  years  ago. 
Not  infrequently  the  diagnosis  is  of  a neg- 
ative character;  the  disease  is  tuberculosis 
because  it  is  not  some  one  or  other  of  like 
symptom-producing  entities.  With  the  ad- 
vent of  our  modern  diagnostic  adjuncts 
physicians  are  liable  to  experience  a sense 
of  security  which  results  in  a tendency  to 
lower  the  acuity  with  which  the  various 
bits  of  information  are  sought  for.  Now, 
as  then,  all  details  are  of  value.3 

ETIOLOGIC  FACTORS 

The  inquiring  practitioner  finds  no  par- 
ticular age  group  the  exclusive  harbinger 
of  the  disease,  albeit  the  highest  infection 
rate  is  present  at  puberty,  and  the  incidence 
remains  higher  through  the  two  subsequent 
decades  of  life.  At  puberty  he  may  ex- 
amine with  more  suspicion  the  boy  than  the 
girl,  although  the  sexes  contribute  to  the 
disease  their  quota  alike.  Pregnancy  and 
the  puerperium  offset  in  the  female  the 
environmental  factors  of  exposure,  trauma 
and  the  like  in  male.  One  well  may  ponder 
on  the  presence  of  tuberculosis  in  the  ath- 
lete where  physical  strain  and  over-exertion 
seem  to  rob  him  of  the  necessary  attributes 
to  combat  successfully  the  disease.  Worry 
and  mental  strain  add  to  tuberculosis  their 
complement  of  victims  as  indeed  they  do  to 
many  other  of  the  ills  of  which  the  human 
flesh  is  heir.  At  the  termination  of  ex- 
haustive diseases  or  even  many  of  the  ap- 
parently minor  intercurrent  infections,  un- 
less one  is  particularly  alert,  he  ofttimes 
finds  tuberculosis  already  present  and  no 
longer  in  its  minimal  stage.  Among  certain 
of  the  vitamin  deficiencies,  one  may  expect 
to  find  tuberculosis.  Bad  housing  and  the 
inhalation  of  irritant  gasses  and  dusts  are 
factors  which  tend  to  decrease  the  individ- 
ual resistance  to  the  disease.  Drolet  be- 
lieves that  specific  racial  immunity  does 
exist,  but  given  equal  environmental  fac- 
tors the  incidence  of  infection  is  practically 
the  same.  It  is  the  mortality  that  varies 
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in  the  different  races.  Nonetheless,  in  this 
vicinity  one  had  best  with  double  vigilance 
regard  the  negro  patient  as  a likely  source 
of  infection. 

IMPORTANCE  OF  HISTORY 

With  this  knowledge  that  one  may  find 
tuberculosis  in  no  specific  group  of  indi- 
viduals and  must  everywhere  be  on  the 
alert  if  he  intends  to  find  it,  the  clinician 
first  directs  his  attention  to  the  history  of 
his  patient.  Early  tuberculosis  rightfully 
has  been  said  to  be  a disease  of  symptoms 
and  not  of  signs.  A careful  and  painstak- 
ing history  is  of  paramount  importance  in 
the  recognition  of  early  tuberculosis  and 
bountifully  rewards  the  physician  for  his 
additional  time  and  extra  care  in  the  dis- 
covery of  that  early  case,  where  had  not 
this  extra  effort  been  spent  in  careful  ques- 
tioning, the  patient  might  have  been 
doomed  to  years  of  invalidism,  if  not  death. 

Not  infrequently  an  individual  who  is 
numbered  among  a group  in  which  a tu- 
berculosis case-finding  survey  has  been 
made,  reports  to  his  private  physician  the 
finding  of  a positive  tuberculin  test.  This 
finding  should  not,  as  is  too  often  the  case, 
be  overlooked.  As  private  physicians,  we 
should  bend  every  effort  to  acquaint  him 
with  the  significance  of  such  reaction  and 
such  reactor  becoming  at  some  later  date 
a case  of  active  pulmonary  tuberculosis. 

The  history  of  sustained  contact  with  a 
consumptive,  whether  or  not  the  individual 
be  a relative,  should  be  sufficient  to  put  into 
action  the  machinery  with  which  the  diag- 
nosis of  tuberculosis  is  made. 

SYMPTOMS 

The  symptoms  of  the  disease  vary  with- 
in the  widest  limits,  dependent  largely  upon 
the  dosage  of  organisms.  When  the  dosage 
is  large  the  onset  is  apt  to  be  acute,  with 
a very  toxic  picture  simulating  the  acute 
respiratory  infection.  If  The  dosage  is 
small  the  onset  may  be  insidious,  and  symp- 
toms are  hardly  recognizable  and  frequent- 
ly are  overlooked  by  both  the  patient  and 
the  doctor. 

No  single  symptom  or  combination  of 
symptoms  is  constant  in  early  tuberculosis. 


General  malaise,  that  indefinable  something 
which  makes  the  patient  know  that  he  is 
ailing,  the  lact  of  zest  for  the  ordinary  af- 
fairs of  life  in  which  he  regularly  gains 
much  enjoyment,  is  perhaps  the  most  fre- 
quent. 

Fatigability,  often  met  with  early  in  the 
disease  is  described  by  the  patient  as  a 
worn  out  feeling  at  the  end  of  the  ordinary 
day’s  labor;  or  inability  to  complete,  for 
lack  of  strength,  a task  formerly  insignifi- 
cant in  nature.  Fever,  frequently  present 
in  late  afternoon,  more  than  likely  is  not 
suspected  by  the  patient.  The  wise  clinician 
takes  advantage  of  a daily  temperature 
chart  to  aid  in  his  diagnosis.  The  slight 
febrile  rise  to  99.2°  F.  or  99.4°  F.  in  late 
afternoon  is  highly  suggestive  of  the  dis- 
ease. Premenstrual  elevation  of  tempera- 
ture occurs  early  and  remains  late  in  the 
course  of  pulmonary  tuberculosis.  Gastric 
disturbances  of  various  sorts  are  often  com- 
plained of.  The  derangement  of  function 
give  rise  to  anorexia  and  loss  of  weight,  as 
the  disease  progresses.  Quite  often  indeed 
the  patient  consults  the  practitioner  because 
of  his  digestion  rather  than  symptoms  sug- 
gestive of  pathology  in  his  lungs. 

Hoarseness,  fogging  and  tickling  in  the 
larynx  are  also  frequent  complaints. 
Hoarseness  is  apt  to  subside  rapidly  only 
to  reappear  after  a short  period  of  time. 
Tickling  in  the  larynx  sometimes  causes  a 
dry  hacking  cough. 

In  the  female  changes  of  the  menstrual 
rhythm,  in  particular  scanty  menstruation 
or  even  complete  amenorrhea,  are  apt  to 
usher  in  pulmonary  tuberculosis. 

The  sudden  appearance  of  a pleural  effu- 
sion is  very  suggestive  of  tuberculosis.  The 
involvement  of  the  pleura  is  secondary  to 
disease  of  the  lungs.  The  association  of 
pulmonary  tuberculosis  with  this  phenom- 
enon is  so  well  established  as  to  have  been 
included  by  the  late  Lawrason  Brown  in 
his  cardinal  diagnostic  criteria.  It  is  al- 
most pathognomonic  of  the  disease. 

Recent  advances  in  proctology  have  es- 
tablished that  tuberculosis  plays  only  a 
small  role  in  the  etiology  of  fistula  in  ano. 
The  mere  existence,  however,  of  this  lesion 
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should  suggest  pulmonary  tuberculosis  to 
the  wary  clinician  since  the  two  diseases 
have  coexisted  in  as  much  as  40  per  cent 
of  a recently  concluded  series. 

The  persistent  “cold”,  although  more  fre- 
quently than  not  the  result  of  chronic  sup- 
purative upper  respiratory  disease,  deserves 
careful  consideration  before  being  passed 
off  as  of  no  significance. 

Hemoptysis  of  a drachm  or  more  of  blood 
from  a source  not  otherwise  explained, 
must  be  considered  significant  of  tubercu- 
losis. The  modus  operandi  of  these  hem- 
orrhages in  early  tuberculosis  arises  from 
the  close  proximity  of  the  minute  lesions 
with  the  vascular  network  accompanying 
the  lesser  divisions  of  the  bronchial  tree. 

As  with  fistula  in  ano,  spontaneous  pneu- 
mothorax, which  in  itself  is  varied  of 
origin,  should  put  on  his  guard  the  phy- 
sician who  is  confronted  with  it  as  likely 
being  of  a tuberculous  nature;  this  espec- 
ially in  young  individuals.  Less  frequently 
enumerated  among  the  symptoms  of  early 
tuberculosis  are  the  night  sweats  which 
later  in  the  disease  are  ofttimes  prevalent 
and  quite  exhausting.  Shoulder  and  chest 
pains,  flushing  of  the  face,  pleural  pains 
and  expectoration  put  in  their  appearance, 
as  a rule,  when  the  disease  is  already  well 
established.6  Productive  expectoration  is 
not  always  present  in  pulmonary  tubercu- 
losis and  especially  in  its  early  stages.  In 
this  connection  examination  of  gastric 
washings  for  tubercle  bacilli  has  been  pro- 
ductive of  positive  diagnosis  in  the  absence 
of  positive  sputum  examination. 

PHYSICAL,  EXAMINATION  - 

To  establish  the  diagnosis  of  pulmonary 
tuberculosis  the  clinician  next  proceeds 
with  the  physical  examination.  Unhappily 
a most  careful  examination  of  the  chest 
may  elicit  no  abnormal  findings  in  the 
presence  of  definite  pathology  within  the 
chest.  Physical  signs  are  noted  only  when 
the  pathology  is  close  to  the  surface  of  the 
lung  and  is  of  a nature  that  can  be  detected 
by  the  examination.  It  can  not  be  too 
strongly  emphasized  that  a negative  physi- 
cal examination  should  not  rule  out  a tuber- 
culous infection.4 


The  most  important  physical  signs  re- 
sulting from  tuberculous  infection  of  the 
lungs  are  noted  on  auscultation.  It  follows 
that  to  determine  abnormalities  on  physical 
examination  one  must  be  thoroughly  famil- 
iar with  the  normal  and  with  the  endless 
chain  of  variations  in  the  norm  itself. 

Of  greatest  value  to  the  average  phy- 
sician is  the  presence  of  rales;  depending 
upon  the  classification,  these  rales  are  var- 
iously designated  as  medium  coarse  rales  or 
moist  mucus  rales.  Most  frequently  they 
are  noted  over  the  apices,  posteriorly  along 
the  danger  line,  anteriorly  immediately  be- 
neath the  clavicle,  and  laterally  high  in  the 
axilla.  When  rales  are  heard  with  quiet 
normal  breathing  the  disease  process  is 
likely  already  to  be  moderately  well  ad- 
vanced. Not  infrequently  if  rales  are  not 
heard  by  quiet  breathing,  “latent  rales”  may 
be  elicited  by  having  the  patient  breathe 
deeply,  exhale,  cough  and  take  a deep  in- 
spiration. If  present,  the  rales  will  be 
heard  on  the  deep  inspiration.  Of  more  fre- 
quent occurrence  in  early  tuberculosis  is 
the  change  from  vesicular  to  bronchovesi- 
cular  breath  sounds  in  the  apices.  This  find- 
ing is  particularly  hard  to  evaluate  in  cer- 
tain individuals.  In  the  right  apex  anter- 
iorly, broncho-vesicular  breathing  normal- 
ly occurs  to  a variable  degree  in  all  indi- 
viduals. Depending  upon  the  physical 
makeup  and  the  position  of  the  trachea,  it 
is  difficult  to  determine  its  presence  or  ab- 
sence in  the  left  apex  of  some  healthy  in- 
dividuals. 

Percussion  is  important  as  an  aid  in  the 
diagnosis  of  minimal  tuberculous  lesions. 
The  lesions  at  times  make  their  presence 
known  by  impairment  of  the  normal  reso- 
nant note.  Again  one  must  keep  in  mind 
the  normal  variations  of  the  upper  lobes 
and  properly  evaluate  changes  in  thoracic 
contour,  the  muscular  development  and 
state  of  nutrition  of  the  patient. 

Palpation  and  inspection  add  little  more 
than  confirmatory  evidence  in  singling  out 
the  disease  in  its  incipient  stages  in  the 
lungs. 

X-RAY  EXAMINATION 

When  the  physician  has  completed  his 
history  and  physical  examination  he  turns 
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to  the  x-ray  or  fluoroscope  for  further  in- 
vestigation of  suspicious  leads  obtained 
from  the  history,  or  for  confirmation  of 
abnormalities  detected  on  physical  examina- 
tion. The  roentgenogram  is  the  most  im- 
portant link  in  the  chain  of  evidence  which 
leads  to  the  diagnosis  of  pulmonary  tuber- 
culosis. When  proper  technic  is  used  the 
x-ray  rarely  fails  to  demonstrate  the  disease 
in  the  lungs,  and  when  errors  do  occur  they 
can  generally  be  laid  at  the  door  of  faulty 
interpretation.  It  is  not  within  the  scope 
of  this  paper  to  elaborate  upon  technic  or 
interpretation  in  roentgenography,  but  it 
may  be  said  in  passing  that  failure  to  get 
the  patient  to  the  x-ray  sufficiently  early 
is  a primary  cause  of  delay  in  diagnosis. 
This  has  been  established  by  Monte  and 
Blitz2  in  their  survey  of  cases  at  the  Charity 
Hospital  at  New  Orleans.  Fellows,1  in  his 
case-finding  program  in  the  Metropolitan 
Life  Insurance  Company,  has  demonstrated 
the  value  of  fluoroscopic  examination  as  a 
method  of  early  diagnosis.  It  has  the  factor 
of  cost  in  its  favor,  and  the  time-saving 
factor  is  significant  as  well  in  the  handling 
of  large  groups  of  patients.  It  cannot  re- 
place the  roentgenogram  in  the  routine 
practice  of  the  private  physician. 

LABORATORY  EXAMINATIONS 

To  weld  the  final  bit  of  evidence  into  an 
unyielding  chain  of  fact  the  tubercle  bacillus 
is  sought  for  in  the  sputum  or  in  the  gastric 
lavage.  Direct  smears,  concentrates  and 
cultures  are  the  usual  routine  of  procedure. 
Repeated  negative  examinations  for  tuber- 
cle bacilli  should  not  rule  out  the  diagnosis 
of  tuberculosis.  Animal  inoculation  fre- 
quently is  fruitful  of  a positive  diagnosis 
where  other  methods  fail. 

SUMMARY 

It  is  seen  that  the  diagnosis  of  tubercu- 
losis is  dependent  upon  more  than  any  one 
examination.  Frequently  all  methods  of  ap- 
proach must  be  used  to  make  the  diagnosis 
of  pulmonary  tuberculosis.  The  history  may 
supply  the  lead,  and  the  physical  examina- 
tion is  of  value  when  the  findings  are 
positive.  The  x-ray  supplies  important  con- 
firmative evidence,  and  the  finding  of  tu- 


bercle bacilli  in  the  sputum  supplies  an 
irrefutable  conclusion  to  the  story.  To 
avoid  the  misfortune  of  a missed  early 
diagnosis,  the  physician  needs  in  addition 
a certain  awareness  to  the  possibility  of  the 
presence  of  the  disease,  and  must  be  con- 
stantly on  the  alert  to  direct  properly  his 
determination  through  the  maze  of  con- 
flicting possibilities  in  order  to  establish 
the  diagnosis. 
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STUDIES  WITH  ANTIGENS 

V.  ANALYSIS  OF  COMPARATIVE  SKIN  RE- 
ACTIONS BY  MEANS  OF  THE  CHI- 
SQUARE  STATISTIC*! 

M.  R.  PABST,  M.  A. 

C.  H.  BOATNER,  Ph.  D. 

AND 

B.  G.  EFRON,  M.  D. 

New  Orleans 

INTRODUCTION 

Dorfman  and  Efron1-2  have  shown  that 
the  curve  of  skin  reaction  sizes  from  serial 
dilutions  of  an  extract  is  discontinuous; 
They  have  demonstrated  that,  in  a given 
subject,  a skin  reaction  of  given  size  can 
be  produced  by  varying  concentrations  of 
the  same  extract;  hence,  equal  sized  skin 
reactions  may  occur  from  extracts  which 
differ  widely  in  potency.  They  have  also 
shown  that  there  is  no  inherent  difference 
between  the  reactivity  of  the  radial  and 
ulnar  sides  of  the  skin  of  the  forearm. 

Skin  reaction  sizes  cannot  be  expressed 


*Read  before  the  Texas  Allergy  Association, 
Dallas,  Texas,  May  13,  1940. 

tFrom  the  Department  of  Chemistry,  Newcomb 
College,  Tulant  University,  and  the  Division  of 
Allergy,  Touro  Infirmary,  New  Orleans. 
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quantitatively  and  must  be  grouped  in  de- 
scriptive categories.  There  is  no  known 
method  of  measuring  skin  reaction  sizes 
with  precision,  because  skin  reactions  to 
allergens  are  three-dimensional,  whereas 
any  practical,  reasonably  adequate  measur- 
ing technic  is  at  best  two-dimensional.  The 
best  estimation  of  comparative  skin  reac- 
tion sizes  is  that  which  is  least  exacting  and 
therefore  least  subject  to  error.  The  least 
exacting  characterization  of  a pair  of  re- 
actions is  whether  one  is  larger  or  smaller 
than  the  other,  or  whether  the  reactions 
are  equal  in  size. 

The  technic  used  in  this  study  of  com- 
parative skin  reactions  is  based  solely  upon 
comparison  of  the  reaction  sizes  in  pairs 
of  tests.  The  arbitrary  classification  by 
degree  of  reaction,  as,  for  example,  marked, 
moderate,  is  included  in  this  study  only  be- 
cause it  is  a method  usually  employed  in 
classifying  skin  reactions.  We  will  show 
that  the  equal,  larger  or  smaller  designation 
of  skin  reactions  gives  all  the  information 
that  is  statistically  significant  for  their 
comparison. 

TEST  METHOD 

We  have  modified  slightly  our  original 
technic.  Instead  of  attempting  to  make 
equal  sized  parallel  scratches  with  a needle, 
we  used  a small  scarifier,  with  a blade 
1/16  of  an  inch  wide.  Scratches  were  made 
by  a single  twist  of  the  scarifier  and  were 
placed  at  least  an  inch  and  a half  apart  in 
parallel  rows  along  the  vertical  axis  of  the 
forearm,  one  row  on  the  ulnar  side  of  the 
arm  and  the  other  on  the  radial  side. 

The  tests  were  performed  with  serial 
dilutions,  and  identical  dilutions  were  al- 
ways placed  on  parallel  scratches  at  the 
same  level  of  the  forearm.  All  tests  were 
made  and  read  by  the  same  person 
(B.  G.  E.).  The  reactions,  read  at  the  end 
of  twenty  minutes,  were  examined  by  pairs, 
and  the  size  of  each  reaction  on  the  radial 
side  of  the  forearm  compared  to  that  of 
the  corresponding  reaction  on  the  ulnar 
side.  This  comparison  determined  whether 
the  two  reactions  were  equal  in  size  or 
whether  one  was  larger  than  the  other. 
Only  after  this  estimate  was  made,  were 


the  reactions  classified  also  as  to  the  degree 
of  reaction. 

The  classifications  of  degree  of  reaction 
were  recorded  as  marked  plus,  marked 
moderate,  moderate,  slight,  doubtful,  and 
negative.  Since  there  can  be  no  difference 
in  size  when  reactions  are  negative,  read- 
ings were  discontinued  at  the  dilutions  at 
which  both  of  a parallel  pair  of  tests  were 
estimated  as  negative. 

APPLICATION  OF  THE  CHI-SQUARE  STATISTIC3 

A.  Extracts  of  the  same  potency . Table  I 
presents  the  observations  on  501  compara- 

TABLH  I 

Reactions  Ulnar  Radial 


Case  equal  reactions  reactions 

number  size  larger  larger 

1.  11  5 0 

2  9 3 4 

3  8 6 2 

4.  12  2 2 

5  13  3 0 

6  10  3 3 

7,  7 10 

8 11  0 4 

9.  10  4 2 

10.  11  2 3 

11.  10  3 3 

12 6 11 

13 11  3 2 

14.  8 5 3 

15 7 2 7 

16.  11  1 2 

17  12  0 2 

18  9 0 2 

19-  12  2 1 

20 15  0 0 

21.  12  0 4 

22.  12  2 1 

23.  10  2 3 

24 12  3 1 

25.  8 2 5 

26 2 0 4 

27.  6 4 6 

28.  5 0 3 

29.  , 6 0 0 

30.  8 0 0 

31 5 10 

32.  9 2 2 

33  5 5 3 

34  2 5 1 

35  4 2 2 

36.  3 4 1 

37.  0 3 5 

38.  3 3 2 

39  6 11 

40  5 12 


tive  skin  reactions  which  were  made  on  40 
house-dust-sensitive  patients  with  serial 
dilutions  of  the  same  extract.*  In  326  com- 
parative tests,  the  parallel  reactions  were 


*The  purified  extract  used  in  this  study  was 
made  according  to  the  technic  reported  by  Boat- 
ner, Efron  and  Dorfman.4-  5 
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TABLE  II 


' 

Equal  Size 
Reactions 

Larger 

Reactions 

Smaller 

Reactions 

Total 

Radial  ( a ) 

326 

89 

86 

501  (n) 

Ulnar  ( a ' ) 

326 

86 

89 

501  ( n') 

Total  (a+a » ) 

652 

175 

175 

1002  (n-t-n*  ) 

Radial  a - p 

Total  a+a* 

.5000 

.5086 

.4914 

.5000  s p = n 

ntn1 

a p 

163.0000 

45.2654 

42.2604 

250.5000  = n p 

p q z p ( 1-p ) - .2500 


(a  p)  - 250.5250 


(a  p)  - n p : .0258 


Z 


a P)  - n p - .1132 


equal  in  size;  in  89  tests,  the  reactions  on 
the  radial  side  were  larger  than  the  corre- 
sponding reactions  on  the  ulnar  side;  and 
in  86  tests,  the  reactions  on  the  ulnar  side 
were  larger  than  the  corresponding  reac- 
tions on  the  radial  side. 

Table  II  shows  the  computation  of  chi- 
square**  for  this  set  of  data.  The  chi- 
square  test  is  a statistical  means  of  show- 
ing agreement  between  observation  and 
hypothesis.  The  theoretical  expectation  of 
the  value  of  chi-square  in  this  test  is  based 
upon  the  hypothesis  that  no  difference  in 
skin  reaction  sizes  should  result  when  a 
comparative  test  is  made  with  the  identical 
extract.  The  result  of  the  computation  in- 
dicates that  the  observed  value  of  chi- 
square  does  not  differ  significantly  from 
the  theoretical  expectation  of  that  value. 
Therefore,  the  hypothesis  of  uniformity 
was  not  disallowed. 

The  original  observations  shown  in  table 
I are  based  upon  a representative  sample 
drawn  from  the  whole  population  of  com- 

**Chi-square was  computed  by  the  Brandt  and 
Snedecor  formula. 


p q 


parative  skin  reactions.  For  purposes  of 
demonstration,  this  large  sample  of  501 
observations  was  broken  into  smaller  sam- 
ples; for  instance,  16  samples  of  40-48  ob- 
servations each,  and  the  chi-square  value  of 
each  small  sample  computed.  In  this  way, 
we  have  computed  from  the  original  ob- 
servations the  largest  number  of  uncor- 
related chi-square  values  for  various  sized 
samples.  Table  III  represents  these  values. 
Such  a division  is  useful  because  medical 
statistics  are  nearly  always  concerned  with 
small  samples. 

Conventionally,  P = .05  is  the  accepted 
statistical  level  of  significance.  However, 
a more  stringent  level  such  as  P = .02  or 
P = .01  may  be  adopted  to  suit  the  require- 
ments of  the  analyst.  When  P ==  .05  is  used 
as  the  level  of  significance,  the  probability 
of  our  conclusion  being  valid  is  19  out  of 
20,  whereas  when  P = .01  is  used  as  the 
level  of  significance,  the  probability  of  our 
conclusion  being  valid  is  99  out  of  100. 

If  P = .05  is  taken  as  the  level  of  sig- 
nificance, a value  of  chi-square  equal  to  or 
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Degrees  Chi 
Freedom  Square 
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CM 
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CD 
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Degrees  Chi 
Freedom  Square 
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1.460 
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CD 
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greater  than  5.991*  would  be  interpreted 
as  disallowing  the  hypothesis  of  uniformity. 
Such  a value  occurs  once  in  column  1,  twice 
in  column  2,  once  in  column  4,  and  once  in 
column  5.  If  P = .02  is  taken  as  the  level 
of  significance,  a chi-square  value  equal  to 
or  greater  than  7.824  would  be  interpreted 
as  disallowing  the  hypothesis  of  uniformity. 
Such  a value  occurs  once  in  column  2 and 
once  in  column  4.  If  P — .01  is  taken  as 
the  level  of  significance,  a value  of  chi- 
square  equal  to  or  greater  than  9.210  would 
be  interpreted  as  disallowing  the  uniform- 
ity hypothesis.  Such  a value  does  not  occur 
in  any  of  the  columns.  The  hypothesis  of 
uniformity  was  not  disallowed,  although 
we  observed  in  some  of  the  columns  a 
greater  number  of  significant  values  of 
chi-square  than  was  expected  when  P = .05 
or  P = .02  was  used.  This  follows  from 
the  fact  that  the  sum  of  any  number  of 
uncorrelated  chi-square  values  is  itself  dis- 
tributed in  the  chi-square  distribution.  The 
total  chi-square  test  is  a much  more  sensi- 
tive test  than  any  number  of  independent 
values  of  chi-squares.  For  example,  al- 
though the  observed  value  of  chi-square 
was  greater  than  5.991  for  two  samples  out 
of  11  in  column  2,  when  we  should  expect 
only  one  out  of  20  to  exceed  such  a value, 
the  total  chi-square  value  contributed  by 
all  the  samples  in  this  column  was  found 
to  be  22.920.  For  21  degrees  of  freedom, 
the  corresponding  value  of  P is  between  .50 
and  .30. 

Our  conclusion  from  this  analysis  is  that 
parallel  comparative  skin  tests  made  with 
serial  dilutions  of  the  same  extract  do  not 
show  statistically  significant  differences  in 
skin  reaction  size. 

B.  Extracts  of  Different  Potency.  Table 
IV  represents  the  results  of  403  compara- 
tive skin  tests  made  on  55  house-dust- 
sensitive  patients  with  extracts  of  differing 
potency.  In  each  test,  the  solution  of  the 
extract  used  on  one  of  the  parallel  scratches 
was  twice  as  concentrated  (by  per  cent 

*For  two  degrees  of  freedom,  when  chi-square 
is  5.991,  the  corresponding  value  of  P is  .05;  when 
chi-square  is  7.824,  the  corresponding  value  of 
P is  .02;  when  chi-square  is  9.210,  the  correspond- 
ing value  of  P is  .01. 


TABLE  IV 
Equal 

Sol. 

double 

concen. 

Sol. 

double 

concen. 

Case 

size 

reactions 

reactions 

number 

reactions 

larger 

smaller 

1 

5 

3 

0 

2 

3 

2 

0 

O 

3 

3 

1 

4 

...  1 

7 

0 

5 

4 

3 

1 

6 

4 

4 

0 

7 

4 

3 

0 

8 

5 

3 

0 

9 

2 

4 

1 

10 

3 

5 

0 

11 

2 

6 

0 

12 

3 

4 

0 

13 

4 

0 

4 

14.  

4 

2 

2 

15 

o 

6 

0 

16 

6 

1 

1 

17 

4 

3 

1 

18 

o 

6 

0 

19 

5 

1 

2 

20 

4 

4 

0 

21 

3 

5 

0 

22 

3 

4 

0 

23 

3 

4 

0 

24 

3 

4 

0 

25 

7 

0 

0 

26 

5 

3 

0 

27 

6 

i 

1 

28 

6 

i 

0 

29 

1 

6 

1 

30 

4 

2 

o 

31 

4 

3 

1 

32 

5 

3 

0 

33 

3 

4 

1 

34 

5 

3 

0 

35 

2 

1 

36 

7 

1 

0 

37 

4 

4 

0 

38 

5 

2 

1 

39 

3 

4 

0 

40 

3 

5 

0 

41 

1 

7 

0 

42 

3 

5 

0 

43 

5 

O 

O 

0 

44 

2 

3 

3 

45 

4 

1 

3 

46 

2 

6 

0 

47 

2 

3 

3 

48 

3 

4 

1 

49 

3 

5 

0 

50 

1 

4 

0 

51 

1 

3 

0 

52 

4 

2 

0 

53 

1 

3 

0 

54.  

3 

2 

0 

55 

o 

0 

0 

extract  in  solution)  as  that  used  on  the 
corresponding  parallel  scratch.  These  data 
show  that  equal  sized  reactions  were  ob- 
tained in  192  tests  and  that  the  more  con- 
centrated solution  produced  a larger  reac- 
tion in  180  tests  and  a smaller  reaction  in 
31  tests.  The  chi-square  value  computed 
from  these  data  was  found  to  be  210.448 
which,  for  two  degrees  of  freedom,  gives  a 
corresponding  value  of  P less  than  .01.  This 
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means  that  if  the  solutions  tested  had  been 
of  equal  potency,  such  a result  would  have 
occurred  only  once  in  more  than  100  trials. 
Since  once  in  more  than  100  trials  is  an 
unlikely  occurrence,  the  test  disallows  the 
hypothesis  that  the  solutions  were  equal 
in  skin  reacting  activity. 

As  above,  this  large  sample  was  broken 
down  into  small  samples,  for  each  of  which 
a chi-square  value  was  computed.  These 
are  presented  in  table  V.  In  this  tabulation, 
we  observe  that  the  value  of  chi-square  is 
less  than  5.991  once  in  column  1,  once  in 
column  2,  and  not  at  all  in  any  of  the  other 
columns.  Chi-square  values  less  than  7.824 
occur  once  in  column  1 and  twice  in  column 
2 ; chi-square  values  of  less  than  9.120  occur 
three  times  in  column  1,  twice  in  column  2, 
and  once  in  column  5.  However,  the  more 
sensitive  total  chi-square  tests  show  that  for 
each  column  the  observed  value  of  chi- 
square  differs  significantly  from  the  value 
which  would  be  expected  if  these  solutions 
were  of  equal  potency.  For  each  of  the 
columns,  therefore,  the  hypothesis  of  uni- 
formity is  disallowed.  From  these  studies, 
we  conclude  that  there  is  an  actual  differ- 
ence in  the  skin  reacting  potencies  of  the 
two  extracts. 

INAPPROPRIATENESS  OF  THE  DEGREE 
CLASSIFICATION 

The  chi-square  test  may  be  used  to  show 
the  existence  of  appreciable  error  on  the 
part  of  the  observer  when  reactions  are 
classified  according  to  degree  of  reaction 
rather  than  according  to  whether  one  of  a 
pair  of  parallel  reactions  is  equal  to,  or 
larger  or  smaller  than  the  other.  In  the 
degree  classification,  the  experimenter  is 
called  upon  to  make  as  many  distinctions  as 
there  are  sizes  of  reactions  to  be  classified 
and  to  keep  these  unvaried  from  day  to 
day.  He  must  never  call  one  reaction 
marked  moderate  and  another  of  the  same 
size  marked.  The  existence  of  such  errors 
is  illustrated  in  table  VI,  in  which  the  data 
classified  according  to  degree  of  reaction 
are  analyzed  by  means  of  the  chi-square 
statistic,  both  for  the  whole  sample  and  for 
various  independent  sub-samples  drawn 
from  the  whole  sample. 


In  this  table  (VI),  the  value  of  P corre- 
sponding to  the  total  chi-square  value  de- 
creases as  the  size  of  the  sub-sample  in- 
creases. For  instance,  the  value  of  P for 
sample  sizes  of  30-32  observations  is  .90 
to  .80;  for  sizes  of  93-96,  it  is  .70  to  .50; 
for  sizes  of  141-145,  it  is  .50  to  .30;  and 
for  one  sample  of  501  observations,  it  is 
just  more  than  .05.  It  can  be  shown  that  a 
slight  increase  in  the  size  of  the  sample 
would  have  produced  a significant  chi- 
square  value.  Thus,  in  the  degree  classifi- 
cation, the  size  of  the  sample  is  of  great 
importance  in  interpreting  the  data.* 

It  must  be  noted  that  this  method  is  in 
no  way  a test  of  comparative  reactions,  be- 
cause each  test  is  apparently  not  actually 
compared  with  its  parallel.  The  test  really 
compares  the  reaction  sizes  on  the  ulnar 
and  radial  sides  of  the  forearm.  On  the 
assumption,  based  on  these  studies,  that  the 
same  extract  produces  no  significant  dif- 
ference between  reaction  sizes  on  the  radial 
and  ulnar  sides  of  the  arm,  the  distribution 
of  reaction  sizes  should  be  identical  for  the 
two  sides.  As  the  size  of  the  sample  is 
increased,  it  is  possible,  by  means  of  the 
chi-square  statistics,  to  detect  smaller  and 
smaller  differences  and  when  the  sample 
number  reaches  about  530  cases,  the  exis- 
tence of  significant  experimental  errors  in 
degree  classification  becomes  apparent. 
Therefore,  it  becomes  evident  that  not  only 
is  the  hypothesis  tested  by  the  degree 
classification  relatively  unimportant,  but 
also  that  such  classification  is  inappro- 
priate for  comparative  tests. 

The  equal,  smaller  or  larger  designation 
of  comparative  skin  reactions  has  been 
checked  by  the  chi-square  statistics  and  has 
been  shown  to  give  all  the  information 
which  is  statistically  significant  for  pur- 
poses of  comparison. 


*Note  that  the  chi-square  values  are  computed 
from  a 2 x 7 table  instead  of  from  a 2 x 3 table, 
as  in  the  previous  cases.  This  increases  the  num- 
ber of  degrees  of  freedom  and  so  increases  the 
chi-square  value  that  is  associated  with  the  level 
of  significance.  The  number  of  degrees  of  free- 
dom is  determined  after  making  corrections  for 
continuity.0 
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SUMMARY 

1.  Five  hundred  and  one  comparative 
tests  on  40  house-dust-sensitive  patients 
made  with  serial  dilutions  of  the  identical 
extract  reveal  no  significant  difference  in 
reaction  size  between  the  radial  and  the 
ulnar  sides  of  the  forearm. 

2.  Four  hundred  and  three  comparative 
tests  were  made  on  55  house-dust-sensitive 
patients.  In  each  test  the  solution  of  the 
extract  used  on  one  of  the  parallel  scratches 
was  twice  as  concentrated  (by  per  cent  ex- 
tract in  solution)  as  that  used  on  the  cor- 
responding parallel  scratch.  These  tests 
reveal  a significant  difference  in  the  reac- 
tion sizes  between  the  two  extracts. 

3.  Therefore,  significant  differences  in 
reaction  sizes  when  different  extracts  are 
tested  are  attributable  to  differences  in 
potencies  of  the  extracts  and  not  to  sam- 
pling errors  in  the  tests. 

4.  The  use  and  importance  of  the  chi- 
square  statistic  for  the  analysis  of  com- 
parative skin  tests  is  presented. 

5.  The  equal-larger-smaller  classification 
of  comparative  skin  reactions  is  shown  to 
make  full  utilization  of  the  information 
given  in  the  comparative  tests. 

6.  The  degree  classification  of  skin  reac- 
tion sizes,  because  of  the  sampling  errors 
introduced  in  the  estimation  of  reaction 
sizes,  is  shown  to  be  inappropriate  for  sta- 
tistical analysis  of  comparative  tests. 


We  are  indebted  to  Dr.  W.  R.  Pabst  for  his  as- 
sistance in  the  preparation  of  this  manuscript. 
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THE  MEDICAL  SOCIETIES  OF 
LOUISIANA  PRIOR  TO  THE  WAR 
BETWEEN  THE  STATES 

WILLIAM  DOSITe  POSTELL, 

M.  S„  B.  S.  in  L.  S.* 

New  Orleans 

PART  III 

THE  FIRST  PARISH  SOCIETIES  AND  THE 
STATE  MEDICAL  SOCIETY 

THE  WEST  FELICIANA  MEDICAL  SOCIETY 

Before  discussing  the  part  played  by  the 
Physico-Medical  Society  in  the  formation 
of  the  Louisiana  State  Medical  Society,  it 
is  necessary  to  trace  the  organization  of 
several  of  the  parish  societies,  although  not 
a great  deal  is  known  about  some  of  them. 
The  first  local  society  to  be  organized  out- 
side of  New  Orleans  was  in  West  Feliciana, 
in  1845.  A copy  of  the  “Rules  and  Regula- 
tions” as  drawn  up  for  the  West  Feliciana 
Medical  Society  was  sent  to  the  editor  of 
the  New  Orleans  Medical  Journal,  who 
seemed  to  think  the  code  of  medical  ethics 
highly  commendable.  The  society  also  ap- 
pointed a Committee  of  Honor  which  was 
requested,  among  its  other  duties,  “to  in- 
terpose their  best  endeavors  to  cause  a 
friendly  reconciliation,  whenever  apprised 
of  any  misunderstanding  that  may  unfor- 
tunately occur  between  members  of  the 
Society.”  Meetings  were  scheduled  in  St. 
Francisville  at  three-month  intervals.29 
The  first  officers  were: 

P.  B.  McKelny,  M.  D.,  President. 

Thomas  Beaumont,  M.  D.,  Vice-president 
D.  B.  Gorham,  M.  D.,  Treasurer 
Samuel  A.  Jones,  M.  D.,  Corresponding 
Secretary 

G.  W.  Pruned,  M.D.,  Recording  Secretary 
Committee  of  Honor — W.  G.  Austin,  M. 
D.,  William  Ingalls,  M.  D.,  Thomas  P.  Lin- 
ton, M.  D. 

THE  ATTAICAPAS  MEDICAL  SOCIETY 

The  Attakapas  Medical  Society  was  or- 
ganized November  10,  1846,  at  New  Iberia, 
and,  although  the  attendance  was  not  very 
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large,  others  who  were  prevented  from  at- 
tending sent  assurances  of  their  coopera- 
tion. The  first  officers  were  :30 

Jerome  Mudd,  A.  M.,  M.  D.,  President 

Joseph  W.  Lyman,  M.  D.,  Vice-president 

J.  B.  Hacker,  M.  D.,  Recording  Secretary 

Jas.  B.  Dungan,  M.  D.,  Corresponding 
Secretary 

John  Augustine  Smith,  M.  D.,  Treasurer 

Censors : 

St.  Mary’s  Parish — Jas.  T.  Smith,  M.  D., 
C.  R.  Fassit,  M.  D. 

Lafayette — John  G.  Howard,  M.  D.,  G. 
W.  Scranton,  M.  D. 

St.  Martin — Edward  Shiel,  M.  D.,  Eu- 
gene Wild,  M.  D. 

Vermilion — H.  J.  Sanders,  M.  D.,  G. 
Mills,  M.  D. 

Meetings  were  to  be  held  twice  yearly,  at 
New  Iberia,  on  the  second  Tuesdays  in  No- 
vember and  in  May,  but  after  the  organi- 
zation meeting  in  November,  1846,  nothing 
was  heard  of  the  society  until  May  9,  1848. 
At  this  meeting  a report  was  read  on  the 
epidemic  of  yellow  fever  which  had  oc- 
curred in  the  vicinity  of  Breaux’s  Bridge 
during  the  summer  and  fall  of  the  preced- 
ing year,  but  action  was  deferred  on  it 
until  it  could  be  studied  further.  Dr.  Mudd 
read  the  report  of  the  committee  on  “Laws 
to  regulate  the  practice  of  medicine  and  to 
incorporate  the  Attakapas  Medical  Soci- 
ety,” which  was  ordered  to  be  filed. 

On  motion  of  Dr.  Mudd  a committee 
(Drs.  E.  K.  Fassett,  G.  Mills,  and  G.  W. 
Scranton)  was  appointed  to  address  the 
members  of  the  Western  Medical  Board 
“To  ascertain  from  each  one  of  the  said 
board  as  to  a convenient  time  for  meeting 
to  take  the  necessary  steps  to  procedure  a 
reorganization  of  said  board  to  secure  reg- 
ular action  in  the  future.”31  Evidently  the 
Western  Board,  which  had  been  organized 
in  1817,  was  functioning  rather  badly. 

This  meeting  was  presided  over  by  the 
president,  Dr.  J.  B.  Dungan,  and  was  at- 
tended by  Drs.  A.  J.  Saunders,  E.  K.  Fas- 
sett, Jas.  F.  Fontaine,  Jerome  Mudd,  Jos- 
eph Lyman,  W.  G.  Mills,  E.  Shiel,  A.  Du- 
perier,  G.  W.  Scranton,  R.  C.  Hilliard,  R. 


H.  Day,  J.  H.  Baldridge,  J.  T.  Alexander, 
E.  F.  Beauchamp,  J.  G.  Howard,  and  J.  B. 
Hacker.  The  latter,,  with  Dr.  James  T. 
Smith,  was  appointed  to  prepare  essays 
for  the  next  meeting. 

The  Planters  Banner,32  published  at 
Franklin,  carried  a brief  notice  of  the  So- 
ciety in  the  June  22,  1848,  issue:  “We  have 
received  from  Dr.  Duperier  of  New  Iberia, 
a copy  of  the  constitution,  by-laws  and 
code  of  ethics  of  the  Attakapas  Medical 
Society.  Also  a list  of  the  physicians  who 
have  become  members.  This  society  has 
been  formed  for  the  purpose  of  mutual  im- 
provement, the  advancement  of  medical 
science,  the  elevation  of  the  honor  and  dig- 
nity of  the  profession  and  for  the  promo- 
tion of  harmony,  good  feeling  and  profes- 
sional etiquette.” 

The  same  newspaper,  for  October  19, 
1848,  carried  the  notice  of  a meeting  of  the 
society  for  November  14.  It  does  not  seem 
to  have  been  held  until  December  22.  The 
roll  call  was  answered  by  Drs.  J.  B.  Dun- 
gan, A.  Duperier,  J.  B.  Hacker,  Jerome 
Mudd,  J.  T.  Alexander,  R.  C.  Hilliard,  A. 
J.  Saunders,  C.  R.  Fassit,  W.  G.  Mills,  and 
J.  M.  Lyman,  and  Drs.  D.  E.  Meade  and 
E.  P.  Beauchamp  were  elected  to  mem- 
bership.33 

At  this  meeting  a committee  of  three 
(Drs.  W.  G.  Mills,  G.  W.  Scranton,  and 
R.  C.  Hilliard)  was  appointed,  by  resolu- 
tion, to  address  the  legislature  on  the  sub- 
ject of  amending  the  law  regulating  the 
practice  of  Physic  in  the  State.  Dr.  E. 
Shiel  and  Dr.  J.  A.  Smith  were  appointed 
tc  prepare  essays  for  the  next  meeting,  and 
the  following  officers  were  elected : 

Dr.  J.  M.  Lyman,  President 
Dr.  W.  G.  Mills,  Vice  President 
Dr.  J.  B.  Hacker,  Recording  Secretary 
Dr.  D.  E.  Meade,  Corresponding  Secre- 
tary 

Dr.  A.  Duperier,  Treasurer 
Censors  for  Lafayette — Drs.  G.  W. 
Scranton,  E.  F.  Beauchamp. 

Censor  for  Vermilion — Dr.  J.  T.  Alex- 
ander 

Censors  for  St.  Martin — Drs.  R.  C.  Hil- 
liard, J.  A.  Smith 
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Censors  for  St.  Mary — Drs.  C.  R.  Fassit, 
J.  T.  Smith 

FIRST  ATTEMPTS' TO  FORM  A STATE 
MEDICAL  SOCIETY 

Perhaps  the  most  important  activity  of 
the  Attakapas  Medical  Society  and  Physico- 
Medical  Society  of  New  Orleans  was  the 
part  which  they  played  in  the  formation  of 
the  Louisiana  State  Medical  Society.  At 
the  December  22,  1848,  meeting  of  the  At- 
takapas Society  a committee  consisting  of 
Drs.  A.  Duperier,  J.  B.  Hacker  and  C.  R. 
Fassit  was  appointed  to  correspond  with 
the  Physico-Medical  Society  on  the  pro- 
priety of  holding  a State  Medical  Conven- 
tion in  New  Orleans  on  the  first  Tuesday 
in  March,  1849.  Drs.  D.  E.  Meade,  A.  Du- 
perier, C.  R.  Fassit,  J.  M.  Lyman  and  J. 
Mudd  were  appointed  delegates  to  the  pro- 
posed convention,  the  call  for  which  was 
issued  in  the  following  words  :34  “Whereas 
it  is  the  opinion  of  the  physicians  compris- 
ing the  Attakapas  Medical  Society,  that  a 
State  Medical  Society  would  tend  to  create 
concert  of  action  between  the  physicians 
throughout  the  State,  and  thereby  be  con- 
ducive to  the  advancement  of  Medical  Sci- 
ence in  the  State  of  Louisiana : — -therefore 
Resolve  that  the  Attakapas  Medical  Society 
convention,  to  be  composed  of  delegates 
from  the  different  country  and  Parish  So- 
cieties in  the  State,  and  of  the  Medical  men 
throughout  the  State,  to  convene  in  the 
city  of  New  Orleans  on  the  first  Tuesday 
in  March  in  the  year  1849  for  the  purpose 
of  organizing  a general  State  Medical  So- 
ciety.” 

At  the  January  6,  1849,  meeting  of  the 
Physico-Medical  Society  of  New  Orleans 
the  communication  from  the  Attakapas 
Medical  Society  was  read  and  the  follow- 
ing resolutions  were  unanimously  adopt- 
ed :35 

“1st.  Resolve:  That  the  Physico-Medical 
Society  have  heard  with  pleasure  that  a 
‘State  Medical  Convention’  is  about  to  as- 
semble on  the  second  Tuesday  on  the  ensu- 
ing month  of  March. 

2nd.  Resolve : That  we  will  cheerfully 
cooperate  with  our  brethren  throughout  the 
State  on  their  laudable  object  in  meeting. 


“3rd.  Resolve:  That  the  Physico-Medical 
Society  do  hereby  tender  to  the  State  Med- 
ical Convention  the  use  of  their  hall. 

“Uth.  Resolve:  That  the  corresponding 
Secretary  of  the  Society  be  instructed  to 
correspond  with  the  Attakapas  Medical 
Society  on  the  subject  of  a State  Medical 
Society  and  to  transmit  to  that  body  a 
copy  of  the  foregoing  resolutions. 

“5th.  Resolve:  That  the  foregoing  resolu- 
tions be  published  in  the  New  Orleans  Med- 
ical and  Surgical  Journal. 

B.  H.  Moss,  Sec. ; Thos.  Hunt,  M.  D.  Pres.” 
Only  a few  physicians  appeared  for  the 
March  meeting,  which  convened  in  the  hall 
of  the  Medical  College.  On  motion  of  Dr. 
Thomas  Hunt,  Dr.  S.  W.  Dalton  was  ap- 
pointed secretary,  and  Dr.  Hunt  also  of- 
fered the  following  resolution  :36 

“Resolved,  that  a Medical  convention  of 
all  resident  licensed  physicians  of  the  State 
of  Louisiana  be  united  to  assemble  in  the 
hall  of  the  Medical  College  of  the  State,  on 
the  first  Monday  in  December,  1849.” 

The  Physico-Medical  Society37  passed  the 
following  resolution  on  the  subject: 

“Resolved — That  the  Secretary  be  re- 
quested to  call  the  attention  of  the  phy- 
sicians of  this  state,  by  a notice  in  the 
forthcoming  number  of  the  New  Orleans 
Medical  and  Surgical  Journal  to  the  Medi- 
cal Convention  to  be  held  in  this  place,  the 
first  Monday  in  December  next,  for  the 
organization  of  a State  Medical  Society.” 

THE  FOUNDING  OF  THE  STATE  MEDICAL  SOCIETY 

The  adjourned  meeting  convened  on  the 
proper  date  and  was  organized  with  Pro- 
fessor James  B.  Jones  in  the  chair  and  Dr. 
S.  W.  Dalton  acting  as  recording  secretary. 
Dr.  Simonds’  motion  that  the  convention 
resolve  into  a state  medical  society  was 
carried  and  Dr.  Hale  of  Alexandria  was 
elected  president,  Dr.  Axson  of  New  Or- 
leans recording  secretary,  Dr.  Fenner  cor- 
responding secretary  and  Dr.  Hare  treas- 
urer. The  chair  appointed  Drs.  Simonds, 
Barton,  Penniston  and  Mather  to  draft  a 
constitution.  The  document  which  they 
produced  was  brief,  but  sufficiently  explicit 
to  define  the  objects  of  the  association  and 
the  duties  of  the  officers  and  members. 
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The  officers  were  to  constitute  a Board  of 
Administration  empowered  to  perform  all 
necessary  business  between  regular  meet- 
ings. Eight  standing  committees,38  from 
each  of  which  an  annual  report  was  ex- 
pected, were  also  appointed,  as  follows: 
“1.  On  practical  medicine  — Dr.  James 
Jones. 

2.  On  diseases  peculiar  to  negroes — Dr. 

S.  A.  Cartwright. 

3.  On  the  indigenous  botany  of  the  state 
and  materia  medica  generally — Dr.  J. 
L.  Riddell. 

4.  General  and  social  hygiene  of  the  State, 
vital  statistics,  and  meteorology — Dr. 
E.  H.  Barton 

5.  On  medical  education  and  the  license 
law — Dr.  W.  P.  Hort 

6.  On  the  sale  of  drugs  and  quack  medi- 
cines and  adulteration  of  medicine — 
Dr.  G.  A.  Nott. 

7.  On  physiology  and  pathology  — Dr. 
Bennet  Dowler 

8.  On  midwifery  and  diseases  of  children 
— Dr.  A.  H.  Cenas.” 

THE  1S51  SESSION 

At  the  1849  session  five  parishes  were 
represented  by  48  members,  45  of  whom 
were  from  Orleans  Parish.  The  second  an- 
nual session  was  scheduled  for  December 
3,  1849,  but  actually  occurred  March  10, 
1851.  Again  most  of  the  members  were 
from  Orleans  Parish.  Four  of  the  chair- 
men of  standing  committees  were  not  pre- 
pared to  report  and  begged  to  be  excused. 
Reports  were  read  by  Dr.  J.  L.  Riddell  for 
the  Committee  on  the  Indigenous  Botany 
of  the  State ; by  Dr.  W.  P.  Hort,  for  the 
Committee  on  Medical  Education  and  Li- 
cense Law;  by  Dr.  E.  H.  Barton,  for  the 
Committee  on  the  General  and  Social  Hy- 
giene of  the  State,  and  by  Dr.  S.  A.  Cart- 
wright, for  the  Committee  on  the  Diseases 
Peculiar  to  Negroes.  Dr.  Cartwright’s  re- 
port was  particularly  interesting,  and  a 
full  discussion  was  participated  in  by  the 
membership  on  it  and  the  other  reports. 

The  following  committees  were  appoint- 
ed :39 

“1 : On  medical  education  and  the  license 
law — A.  F.  Axson,  M.  D.,  Chairman 


2.  On  surgery  and  surgical  operations — ■ 
Warren  Stone,  M.  D. 

3.  On  physiology  and  pathology — Thos. 
Hunt,  M.  D. 

4.  On  midwifery  and  the  diseases  of  wom- 
en and  children — W.  P.  Hort,  M.  D. 

5.  On  practical  medicine — J.  M.  W.  Pic- 
ton,  M.  D. 

6.  On  general  therapeutic,  materia  med- 
ica and  pharmacy  — J.  C.  Simonds, 
M.  D. 

7.  On  the  hygiene,  meteorology  and  vital 
statistics  of  the  State — E.  D.  Fenner, 
M.  D. 

8.  On  the  botany  and  natural  history  of 
this  and  the  adjoining  states — J.  Hale, 
M.  D. 

9.  On  the  diseases  peculiar  to  negroes 
and  of  southern  climates — S.  P.  Da- 
vidson, M.  D. 

10.  On  the  adulteration  of  medicines,  the 
sale  of  drugs — Mr.  E.  C.  Bolton.” 

Other  committees  were  also  organized, 
one  of  which  had  as  its  purpose  the  effect- 
ing of  changes  in  the  medical  license  law 
and  to  suppress  wholesale  quackery  as  it 
then  existed.  Another  duty  of  this  com- 
mittee was  the  establishment  of  a registry 
of  marriages,  births  and  deaths  through- 
out the  state.  Later  in  the  year  the  Phy- 
sico-Medical  Society  of  New  Orleans  joined 
with  the  State  Society  in  petitioning  the 
Legislature  to  pass  “suitable  laws  for  the 
faithful  recording  of  marriages,  births 
and  deaths,”  the  following  resolution  being 
adopted  January  31,  1851 :40 

“Resolved  that  the  Physico-Medical  So- 
ciety highly  approved  of  the  memorial  at 
the  State  Medical  Society  to  the  Legisla- 
ture, on  the  subject  of  registration  of 
births,  deaths  and  marriages,  and  highly 
recommend  the  adoption  of  its  sugges- 
tions.” 

At  the  1851  meeting  the  State  Society 
recommended  to  the  profession  the  pat- 
ronage of  “Southern  Medical  Reports 
edited  by  Dr.  E.  D.  Fenner.” 

THE  1852  SESSION 

The  third  annual  meeting  of  the  State 
Society,41  like  the  previous  ones,  was  held 
at  the  hall  of  the  Medical  College,  and  the 
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report  of  the  proceedings  of  this  meeting 
and  the  fourth  meeting  are  available  to  the 
writer.  The  third  meeting  was  called  to 
order  by  the  president,  Dr.  E.  H.  Barton, 
March  8,  1852,  and  lasted  through  March 
12.  Seventy  of  the  76  members  who  an- 
swered the  roll  call  of  members  were  from 
Orleans  Parish.  At  the  first  meeting  the 
usual  reports  were  accepted  and  filed,  and 
the  next  day  the  following  officers  were 
elected  and  were  installed  at  once. 
President— Dr.  J.  M.  W.  Picton 
Vice-presidents — Drs.  Logan,  McCloud, 
Davidson,  Bein,  Farrell 

Corresponding  Secretary — Dr.  J.  C.  Si- 
monds 

Recording  Secretary — Dr.  G.  T.  Brown- 
ing 

Treasurer — Mr.  E.  C.  Bolton 
At  the  meeting  of  March  10  it  was  de- 
cided that  it  was  not  necessary  to  incor- 
porate the  society.  On  the  previous  day 
it  had  been  decided  that  since  the  new  law 
of  the  state  concerning  medical  licensure 
was  not  in  operation,  non-licentiates  were 
eligible  for  membership.  On  the  second 
day  it  was  decided  that  to  be  eligible  for 
membership  in  the  society  a physician  must 
hold  a diploma  from  a regularly  consti- 
tuted medical  school  of  known  character. 
Additional  reports  were  read  on  the  vari- 
ous days  of  the  meeting,  including  the  re- 
port on  midwifery  and  diseases  of  women 
and  children,  which  had  been  prepared  by 
the  late  Dr.  Hort  and  was  read  by  Dr. 
Browning. 

THE  1853  SESSION 

The  fourth  annual  meeting  of  the  Lou- 
isiana State  Medical  Society42  was  called  to 
order  March  14,  1853,  in  the  hall  of  the 
Medical  College  of  the  University  of  Lou- 
isiana, by  the  president,  Dr.  J.  M.  W.  Pic- 
ton. Twenty  members  were  present  and 
15  others  were  admitted  into  full  member- 
ship. The  next  day  42  members  answered 
the  roll  call  and  heard  the  annual  address 
of  the  President.  The  following  officers 
were  elected: 

E.  D.  Fenner,  M.  D.,  President 
Joseph  Rouanet,  M.  D.,  Vice-president 
A.  Hester,  M.  D.,  Vice-president 


J.  W.  P.  McGimsey,  M.  D.,  Vice-president 
J.  Dominique,  M.  D.,  Vice-president 
Thos.  Cottman,  M.  D.,  Vice-president 
N.  B.  Benedick,  M.  D.,  Corresponding 
Secretary 

D.  Macgibbon,  M.  D.,  Recording  Secre- 
tary 

E.  C.  Bolton,  Treasurer 

The  remaining  three  days  of  the  meeting 
were  taken  up  with  reading  and  discussion 
of  various  reports.  It  was  decided  to  in- 
corporate the  Society  under  the  general  In- 
corporation Act  of  the  State,  and  the  fol- 
lowing committees  were  appointed : 

“1.  On  medical  education — Dr.  A.  W.  Ely 

2.  On  anatomy,  surgery,  and  surgical 
anatomy — Dr.  I.  L.  Crawcour 

3.  On  physiology  and  pathology — Dr.  A. 
F.  Axson 

4.  On  midwifery  and  diseases  of  women 
and  children — Dr.  N.  B.  Benedick 

5.  On  practical  medicine — Dr.  P.  B.  Mc- 
Kelney 

6.  On  general  therapeutics,  materia  med- 
ica  and  pharmacy — Dr.  J.  S.  Copes 

7.  On  meteorology  and  hygiene  of  the 
state  and  its  vital  statistics — Dr.  E.  H. 
Barton 

8.  On  diseases  peculiar  to  negroes  and 
to  a Southern  climate — Dr.  J.  W.  P. 
McGimsey 

9.  On  adulteration  of  medicines  and  the 
sale  of  drugs  and  nostrums — Mr.  E. 
C.  Bolton 

10.  On  the  medical  botany  of  the  state — 
Dr.  J.  Hale.” 

THE  1854  SESSION 

The  fifth  annual  session  of  the  State  So- 
ciety convened  at  the  Medical  College  in 
New  Orleans  March  13,  1854,  with  the 
president,  Dr.  Fenner,  in  the  chair.  The 
attendance,  for  some  reason,  seems  to  have 
been  very  poor.  Dr.  Axson  of  New  Orleans 
declined  to  accept  the  presidency,  and  the 
following  officers  were  elected  :43 
Dr.  E.  H.  Barton,  President 
Dr.  N.  B.  Benedick,  Vice-president 
Dr.  R.  Bein,  Vice-president 
Dr.  E.  R.  Brownell,  Vice-president 
Dr.  G.  T.  Browning,  Corresponding  Sec- 
retary 
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Dr.  D.  Macgibbon,  Recording  Secretary- 

Dr.  J.  D.  Foster,  Treasurer 

At  this  meeting  a very  interesting  paper 
was  read,  by  request,  by  Dr.  Riddell,  deal- 
ing with  the  sewerage  of  the  city  and  pre- 
pared by  the  Sanitary  Commission,  of 
which  he  was  a member.  Other  interesting 
reports  were  read  by  Dr.  Copes,  Chairman 
of  the  Committee  on  General  Therapeutics, 
by  Dr.  McKelney,  Chairman  of  the  Com- 
mittee on  Practical  Medicine,  and  by  Dr. 
Crawcour,  Chairman  of  the  Committee  on 
Anatomy,  Surgery,  and  Surgical  Anatomy. 

THE  1855  SESSION 

At  the  sixth  session,  which  was  held  Feb- 
ruary 5,  1855,  in  the  usual  place,  the  re- 
tiring president,  Dr.  E.  H.  Barton,44  deliv- 
ered an  important  address,  in  which  he 
said  in  part: 

“Every  invitation  has  been  extended  to 
our  brethren  in  the  rural  districts  to  unite 
with  us;  every  courtesy  felt  and  offered; 
the  honors  of  office  have  been  participated 
in  with  them,  and  opportunities  for  dis- 
tinction on  committees;  all  in  vain;  and 
with  the  single  exception  of  the  Natchi- 
toches Medico-Chirurgical  Society  no  ap- 
plication for  membership  in  the  State  Med- 
ical Society  has  been  received  from  the  lo- 
cal medical  Societies,  although  the  honor 
of  suggesting  it  orginated  in  the  country/’ 

Dr.  Warren  Stone  was  elected  president 
at  this  meeting  and  presided  over  all  of  the 
remaining  sessions.  The  annual  assess- 
ment on  members  was  reduced  from  $5.00 
to  $2.00,  and  the  Natchitoches  Medico-Chi- 
rurgical Society  applied  for  membership. 

Dr.  Barton’s  outlook  on  the  prospects  of 
the  State  Society  was  not  unduly  pessimis- 
tic, for  no  further  meetings  seem  to  have 
been  held  after  the  sixth  session,  in  1855. 
In  1878,  Dr.  Stanford  E.  Chaille,  writing 
in  the  New  Orleans  Medical  and  Surgical 
Journal  on  the  occasion  of  a second  attempt 
to  organize  a state  medical  society,  called 
attention  to  Dr.  Barton’s  address  and  sug- 
gested that  those  who  were  engaged  in 
the  present  attempt  should  remember  the 
lessons  to  be  learned  from  the  failure  of 
the  first  state  society. 


PART  IV 

OTHER  NEW  ORLEANS  SOCIETIES 
PARISH  SOCIETIES 

THE  NEW  ORLEANS  ACADEMY  OE  SCIENCES 

Although  the  Physico-Medical  Society  of 
New  Orleans  was  fairly  active  during  the 
years  the  state  society  was  functioning,  the 
physicians  of  New  Orleans  apparently  felt 
the  need  of  another  organization  and  March 
21,  1853,  five  gentlemen,  Drs.  Bennet  Dow- 
ler,  N.  B.  Benedick,  Howard  Smith,  J.  S. 
Copes,  and  H.  D.  Baldwin,  “met  by  previous 
agreement  to  perfect  an  organization  to  a 
view  to  mutual  improvement  in  the  medi- 
cal and  natural  sciences:”45 

The  constitution,46  adopted  April  25  of 
the  same  year,  stated  in  part: 

“Article  I:  Sec.  1. — That  this  association 
shall  be  styled  the  New  Orleans  Academy 
of  Sciences,  and  its  sole  object  shall  be  the 
advancement  of  Science,  properly  so  called 
in  all  its  various  departments. 

“Sec.  2 — The  Academy  may  . . . establish 
lectures  in  the  various  Sciences,  and  also 
a library  and  a museum  whenever  its  funds 
shall  admit. 

“Article  II:  Sec.  1 — The  New  Orleans 
Academy  of  Sciences  shall  consist  of  the 
following  twenty-seven  gentlemen,  its 
founders : 

“Howard  Smith,  M.  D.,  Edward  C.  Bol- 
ton, Esq.,  Josiah  Hale,  M.  D.,  I.  L.  Craw- 
cour, M.  D.,  Noah  B.  Benedick,  M.  D., 
D.  F.  M.  Mitchell,  Esq.,  H.  D.  Baldwin, 
M.  D.,  Henry  Hughes,  Esq.,  W.  B.  Lindsay, 
M.  D.,  Prof.  W.  C.  Duneon,  A.  M.,  Albert 
W.  Ely,  M.  D.,  Prof.  R.  H.  Clulton,  J.  S. 
Copes,  M.  D.,  W.  P.  Riddell,  A.  B.,  J.  C. 
Simonds,  M.  D.,  Rev.  W.  A.  Scott,  D.  D.” 

The  following  officers  were  elected  for 
1853: 

Josiah  Hale,  M.  D.,  President. 

J.  S.  Copes,  M.  D.,  First  Vice-president 

Albert  W.  Ely,  M.  D.,  Second  Vice-presi- 
dent 

I.  L.  Crawcour,  M.  D.,  Corresponding 
Secretary 

W.  B.  Lindsay,  M.  D.,  Recording  Secre- 
tary 

Henry  Hughes,  M.  D.,  Treasurer 
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Edward  C.  Bolton,  Librarian 
D.  F.  Mitchell,  Curator 
The  Academy  seems  to  have  been  very 
active  from  the  time  of  its  organization  to 
the  outbreak  of  the  War  between  the  States. 
Among  the  interesting  papers  presented  be- 
fore it  were  Dr.  Barton’s  “Report  to  the 
Academy  of  Sciences  of  New  Orleans  on 
the  Meteorology  and  Mortality  of  New  Or- 
leans for  the  Year  1854”  and  his  “Cause 
and  Prevention  of  Yellow  Fever  at  New 
Orleans  and  Other  Cities  in  America.” 
The  following  officers  and  committee 
chairmen  are  listed  for  the  year  1859-1860 : 
Prof.  J.  L.  Riddell,  A.  M.,  M.  D.,  Presi- 
dent 

J.  S.  Copes,  M.  D.,  Wm.  B.  Lindsay,  M. 
D.,  Vice-presidents 

Prof.  A.  Valias,  Corresponding  Secretary 
Noah  B.  Benedick,  M.  D.,  Recording  Sec- 
retary 

James  B.  Durand,  Registrar 
James  K.  Bailey,  Treasurer 
R.  C.  Kerr,  Librarian 
Dr.  J.  S.  Knapp  and  Henry  Cline,  Cu- 
rators 

Chairmen  of  Scientific  Sections,  1859- 
1860— 

Natural  History  of  Animals — Dr.  T.  G. 
Richardson 

Botany — Prof.  J.  L.  Riddell 
Geology  and  Mineralogy — P.  H.  Skip- 
with,  Esq. 

Chemistry  and  Natural  Philosophy — 
Prof.  I.  L.  Crawcour 

Astronomy  and  Mathematics — Prof.  A. 
Valias 

Antiquarian  Researches  and  Ethnology 
— Dr.  J.  S.  Copes 

History  and  Biography  — Hon.  Charles 
Gayarre 

Philology — Prof.  John  Mannair 
Medicine  and  Physiology  — Dr.  N.  B. 
Benedick 

Geography,  Statistics  and  Meteorology — ■ 
Prof.  J.  D.  B.  DeBow 

Psychology  and  Aesthetics — Dr.  Samuel 
A.  Cartwright 

Agriculture — Dr.  W.  B.  Lindsay 
Jurisprudence  and  Political  Economy — 
P.  E.  Bonford,  Esq. 


THE  THIRD  SOCIETE  MEDICALE  DE  LA  NOUVELLE 
ORLEANS 

The  Societe  Medicale  de  la  Nouvelle  Or- 
leans was  reorganized  for  the  third  time 
in  1859,  and  the  Journal  de  la  Societe  Med- 
icale de  la  Nouvelle  Orleans  was  then  re- 
vived and  was  published  for  two  volumes. 
A discourse  by  Dr.  Charles  Delery47  at  the 
first  meeting  voiced  the  hope  that  the  new 
society  would  do  as  much  good  as  its  pre- 
decessors, but  his  pious  wishes  were  not 
fulfilled,  for  the  outbreak  of  the  war  put 
an  end  to  all  such  activities.  Almost  all 
that  remains  of  the  third  French  medical 
society  is  the  list  of  members,  who  were:48 

Drs.  D.  Alpuente,  0.  Anfoux,  M.  P.  Avi- 
la, Barthe,  H.  Bayon,  J.  Beugnot,  E.  Bou- 
lin,  Borde,  J.  A.  Cantrelle,  H.  Durel,  H.  C. 
D’Aquin,  C.  Delery,  A.  de  Roaldes,  E.  Dou- 
meing,  De  St.  Romes,  C.  Faget,  Ferrier 
(pere),  Ferrier  (fils),  Tegewisch,  A.  Jou- 
bert,  A.  Kohn,  J.  Labatut,  Langebacker,  A. 
Le  Mat,  G.  LeMonnier,  H.  Lewis,  S.  Martin, 
B.  Maas,  Arm,  Mercier,  E.  B.  Marmillion, 
A.  Natilli,  Rouanet,  H.  Ranee,  P.  L.  Janey, 
Thiery. 

THE  NATCHITOCHES  MEDICO-CHIRURGICAL 
SOCIETY 

Not  very  much  is  known  of  the  other  so- 
cieties which  were  active  in  the  state  out- 
side of  New  Orleans  in  the  years  imme- 
diately before  the  war  broke  out.  Thus 
nothing  is  known  of  the  Natchitoches  Med- 
ico-Chirurgical  Society  except  that  it  ap- 
plied for  admission  at  the  last  annual  ses- 
sion of  the  Louisiana  State  Medical  Society. 
It  is  not  even  clear  whether  it  was  admit- 
ted. 

THE  MEDICAL  ASSOCIATION  OF  NORTH  LOUISIANA 

The  Medical  Association  of  North  Lou- 
isiana was  organized  at  Shreveport,  No- 
vember 26,  1855.  A constitution  was 
adopted  and  a committee  on  cases,  reports 
and  essays  was  appointed,  part  of  whose 
duty  was  to  prepare  scientific  articles  for 
publication.  The  only  record  which  exists 
of  the  further  activity  of  the  society  is 
that  a year  after  its  organization  a paper 
on  scarlet  fever,  written  by  Dr.  J.  D.  Har- 
per, and  a paper  entitled  “Physiology  and 
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Phrenology  Compared/'  written  by  Dr. 
Drury  Lacy,  were  submitted  to  the  New 
Orleans  Medical  and  Surgical  Journal.49 

THE  PHYSICO-MEDICAL  SOCIETY  OF  BATON  ROUGE 

The  only  record  of  the  Physico-Medical 
Society  of  Baton  Rouge  is  the  Act  of  Incor- 
poration,50 which  reads  as  follows: 

“Sec.  1.  Be  it  enacted  by  the  Senate  and 
House  of  Representatives  of  the  State  of 
Louisiana  in  General  Assembly  convened, 
that  L.  L.  Laycock,  Thomas  J.  Buffington, 
F.  J.  B.  Romer,  Richard  H.  Day,  S.  P. 
Ward,  R.  C.  White,  Timothy  Fay,  J.  M. 
Williams,  G.  W.  Dearing,  John  Perkins, 
J.  W.  P.  McGimsey,  P.  W.  Ender,  B.  Jour- 
dan,  T.  B.  R.  Hatch,  Louis  Chippers,  George 
A.  Pike  and  others  of  said  society  shall 
from  and  after  the  date  of  this  act,  be  and 
they  are  thereby  constituted  a body  politic 
in  deed  and  in  law,  which  shall  be  entitled 
the  Physico-Medical  Society  of  Baton 
Rouge. 

“Sec.  2.  Be  it  further  enacted  . . . (Grant- 
ed powers  of  corporation). 

“Sec  3.  (Society  confirmed  to  certain  ob- 
ject) . 

John  M.  Sandige 

Speaker  of  the  House  of  Rep. 

Robert  C.  Wickliff 

President  of  the  Senate 

P.  0.  Hebert 
Governor 

Approved 

February  26,  1855” 

THE  HOUMA  SCIENTIFIC  ASSOCIATION 

Under  the  heading  of  “Books  and  Pam- 
phlets” the  New  Orleans  Medical  and  Sur- 
gical Journal  in  1859  carried  a notice  of 
the  receipt  of  the  “Constitution  and  By- 
Laws  of  the  Houma  Scientific  Association, 
1859.  From  T.  A.  Woods  Esq.,  Corre- 
sponding Secretary.”  Nothing  else  is 
known  of  this  organization.51 

THE  MEDICAL  INSTITUTE  OF  THE  PARISH  OF 
ST.  LANDRY 

The  last  of  the  Parish  societies  to  or- 
ganize before  the  outbreak  of  war  was 
the  Medical  Institute  of  the  Parish  of  St. 
Landry,  whose  act  of  incorporation52  reads 
as  follows: 


“Acts  passed  at  the  Fifth  Legislature  of 
the  State  of  Louisiana  at  its  second  Ses- 
sion. 

J.  M.  Taylor,  1861,  p.  126-7 

No.  165.  An  Act  to  incorporate  the  Med- 
ical Institution  of  the  Parish  of  St.  Landry. 

Sec.  1.  Be  it  enacted  by  the  Senate  and 
House  of  Representatives  of  the  State  of 
Louisiana  in  General  Assembly,  that  Dol- 
tas  George  Hill,  C.  D.  Talman,  Eugene  Pi- 
late, Edward  C.  E.  Pilate,  John  Taylor,  R. 
H.  Littell,  E.  J.  Plamer,  J.  B.  Lee,  Wm. 
J.  Offut,  James  Rayand,  T.  A.  Cook,  and 
all  other  persons  who  may  be  hereafter 
legally  associated  with  them  be,  and  they 
are  thereby  created  a body  corporate  under 
the  title  of  the  St.  Landry  Medical  and 
surgical  Association  . . . 

Sec.  2.  (Powers  of  Corporation) 

C.  H.  Morrison 

Speaker  of  House  of  Rep. 
Henry  M.  Hyams 

Lieutenant  Governor 
Thos.  0.  Moore 
Governor 

Approved 

March  18,  1861” 

CONCLUSION 

This,  then,  is  the  rather  confused  history 
of  medical  organizations  in  Louisiana  prior 
to  the  outbreak  of  the  War  Between  the 
States  in  April,  1861.  During  the  troubled 
years  of  the  war  there  was  naturally  no 
time  and  no  thought  for  such  matters  and 
immediately  after  the  fighting  ended  the 
whole  South  was  of  necessity  too  engrossed 
with  other  concerns  to  resume  immediately 
thought  of  anything  not  of  vital  importance 
to  mere  subsistence. 

What  happened  when  Louisiana  was  free 
to  turn  to  reorganization  in  the  medical 
field  has  been  ably  told  by  Dr.  Fossier  and 
others.  It  was  not  until  1878,  however, 
that  the  Orleans  Parish  Medical  Society,  as 
it  now  exists,  was  formed,  and  that  at- 
tempts to  reorganize  the  Louisiana  State 
Medical  Society  were  again  begun. 

It  will  be  noted  that  certain  names  occur 
and  recur  in  the  lists  of  officers,  members 
and  orators  of  the  various  medical  societies 
which  are  the  subject  of  this  communica- 


158 


Postell — Medical  Societies  of  Louisiana 


tion.  Some  of  these  names  are  easily  recog- 
nizable, for  their  descendants  are  num- 
bered among  the  present  generation  of  med- 
ical practitioners  in  Louisiana.  Readers 
who  are  particularly  interested  in  these 
physicians  as  individuals  are  referred  to 
the  excellent  studies  of  Dr.  E.  A.  Fos- 
sier,1’ 53  Dr.  Edmond  Souchon,54  and  Dr. 
Rudolph  Matas55  on  the  physicians  of  the 
state. 
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CANCER— MATERNAL  WELFARE- 
MENTAL  HEALTH 

Three  of  the  activities  of  the  State  Medi- 
cal Society  functioning  through  special 
committees  deserve  to  be  mentioned  here 
because  of  the  importance  of  the  work  that 
they  are  conducting. 

The  Committee  on  Cancer  has  been  most 
active  this  past  year.  It  has  publicized  and 
spread  widely  information  concerning  can- 
cer through  radio,  through  articles  both  in 
the  lay  and  medical  press,  and  through 


talks  to  lay  groups  within  the  State. 
This  Committee  reported  to  the  House  of 
Delegates  at  the  meeting  in  May  but  of 
course  were  unable  to  point  out  all  of  their 
accomplishments  throughout  the  State.  It 
hardly  needs  to  be  reiterated  what  the  Can- 
cer Committee  is  doing ; it  is  extremely  im- 
portant. It  is  only  through  early  diagnosis 
and  early  recognition  of  the  symptoms  of 
this  dreaded  disease  that  it  can  be  cured. 

The  Committee  on  Maternal  Welfare  is 
another  committee  that  has  given  much 
thought  to  the  ever-present  problem  which 
exists  here  in  Louisiana,  in  fact  throughout 
the  South,  of  a death  rate  higher  than  it  is 
in  most  states  of  the  Union  and  higher 
than  it  is  in  many  of  the  European  coun- 
tries. The  House  of  Delegates  in  appointing 
this  Committee  has  recognized  the  im- 
portance of  this  problem  and  we  believe  the 
Committee  will  be  enabled,  through  the 
work  it  is  now  doing,  to  reduce  materially 
the  number  of  deaths  in  pregnant  women. 

The  Committee  on  Mental  Health  has 
some  excellent  recommendations  to  make 
to  the  House  of  Delegates  which  it  is  hoped 
will  be  put  into  effect  through  the  instru- 
mentality of  the  Committee  on  Legislation 
through  their  contact  with  the  executive 
and  legislative  branches  of  the  government. 
Specifically  this  Committee  recommended 
an  adequate  psychopathic  department  at 
Charity  Hospital  for  patients  with  tem- 
porary mental  conditions;  the  development 
of  a centralized  medical  commission  with 
supervision  over  all  state  hospitals,  homes 
and  colonies,  plus  the  institution  of  civil 
service  of  the  medical  staffs  of  these  medi- 
cal institutions;  increase  and  improve  fa- 
cilities for  feeble-minded  colonies;  make 
additional  provisions  for  the  care  of  epi- 
leptics; provide  for  private  hospitals  with 
proper  supervision  by  the  centralized  medi- 
cal commission;  provide  for  parish  judges 
to  have  access  to  trained  psychiatric  ad- 
vice; and  to  provide  psychiatric  assistance 
to  the  coroners  of  the  larger  towns.  If 
these  recommendations  can  be  carried  out 
much  good  should  ensue.  There  is  no  ques- 
tion in  the  first  place  that  the  facilities 
for  the  care  of  the  insane  in  the  State  of 
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Louisiana  are  inadequate.  The  same  ap- 
plies to  the  epileptics.  Improvement  of 
medico-legal  procedures  should  be  put  into 
effect  as  promptly  as  possible  in  order  to 
enable  the  legal  aspects  connected  with 
mental  disease  to  be  carried  out  in  an  intel- 
ligent and  sensible  manner. 

o 

MEDICAL  PREPAREDNESS 

It  has  been  thought  advisable  again  to 
remind  the  members  of  the  State  Medical 
Society  concerning  the  problem  of  medical 
preparedness.  At  the  recent  meeting  of  the 
American  Medical  Association  in  New 
York  representatives  of  the  Surgeon  Gen- 
eral’s office  presented  a plan  whereby 
medical  men  of  the  country  would  be  or- 
ganized so  that  in  the  event  of  war  the 
profession  would  be  ready  to  carry  on  with- 
out dislocation  of  civil  practice  and  at  the 
same  time  have  men  assigned  to  medical 
service  who  would  be  prepared  adequately 
to  take  care  of  their  particular  assignment. 
This  plan,  subject  to  certain  modifications, 
was  accepted  unanimously  by  the  American 
Medical  Association  through  a resolution 
presented  by  the  Chairman  of  the  Board 
of  Trustees.  In  pursuance  of  this  plan,  the 
headquarters  office  of  the  Association 
promptly  and  immediately  began  to  prepare 
for  the  registration  of  all  physicians  in  the 
country.  Within  a very  few  weeks  there 
was  sent  to  all  medical  men  a questionnaire 
concerning  important  factual  information 
regarding  each  individual.  About  fifty  per 
cent  of  the  doctors  of  the  country  have  al- 
ready filled  out  and  returned  the  question- 
naire. 

It  is  of  extreme  importance  that  all  phy- 
sicians carry  out  the  request  of  the  Ameri- 
can Medical  Association,  through  its  House 
of  Delegates,  to  fill  out  and  submit  prompt- 
ly the  completed  questionnaire.  Every  doc- 
tor who  has  not  done  this,  should  do  so 
immediately.  If  the  questionnaire  has  not 
been  received,  please  communicate  with 
the  Committee  on  Medical  Preparedness  of 
the  American  Medical  Association  and  ask 
for  the  form. 

The  response  met  so  far  indicates  that 
the  medical  profession  is  going  to  back  up 


the  effort  to  obtain  good  medical  service 
for  the  army  should  it  be  necessary  to  pro- 
vide civil  doctors.  The  American  medical 
profession  has  always  responded  nobly  and 
promptly  to  the  needs  of  its  country  as  wit- 
nessed by  the  large  number  of  men  who 
gave  up  homes  and  practice  and  went  away 
to  the  last  war.  If  war  should  come  to  the 
United  States,  God  forbid,  we  men  of  medi- 
cine should  be  prepared  to  do  our  utmost 
for  this  great  democratic  country  in  which 
we  live. 

o 

SULFAPYRIDINE  IN  PNEUMONIA 

It  may  be  that  we  have  harped  too  fre- 
quently on  the  use  of  sulfapyridine  in  pneu- 
monia. The  astoundingly  brilliant,  often 
dramatic  results  of  treatment  with  this 
drug,  however,  warrant  extensive  discus- 
sion of  its  use.  While  it  is  true  that  the 
reduction  in  the  death  rate  has  been  spec- 
tacular it  must  not  be  forgotten  that  sul- 
fapyridine after  all  is  a drug  which  is 
extremely  potent,  which  has  not  much  more 
than  passed  the  experimental  stage  and 
which  is  likely  to  produce  serious  toxic  re- 
actions. In  substantiation  of  this  last  state- 
ment a recent  publication  by  Detweiler 
et  ah*  might  be  quoted.  Although  these 
authors  had  a relatively  small  series  of  pa- 
tients, nevertheless  their  results  concur 
with  those  published  on  much  larger  series. 
The  death  incidence  in  their  group  of  70 
patients  was  five,  practically  all  deaths 
occurring  in  elderly  individuals.  Compli- 
cations were  not  reduced  by  this  form  of 
therapy.  Of  particular  interest  is  the 
fact  that  85  per  cent  of  90  patients  had 
toxic  manifestations.  The  milder  toxic 
expressions  were  nausea  and  vomiting,  fre- 
quently controlled  by  nicotinic  acid ; anor- 
exia, headache,  dizziness,  cyanosis  and 
facial  twitching.  None  of  these  of  course 
are  of  any  particular  moment.  The  serious 
complications  consisted  of  oliguria,  occur- 
ring in  nine  patients;  anuria  in  three; 
gross  hematuria  in  six;  leukopenia  in  eight; 
anemia  in  six;  cutaneous  rashes  in  six  and 
an  occasional  thermal  reaction,  or  mental 
changes. 

The  kidney  manifestations  that  are  pro- 
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nounced  should  be  treated  by  prompt  with- 
drawal of  the  drug  and  large  amounts  of 
fluid  given  intravenously  and  by  mouth. 
The  anemia  and  the  cutaneous  rashes,  while 
listed  as  being  serious,  remedied  themselves 
very  promptly,  according  to  Detweiler, 
after  the  patient  recovered  and  were  not 
considered  an  indication  for  the  cessation 
of  treatment.  The  leukopenia  apparently 
resulted  in  the  death  of  one  of  his  patients 
who  developed  agranulocytosis. 

The  important  information  regarding 
this  presentation  has  to  do  primarily  with 
watching  the  patient  closely  who  is  being 


given  large  doses  of  sulfapyridine,  observ- 
ing the  urine  and  the  blood  count  fre- 
quently. If  heavy  dosage  is  indicated  or 
is  being  employed,  then  by  all  means  the 
physician  should  be  insistent  upon  the 
patient  taking  larger  quantities  of  fluid 
and  if  unable  to  do  so  by  mouth  then  the 
fluid  should  be  given  into  the  vein.  Inci- 
dentally, intravenous  use  of  sodium  sulfa- 
pyridine should  be  employed  only  when 
patients  cannot  be  given  the  drug  by  mouth. 

* Detweiler,  H.  K.,  Kinsey,  H.  I.,  Brown,  W.  H., 
and  Feasby,  W.  R. : Treatment  of  pneumonia 

with  sulfapyridine ; observations  on  toxic  reactions, 
Arch.  Int.  Med.,  65;  1144,  1940. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date  Place 

Second  Wednesday  of  every  month  Baton  Rouge 

Second  Tuesday  of  every  month  Bastrop 

Second  Monday  of  every  month  New  Orleans 

First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


TO  ALL  MEMBERS  OF  ORGANIZED 
MEDICINE  IN  LOUISIANA 

Recently  I have  been  honored  by  appointment 
as  State  Chairman  of  the  Committee  on  Medical 
Preparedness  to  meet  the  present  emergency.  From 
time  to  time  you  will  be  acquainted,  either  per- 
sonally or  through  the  columns  of  the  Journal,  of 
further  activities  in  connection  with  this  work. 
Very  shortly  a state  committee  will  be  appointed, 
the  function  of  which  will  be  to  conduct  meetings 
on  the  subject  of  medical  preparedness  with  the 
various  district  and  parish  medical  societies  or  in 
whatever  locality  deemed  advisable. 

Every  doctor  in  Louisiana  is  being  sent  a ques- 
tionnaire regarding  his  present  medical  status  and 
his  future  desires  in  relation  to  the  medical  work 
incident  to  the  emergency.  I beseech  you  to  respond 
promptly  by  filling  out  this  questionnaire  and 
returning  same  to  the  American  Medical  Associa- 
tion as  indicated.  I am  most  desirous  that  the 
medical  profession  of  this  state  respond  in  a truly 
patriotic  and  interested  manner  as  they  have  al- 
ways done  in  the  past.  Your  cooperation  is  needed 
to  make  this  movement  a success. 

C.  Grenes  Cole,  M.  D.,  President 
Louisiana  State  Medical  Society. 

0 

COMMITTEE  ON  CARE  OF  THE  INDIGENT 
PHYSICIAN 

The  Journal  has  received  a communication  from 
the  Chairman  of  the  Committee  on  Care  of  the 


Indigent  Physician,  enclosing  a letter  from  a 
prominent  New  Orleans  physician,  wherein  Dr. 
Weiss  makes  the  following  suggestion: 

“It  is  my  opinion  that  it  would  prove  bene- 
ficial to  the  fund  to  give  this  letter  space  in 
the  Journal.  This  being  the  first  contribution 
to  the  fund  for  the  care  of  the  indigent  phy- 
sician, as  a momento  to  the  deceased,  it  might 
suggest  similar  contributions  in  the  future.” 
The  letter  enclosed  in  the  communication  from 
Dr.  Weiss,  read  very  much  as  follows: 

“Dear  Dr.  Weiss: 

“Enclosed  please  find  a check  for  the  In- 
digent Physicians  Fund.  This  is  in  memory 
of  my  mother  who  passed  away  last  week  and 
is  given  as  partial  appreciation  for  the  serv- 
ices rendered  by  her  physician. 

“Yours  very  truly, 

“Dr . ” 

0 

BICENTENNIAL  CONFERENCE  OF  THE 
UNIVERSITY  OF  PENNSYLVANIA 
The  Bicentennial  Conference  of  the  University 
of  Pennsylvania  will  be  held  September  16-20 
in  Philadelphia.  This  conference  will  have  to 
do  with  a variety  of  intellectual,  professional  and 
religious  subjects.  For  the  medical  science, 
there  has  been  prepared  a series  of  outstanding 
presentations.  Symposia  will  be  held  on  nu- 
trition, hypertension,  cancer,  virus  research, 
intestinal  obstruction,  as  well  as  many  others. 
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The  symposia  will  be  participated  in  by  out- 
standing medical  scientists  and  clinicians  from 
all  over  the  United  States. 

0 

UNITED  STATES  PUBLIC  HEALTH  SERVICE 

Surgeon  Winfield  K.  Sharp,  Jr.,  has  been  re- 
lieved from  duty  at  New  Orleans  and  has  been 
ordered  to  Washington,  for  duty. 

Assistant  Surgeon  William  F.  Powell  has  been 
relieved  from  duty  at  New  Orleans  and  ordered 
to  Washington. 

Assistant  Surgeon  Arnold  B.  Kurlander  has 
been  relieved  from  duty  in  New  Orleans  and 
ordered  to  the  Marine  Hospital  in  Galveston. 

Assistant  Surgeon  William  J.  Brown  has  been 
relieved  from  duty  at  New  Orleans  and  ordered 
to  proceed  to  Medical  Center  for  Federal  Pris- 
oners, Springfield,  Missouri,  for  duty. 

Assistant  Surgeon  Robert  L.  Griffith  has  been 
ordered  from  New  Orleans  to  U.  S.  Marine 
Hospital,  Savannah,  Georgia,  for  duty. 

0 

MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 

The  Mississippi  Valley  Medical  Society  will 
meet  at  Hotel  Fort  Armstrong,  Rock  Island, 
Illinois,  September  25-27. 

The  winner  of  the  annual  essay  contest  is  Dr. 
John  F.  Casey,  of  Boston.  The  winner  last  year 
was  Dr.  Frederick  F.  Boyce,  of  New  Orleans. 

O 

AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

Written  examination  will  be  held  January  4, 
1941  in  various  cities  of  the  United  States  and 

Canada.  For  further  information  address  Dr. 

Paul  Titus.  1915  Highland  Building,  Pittsburgh, 
Pennsylvania. 

i 0 

WARNING 

Physicians  in  Alabama  and  Tennessee  have 
complained  that  a Mr.  C.  W.  Myers,  who  claims 
to  be  representing  F.  A.  Davis  Company  of  Phila- 
delphia, has  taken  orders  for  books,  collected  for 
them  at  the  time  and  failed  to  deliver  them. 

He  will  probably  attempt  to  continue  his  fraudu- 
lent operations  in  the  southern  states.  Any  in- 
formation should  be  referred  to  the  Better  Business 
Bureau  in  your  city  or  Philadelphia  or  to  F.  A. 
Davis  Company,  1914  Cherry  St.,  Philadelphia. 

O 

LOUISIANA  STATE  EMPLOYMENT  SERVICE 

Among  the  180,000  persons  who  have  registered 
with  the  New  Orleans  office  of  the  Louisiana  State 
Employment  Service  since  its  inception,  thousands 
of  professional  and  semi-professional  workers  are 
listed,  together  with  many  others  who  are  trained 
and  experienced  as  their  assistants.  This  applies 
to  the  medical  quite  as  well  as  to  the  legal,  archi- 
tectural, engineering  or  other  professions. 


In  the  process  of  employment  turnover  the  re- 
cently unemployed  are  constantly  being  called  to 
positions,  and  on  the  other  hand  many  recently 
employed  are  being  laid  off.  It  is  the  object  of  the 
governmental  employment  offices  throughout  the 
nation  to  minimize  such  turnover  by  referring 
thoroughly  satisfactory  employees  to  all  job- 
openings  in  every  instance,  so  that  (economic  fac- 
tors excepted)  there  will  be  no  occasion,  ordinarily, 
for  further  dismissals  or  reemployment. 

Specifically,  we  stand  ready  to  refer  to  the  mem- 
bers of  the  medical  profession,  whether  for  private 
office,  clinic,  or  hospital  service,  the  qualified  type 
of  employees  they  require;  receptionist,  office  as- 
sistants, laboratory  technicians,  registered  nurses, 
practical  nurses,  and  the  like. 

We  carefully  check  past  records  of  our  regis- 
trants, and  refer  to  you,  at  your  request,  only 
those  known  to  be  thoroughly  competent  and  quali- 
fied in  every  other  way. 

We  list  below  a few  of  our  desirable  applicants: 
WOMEN 

Medical  Stenographer:  Single,  aged  28.  7 years 
experience  in  secretarial  and  stenographic  work, 
including  3 years  with  dental  clinic  of  local  uni- 
versity. Intelligent.  Nice  personality.  Will  accept 
temporary  or  permanent  employment. 

Ask  for  applicant  4-1 

Boctor’s  Office  Assistant:  Trim,  neat  appearing 
young  woman  of  34.  8 months  recent  experience  as 
general  clerk  and  assistant  in  a physician’s  office. 
Some  experience  as  office  clerk  in  clinic  of  large 
local  hospital.  Has  personality  and  initiative. 

Ask  for  applicant  4-2 

Trained  Nurse:  Graduate  of  Charity  Hospital. 
4 years  institutional  experience  and  7 months  gen- 
eral private  duty.  Member  Louisiana  Nurses’  As- 
sociation. Petite  brunette  type.  Well  groomed, 
aged  26. 

Ask  for  applicant  4-3 

Practical  Nurse:  Settled  woman,  pleasant,  in- 
telligent. 1%  years  institutional  training.  Has 
handled  paralysis,  diabetes,  broken  hip,  nervous 
cases  in  aged  group;  also  obstetrical  work  and  in- 
fant care.  Gives  applications,  simple  massage; 
enemas;  and  keeps  physicians’  charts.  Take  double 
duty;  handle  any  type  case.  Excellent  references. 
Reasonable  wage. 

Ask  for  applicant  4-4 
MEN 

Physician:  Age  49.  For  past  5 years  examining 
physician  for  government  agency,  some  general 
practice.  For  11  years  specialized  in  diagnosis  and 
treatment  of  skin  diseases.  Several  years  experi- 
ence as  teacher  of  dermatology  at  medical  schools. 

Ask  for  applicant  4-5 

Medical  and  Surgical  Technician:  Age  22  years. 
4 years  experience  as  laboratory  assistant  while 
attending  school,  pre-med  work,  tissue  structure, 
3 years,  B.  S.  degree. 

Ask  for  applicant  4-6 
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Graduate  Nurse : Age  27.  Married.  Past  year 
acting  as  cancer  research  assistant  in  medical 
school.  4 years  experience  as  nurse  at  first  aid 
station  for  government.  IV2  years  as  undergradu- 
ate nurse  in  army  hospital. 

Ask  for  applicant  4-7 

Practical  Nurse'-  Man  of  37;  clean,  quiet, 
pleasant.  Speaks  English,  French.  Well  trained 
hospital  orderly.  Keeps  charts;  gives  enemas;  can 
catheterize.  Experienced  in  cases  of  paralysis, 
arthritis,  meningitis,  cancer,  typhoid,  tuberculosis, 
mental  disorder.  Adequate  private  home  experi- 
ence. Take  double  duty;  leave  city,  if  required. 
Reasonable  wage.  Excellent  references. 

Ask  for  applicant  4-8 
Louisiana  Department  of  Labor 
Louisiana  State  Employment  Service 
826  Perdido  Street,  MAg.  5041 


INFECTIOUS  DISEASES  IN  LOUISIANA 
For  the  week  ending  July  20,  according  to  the 
report  of  the  Bureau  of  Epidemiology  of  the 
Louisiana  State  Board  of  Health,  the  number  of 
hook  worm  cases  jumped  from  a yearly  average  of 
approximately  five  per  week  to  297  reported  cases. 
Evidently  there  has  been  some  type  of  survey  in 
this  state  to  determine  the  incidence  of  worm  in- 
festation. Other  diseases  reported  in  numbers 
greater  than  ten  include  135  cases  of  syphilis,  45 
of  pneumonia,  43  of  cancer,  31  of  pulmonary  tuber- 
culosis, 28  of  typhoid  fever,  27  of  gonorrhea,  23 
of  malaria.  During  this  week  there  was  apparent- 
ly an  epidemic  of  poliomyelitis  in  DeSoto  Parish 
where  seven  cases  were  reported.  The  typhoid 
fever  cases  were  scattered  throughout  the  state, 
no  parish  having  more  than  four  instances.  The 
next  week  syphilis  regained  its  usual  place  at  the 
head  of  the  list  with  367  case$,  followed  in  order 
by  39  cases  of  cancer,  37  of  pulmonary  tuberculosis 
and  of  typhoid  fever,  32  of  pneumonia,  26  of  gonor- 
rhea, 18  of  malaria  and  14  of  whooping  cough. 
During  this  week  there  were  five  additional  cases 
of  poliomyelitis  reported  from  DeSoto  Parish,  two 
from  Caddo  and  one  from  Orleans.  There  were 
also  listed  this  week  six  cases  of  typhus  fever.  The 
typhoid  fever  patients  were  disseminated  through- 
out the  state;  Franklin  Parish,  with  four  instances, 
was  the  only  pai’ish  with  more  than  three  cases. 
For  the  thirty-first  week  of  the  year,  ending 
August  3,  there  were  listed  in  figures  greater  than 
ten,  the  following  diseases:  206  cases  of  syphilis, 
20  of  cancer,  16  of  typhoid  fever,  15  of  measles, 
14  of  gonorrhea,  12  of  pulmonary  tuberculosis,  11 
of  poliomyelitis  and  10  of  pneumonia.  The  polio- 
myelitis cases  were  scattered  throughout  the  state, 
however  there  were  five  of  them  in  New  Orleans; 
Lafourche  Parish  was  the  only  other  parish  to 
have  more  than  one  case.  The  State  Board  of 
Health  called  attention  to  the  fact  that  there  were 
29  cases  reported  during  the  month  of  July,  a 
very  large  number,  and  that  physicians  are  re- 


quested to  report  all  suspected  cases  to  the  health 
authorities  immediately.  Isolation  of  cases  or  sus- 
pected cases  is  important.  For  the  thirty-second 
week  of  the  year,  which  ended  August  10,  the  fol- 
lowing were  the  diseases  most  frequently  reported: 
86  cases  of  syphilis,  35  of  pulmonary  tuberculosis, 
27  of  whooping  cough,  22  of  pneumonia,  20  of 
gonorrhea,  19  of  cancer,  16  of  malaria  and  14  of 
typhoid  fever.  The  typhoid  fever  cases  were  scat- 
tered throughout  the  state,  no  one  community  hav- 
ing a large  number,  however  this  week  of  the  five 
cases  of  poliomyelitis  reported,  four  originated  in 
Iberia  Parish.  For  the  last  week  for  which  we  have 
a report  and  which  terminated  August  17,  there 
were  listed  426  cases  of  syphilis,  38  of  malaria, 
36  of  typhoid  fever,  34  of  pulmonary  tuberculosis, 
25  of  cancer,  and  21  each  of  gonorrhea  and  pneu- 
monia. The  four  cases  of  poliomyelitis  reported 
this  week  originated  one  each  in  Caddo,  Claiborne, 
Grant  and  Webster  Parishes.  It  is  to  be  noted  that 
11  of  the  36  cases  of  typhoid  fever  came  from  East 
Carroll  Parish;  West  Carroll  and  Tensas  Parish 
each  had  four  cases.  There  were  also  reported  this 
week  four  cases  of  typhus  fever,  one  each  from 
Acadia,  Ascension,  Calcasieu  and  Lincoln  Parishes. 


HEALTH  OF  NEW  ORLEANS 

The  Department  of  Commerce,  Bureau  of  the 
Census,  reported  that  for  the  week  ending  July  13 
there  were  only  120  deaths  in  the  City  of  New 
Orleans,  76  of  which  occurred  in  the  white  popula- 
tion and  44  in  the  negro.  Eleven  of  these  deaths 
were  in  infants  under  one  year  of  age,  propor- 
tionately divided  in  practically  the  same  ratio  as 
the  total  number  of  deaths.  The  following  week, 
which  terminated  July  20,  saw  a fairly  sharp  in- 
crease in  the  number  of  deaths  largely  due  to  an 
increase  in  negro  deaths  to  69  as  contrasted  with: 
44  the  previous  week  The  number  of  white  in- 
dividuals who  died  this  week  was  only  four  greater 
than  the  previous  week.  This  increase  may  be  in 
part  explained  by  the  large  number  of  deaths  in 
infants,  under  one  year  of  age.  Of  these  deaths, 
twenty  in  number,  twelve  were  negro  children.  For 
the  week  ending  July  27  there  occurred  176  deaths 
in  the  city  of  New  Orleans,  divided  106  white  and 
70  negro;  20  of  these  deaths  being  in  childi’en 
under  one  year  of  age,  11  of  which  were  negro. 
There  was  a very  sharp  diminution  in  the  number 
of  deaths  for  the  week  ending  August  3,  there 
being  only  101  citizens  of  New  Orleans  expiring 
in  that  particular  week  as  contrasted  with  a three 
year  average  of  154.  Sixty  of  these  deaths  oc- 
curred in  white  individuals  and  41  in  negroes, 
with  12  infant  deaths.  There  was  some  increase 
in  the  week  ending  August  10  but  still  well  below 
the  three  year  average.  This  week  there  were  92 
white  and  42  negro  deaths,  making  a total  of  134. 
Seventeen  of  these  deaths  occurred  in  children 
under  one  year  of  age. 
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CORRESPONDENCE 

New  Orleans  Medical  and  Surgical  Journal 
1430  Tulane  Avenue 
New  Orleans,  Louisiana 
Gentlemen : 

Permit  me  to  correct  an  error  in  your  issue  of 
June,  1940,  page  728,  wherein  the  statement 
is  made  that  Mrs.  Oscar  Dowling  organized  the 
Woman’s  Auxiliary  of  our  State  Society.  The 
truth  of  the  matter  is  that  following  my  resolu- 
tion which  passed  the  House  of  Delegates  in 
1929,  the  Auxiliary  was  organized  by  Mrs.  Herold 
with  the  suppoi’t  of  Dr.  Gouaux,  President-elect 
and  me  as  Past  President.  Mrs.  Dowling,  who  was 
absent  from  the  meeting,  was  elected  the  first 
President  and,  with  the  assistance  of  the  late 
lamented  Dr.  Dowling,  we  prevailed  upon  her  to 
accept  the  position. 

This  correction  is  made  by  me  in  oi'der  to 
keep  the  records  straight,  as  I am  very  proud  of 
being  a “Godfather”  to  the  Woman’s  Auxiliary. 
Sincerely  yours, 

Arthur  A.  Herold,  M.  D. 

o 

New  Orleans  Medical  and  Surgical  Journal 
1430  Tulane  Ave. 

New  Orleans,  La. 

Dear  Sir : 

I have  had  an  experience  in  the  last  month  which 
I wish  to  tell  you  so  that  others  may  profit  by  my 
ill  fortune. 

Some  short  time  ago  a man  posing  as  a special 
agent  of  the  Mutual  Benefit  Health  and  Accident 
Insurance  Company  of  Omaha,  with  whom  I al- 
ready have  a policy,  called  at  my  office  and  pre- 
sented convincing  credentials  and  thereupon  sold 
me  a policy  covering  hospitalization  for  my  wife 
and  small  son.  He  took  a check  made  out  to  him 
as  “special  agent”  and  gave  me  a receipt  on  the 
company’s  official  form. 

When  I did  not  receive  the  policy  in  due  time 
I wrote  the  company  and  they  informed  me  that 
he  was  not  with  them  at  this  time  and  had  been 
guilty  and  charged  with  operating  similar  enter- 
prises in  other  communities  among  the  medical 
profession  who  already  had  policies  bona  fide,  with 
their  concern. 

So  much  for  that.  He  is  dark,  about  35-49, 
weight  about  200-225,  nearly  6 ft.  tall  and  called 
himself  “Amos  L.  Rogers”  in  my  presence.  He  ap- 
pears to  be  prosperous  and  well  kept  and  has  a 
good  many  insurances  of  which  he  claims  to  be 
special  agent.  He  is  operating  in  the  Gulf  Coast 
states  so  the  Mutual  says  and  I wish  this  to  be 
published  so  others  may  take  heed  of  this  man’s 
dishonesty. 

Thank  you. 

M.  L.  Levy,  M.  D., 

Jonesville,  La. 


WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

')  . 

Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 


PARISH  PRESIDENTS  ' 
Beauregard,  Mrs.  John  D.  Frazarj  DeRidder; 
Caddo,  Mrs.  C.  B.  Erickson,  Shreveport;  Calca- 
sieu, Mrs.  R.  P.  Howell,  Lake  Charles;  Iberville, 
Mrs.  MelVin  A.  Schudmak,  White  Castle;  Jeffer- 
son Davis,  Mrs.  John  G.  McClure,  Welsh;  Lafay- 
ette, Mrs.  L.  A.  Prejean,  Scott;  Lafourche,  Mrs. 
Leo  J.  Kerne,  Thibodaux;  Natchitoches,  Mrs.  Jo- 
seph Bath,  Natchitoches;  Orleans,  Mrs.  Ayndud 
F.  Hebert,  New  Orleans;  Ouachita,  Mrs.  A.  D. 
Tisdale,  Monroe;  Rapides,  Mrs.  L.  D.  Gremillion, 
Alexandria;  St.  Landry,  Mrs.  Edwin  L.  Landry, 
Opelousas;  St.  Mary,  Mrs.  T.  E.  DreheP,  Morgan 
City;  St.  Tammany,  Mrs.  Walter  Simmons,  Cov- 
ington; Tangipahoa,  Mrs.  Valmont  J.  Gautreaux, 
Hammond;  Terrebonne,  Mrs.  Saul  F.  Landry, 
Houma;  Vermilion,  Mrs.  Robert  J.  Young,  Abbe- 
ville; Washington,  Mrs.  W.  C.  Brown,  Franklin- 
ton;  Webster,  Mrs.  B.  L.  Cook,  Minden;  Second 
District,  Mrs.  J.  E.  Clayton,  NorCo. 

O 77 

EXHIBITS  AT  A.  M.  A.  MEETING 
The  exhibits  of  the  various  states  at  the  meet- 
ing of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  are  most  interesting  and  in- 
formative and  are,  to  those  not  cognizant  of 
the  effort  and  thought  put  into  them,  a distinct 
surprise.  Of  course,  the  aim  and  purpose  of  these 
exhibits  is  to  show  in  a pictorial  way  the  projects 
and  accomplishments  of  the  state  auxiliaries  and 
their  component  parts,  the  county  auxiliaries. 

To  the  officers,  they  afford  an  opportunity 
to  easily  review  the  work  of  each  state  that  they 
may  compare  the  activities  of  the  auxiliaries  in 
the  various  sections  of  the  country  and  thus  judge 
which  sections  need  the  most  help.  To  the  dele- 
gates and  state  presidents  it  gives  an  opportunity 
to  carry  away  with  them  a mpntal  picture  that 
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is  valuable  in  encouraging  some  state  auxiliaries 
to  improve  their  work  and  to  others  it  offers  new 
ideas  to  take  home  to  their  members.  There  is 
another  group  to  which  this  phase  of  our  work 
makes  an  appeal.  I refer  to  those  members  who 
are  unwilling  to  sit  and  listen  to  reports  read, 
but  are  thrilled  to  be  able  to  go  through  a scrap 
book,  study  a map  or  a poster  and  learn  in  a 
short  time  the  work  that  an  auxiliary  has  accom- 
plished. I hope  some  time  in  the  near  future  we 
shall  have  state  reports  filed  and  published  and 
the  exhibits  carefully  studied  and  appreciated  by 
those  attending  the  meeting.  This  will  then  give 
us  more  time  to  devote  to  new  business  and  dis- 
cussions of  how  to  improve  our  organization  and 
will  also  shorten  and  enliven  our  business  sessions. 
This  end  will  never  be  attained,  however,  until 
all  the  auxiliary  members  become  aware  of  the 
importance  of  the  exhibits  and  are  willing  to 
put  more  time,  more  thought,  more  effort  and 
more  money  into  them. 

Thirty-seven  states  out  of  thirty-eight  states 
having  auxiliaries  sent  exhibits  this  year,  which 
is,  I think,  the  best  response  we  have  ever  had 
to  the  urgent  appeal  of  our  National  Exhibits 
Chairman  that  every  state  be  represented.  A 
registration  book  is  kept  at  the  entrance  to  the 
room  housing  the  exhibits  and  each  person  en- 
tering is  requested  to  register.  I have  not  the 
figures  for  the  last  two  years,  but  in  San  Fran- 
cisco five  hundred  thirty-seven  signed  this  reg- 
ister and  I feel  certain  that  more  have  signed 
it  the  last  two  years. 

The  exhibit  room  has  also  become  more  or 
less  a social  center.  You  often  hear  the  remark: 
“Meet  me  in  the  exhibit  room,  for  then  if  you 
are  late  I shall  be  pleasantly  occupied.”  This 
year,  owing  to  the  fact  that  the  meeting  was 
held  in  New  York,  there  was  no  “tea”  in  the 
exhibit  room.  Nearly  every  year  during  the  past 
few  years  there  has  been  one  and  it  has  been  a 
most  delightful  affair;  listening  to  soft  music 
and  eating  light  refreshments  while  being  enter- 
tained and  fascinated  by  the  clever  and  arresting 
way  in  which  many  of  the  auxiliaries  have  pic- 
tured the  work  they  are  doing. 

The  three  most  popular  foiuns  followed  by  most 
of  the  auxiliaries  are  maps,  posters  and  scrap 
books,  but  of  course  there  are  other  ways  of 
showing  their  activities. 

New  York  this  year  had  a replica  of  the 


indigent  physician’s  home.  It  was  a colonial 
house,  completely  furnished  in  miniature  with  a 
fairy  on  the  chimney  top  and  it  was  placed  on 
a green  grass  base.  Helping  with  the  up-keep 
of  this  home,  its  furnishings  and  its  occupants 
is  one  of  the  major  projects  of  this  state. 

Texas  this  year  had  one  of  the  most  out-stand- 
ing and  unusual  exhibits.  It  consisted  of  a 
revolving  hexagon  of  wood  painted  to  show 
scenes.  Each  section  portrayed  one  of  the  fol- 
lowing' activities:  1.  Philanthropic.  2.  Health 

goodness,  giving  to  outstretched  hands.  3.  Health 
education.  4.  Social,  banquets  and  dance  activi- 
ties. 5.  Physical  examinations  to  adults  and 
children.  6.  Public  relations,  operating  room 
scene. 

The  scrap  books  are  in  many  instances  works 
of  art.  One  from  Washington  State  was  especi- 
ally lovely  and  was  done  entirely  by  a doctor’s 
wife.  The  covers  were  made  of  wood,  hand 
carved,  and  pictured  such  things  as  a doctor  in 
the  horse  and  buggy  days.  The  covers  were 
bound  in  raw  hide. 

The  maps  were  all  different,  each  bringing 
out  its  story  in  a definite  way.  Tennessee,  for 
example,  had  a folder  of  county  and  state  ac- 
tivities, cut  out  of  cardboard,  shaped  to  form 
the  state. 

I should  like  to  go  on  and  tell  you  about  each 
and  every  one  of  the  thirty-seven  exhibits  for, 
as  you  have  learned  from  the  above,  I am 
enthusiastic  about  them,  but  I know  this  article 
is  already  too  long.  I shall  just  touch  on  the 
exhibit  of  our  own  state.  It  consisted  of  one 
large  poster,  displaying  a doctor’s  prescription 
blank  and  a small  doctor’s  bag  completely  out- 
fitted and  seven  small  posters,  each  showing  an 
auxiliary  activity.  With  these  there  were  also 
seven  samples  of  products  native  to  our  state. 
This  exhibit  was  admired  by  many. 

I believe  that  this  phase  of  our  auxiliary  work 
is  in  its  infancy,  but  I do  feel  that  its  potentialities 
are  tremendous.  It  has  been  difficult  to  write 
about  what  one  really  must  see  to  appreciate, 
but  I do  hope  I have  helped  you  to  visualize,  in 
a small  way,  at  least  the  beauty  and  ingenuity 
that  our  national  auxiliary  exhibits  display. 

Signed:  Mrs.  Arthur  A.  Herold 

Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 
Chairman,  Press  and  Publicity 
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Clinical  Roentgenology  of  the  Alimentary  Tract: 
By  Jacob  Buckstein,  M.  D.  Philadelphia,  W.  B. 
Saunders  Company,  1940.  Pp.  652;  525  illus. 
Price  $10.00. 

The  author  of  this  volume  has  had  twenty  years 
experience  in  roentgenology  of  the  alimentary 


tract  at  Bellevue  Hospital  in  New  York.  During 
this  time  excellent  opportunities  existed  for  com- 
paring the  roentgen  findings  with  those  in  the 
operating  theater  and  in  the  autopsy  room.  The 
book  is  fairly  complete  and  an  effort  has  been 
made  throughout  to  correlate  etiology  and  path- 
ology with  the  characteristic  roentgen  findings. 
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The  variations  in  the  roentgen  appearances  of 
the  normal  organs  of  the  gastrointestinal  tract 
are  considered.  Of  value  is  the  author’s  con- 
sideration of  differential  diagnosis  relative  to  each 
clinical  condition.  Italics  are  employed  to  stress 
the  points  of  importance  throughout  the  book. 
Brief  reports  and  reproductions  of  roentgenograms 
of  illustrative  cases  are  included. 

This  work  consists  of  58  chapters  which  are 
divided  into  eight  main  sections  which  consider 
the  following:  esophagus;  stomach;  duodenum; 

small  intestine;  large  intestine;  herniation  and 
eventration  of  the  diaphragm;  gall  bladder  and 
bile  ducts;  spleen,  liver  and  pancreas. 

This  volume  is  the  latest  contribution  to  gastro- 
enterology and  roentgenology  and  any  physician 
interested  in  the  study  of  the  alimentary  tract 
should  find  it  very  helpful.  The  illustrations  are 
excellent  and  the  text  is  well  written.  The  bibli- 
ography is  indexed  and  fairly  complete. 

J.  N.  Ane,  M.  D. 


Diseases  of  the  Gall  Bladder  and  Bile  Ducts-'  By 

Waltman  Walters,  B.  S.,  M.  D.,  M.  S.  in 

Surgery,  Sc.  D.,  F.  A.  S.  C.,  and  Albert  M. 

Snell,  B.  S.,  M.  D.,  M.  S.  in  Medicine,  F.  A.  C.  P. 

London,  W.  B.  Saunders  and  Co.,  1940.  Pp.  645. 

Price  $10.00. 

It  is  seldom  that  one  has  the  privilege  of  re- 
viewing a volume  which  has  so  much  to  recommend 
it.  The  statements  contained  in  this  volume  are 
based  on  experience  and  on  experimental  investiga- 
tion. It  may  be  accepted  as  authoritative  as  it 
represents  the  cooperative  efforts  of  surgeons  and 
medical  clinicians,  as  well  as  laboratory  workers. 
It  may  be  considered  as  one  of  the  best  reference 
books  on  the  subject  published.  Clinicians  will 
find  it  a splendid  ready  reference  volume. 

The  foreword  is  by  the  late  Dr.  Will  Mayo.  In 
a few  pages  Dr.  Mayo  summarizes  the  develop- 
ment of  the  present  knowledge  of  gall  bladder 
disease,  and  in  his  own  characteristic  way  states: 
“Many  interesting  problems  remain  to  be  solved, 
and  the  joy  of  medicine  is  in  tomorrow’s  answer.” 

The  authors  state  in  their  preface:  “We  have 
attempted  to  confine  our  discussion  so  far  as  pos- 
sible to  such  matters  as  are  capable  of  direct  prac- 
tical application.  We  have  had  in  mind  the 
primary  reason  for  coordinative  and  surgical  prac- 
tice which  is  to  make  available  all  present  knowl- 
edge of  whatever  type,  to  the  individual  physician.” 

In  the  chapter  on  anatomy,  reference  is  made  to 
the  anatomic  variations  of  the  ducts  and  the 
vascular  supply  to  the  biliary  system.  The  authors 
refer  those  interested  in  this  subject  to  the  work 
of  Flint,  Eisendrath,  and  others.  For  the  sake  of 
brevity  they  have  omitted  details. 

The  chapters  on  the  formation  of  stone,  diag- 
nostic methods,  and  the  value  of  duodenal  drain- 


age are  particularly  interesting  and  are  worthy 
of  cax-eful  study. 

The  chapter  by  Kirklin  on  cholecystography  is 
clear,  concise,  and  instructive.  This  chapter  is 
made  particularly  valuable  because  the  details  of 
procedure  and  the  significance  of  the  findings  fol- 
lowing properly  done  cholecystography  are  clearly 
stated. 

A great  deal  of  attention  is  devoted  to  condi- 
tions associated  with  jaundice,  and  problems  aris- 
ing as  a result  of  jaundice.  The  clinical  labora- 
tory phenomena  which  are  of  diagnostic  and  prog- 
nostic value  are  explained. 

The  chapters  on  medical  and  surgical  treatment 
of  gallbladder  disease  are  of  special  interest  as 
they  emphasize  the  need  for  cooperative  manage- 
ment of  problems  involved.  There  are  excellent 
chapters  on  vitamin  therapy,  preoperative  and 
postoperative  management,  symptoms  and  compli- 
cations of  gallbladder  disease.  There  is  a chapter 
on  technic  in  the  operating  room  written  by  Sister 
Mary  Williams  of  St.  Mary’s  Hospital;  this  chap- 
ter should  prove  of  interest  to  all  operating  room 
supervisors. 

This  volume  will  remain  a classic  of  present  day 
knowledge  and  management  of  gallbladder  disease. 

Isidore  Cohn,  M.  D. 


The  Management  of  Obstetric  Difficulties:  By 

Paul  Titus,  M.  D.  St.  Louis,  C.  V.  MoSby  Co., 
1940.  Pp.  968. 

The  widespread  acceptance  of  the  first  edition 
necessitated  a new  volume  into  which  has  been 
added  new  descriptive  material  on  x-ray  technic, 
anemia  of  pregnancy,  and  the  use  of  sulfanilamide 
in  puerperal  sepsis  and  urinary  tract  infections. 
The  original  part  of  the  book  with  its  clear  cut 
description  and  treatment  of  the  various  abnorm- 
alities of  obstetrics  is  retained  and  serves  as  an 
excellent  reference. 

Particularly  noteworthy  and  of  extreme  value 
is  the  author’s  description  of  religious  and  social 
problems  which  so  frequently  attend  obstetric  dif- 
ficulties, and  suggestions  as  to  the  correct  form  of 
dealing  with  these  problems. 

Harry  Meyer,  M.  D. 


Surgical  Diagnosis : By  Stephen  Power,  M.  S. 

(Lond.),  F.  R.  C.  S.  (Eng.).  Baltimore,  Williams 

& Wilkins  Company,  1939.  Pp.  228.  Price  12s. 

6d. 

This  author  divides  the  considerations  of  surgi- 
cal diagnostic  problems  according  to  anatomic 
regions.  This  book  is  brief,  even  short,  for  such 
an  objective  and  in  this  brevity  lies  one  of  its 
main  faults.  Without  much  hesitation  it  might 
be  regarded  as  cursory  and  incomplete.  There  are 
few  illustrations  (51).  The  style,  like  most  Eng- 
lish texts,  makes  reading  easy,  but  this  scarcely 
replaces  the  lack  of  detail  and  definiteness.  The 
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highlights  and  general  principles  of  a subject  are 
covered,  but  the  book  is  inadequate  for  a student 
text  or  reference. 

Howard  Mahorner,  M.  D. 


The  Newer  Nutrition  in  Pediatric  Practice'-  By  I. 

Newton  Kugelmass,  B.  S.,  M.  A.,  M.  D.,  Ph.  D., 

Sc.  D.  Philadelphia,  J.  B.  Lippincott  Co.,  1940. 

Pp.  1155.  Price  $10.00. 

This  is  a detailed  reference  book  on  nutrition. 
It  is  divided  into  three  sections,  namely:  nutri- 
tional physiology,  nutrition  in  health,  and  nutri- 
tion in  disease.  The  author  goes  into  great  detail 
in  all  his  sections  and  has  incorporated  all  of  the 
latest  and  new  ideas  of  diet  in  both . health  and 
disease  in  the  entire  field  of  : clinical  pediatrics. 
He  has  laid  stress  on  the  place  of  vitamins  in  all 
the  diseases,  their  need  and  the  dosage. 

The  reviewer  thinks  this  book  would  be  of  value 
to  the  general  practitioner  - or  to  the  pediatrician 
who  is  not  in  a position  to  attend  symposia  on  the 
newer  ideas  of  diet.  r 

Suzan'ne  Schaefer,  M.  D. 


Frontier  Doctor:  By  Urling  C.  Coe,  M.  D.  New 

York,  Macmillan  Company,  1939.  Pp.  264. 

Price  $2.50. 

This  is  a fascinating  presentation  of  the  experi- 
ences of  a doctor  when  there  was  truly  a frontier. 
Liying  120  miles  frorp  the  nearest  railroad,  his 
clientele^  extended  as  far  as  85  miles  from  his  fiome 
town  so  that  it  was  nothing  unusual  for  him  to 
makp.a  trip  in  one  direction  of  40  miles  by  horse 
and  buggy,  to  return  home  and  go  30  miles  in  the 
opposite.  The  book  will  interest  the  doctor;  un- 
doubtedly it  will  be  of  great  interest  to  any  lay- 
man who  is  interested  in  the  experiences  of  a real 
man  who  was  a physician.  Other  comments  about 
this  book  have  been  made  in  the  editorial  section 

of  the  journal.  , , ^ 

J.  H.  Musser,  M.  D. 


Health  at  Fifty:  Edited  by  William  H.  Robey. 

Cambridge,  Mass.,  Harvard  University  Press, 

1939.  Pp.  299.  Price  $3.00. 

A compilation  of  lectures  given  by  members  of' 
the  Faculty  of  the  Medical  School  of  Harvard  to 
Sunday  afternoon  audiences,  condensed  in  book 
form,  is  certainly  well  worth  any  patient’s  time, 
even  if  he  or  she  has  not  reached  the  sixth  decade. 
The  subjects  treated  in  this  book  are  those  which 
apparently  have  the  greatest  appeal  to  the  general 
public. 

The  presentation  of  material  is  clear  and  in  a 
fashion  the  majority  of  the  laity  can  grasp  with- 
out too  much  pensive  thought.  All  of  the  advice 
and  recommendations  given  are  thorough  and  com- 
plete yet  presented  in  such  a manner  that  the 
reader  would  certainly  not  become  organ  or  health 
conscious.  Clarification  of  medical  terminology 
is  one  of  tfie  oustanding  features  of.j  the  book. 

psCAg  Bp'j'Z,  M,  D. 


The  Essentials  of  Applied  Medical  Laboratory 
Technic:  By  J.  M.  Feder,  M.  D.  Charlotte,  N.  C., 
Charlotte  Medical  Press,  1940.  Pp.  234.  Price 
$5.00. 

Dr.  Feder,  as  he  says  in  his  preface,  has  pre- 
pared this  book  to  aid  the  physician,  small  hospital 
and  small  clinic  in  maintaining  at  minimum  cost, 
an  efficient  laboratory  unit.  With  this  end  in 
view  he  gives  standard  methods  for  many  pro- 
cedures in  laboratory  work.  They  are  stated  in 
detail  and  are  accompanied  by  many  sketches  and 
photographs.  Emphasis  is  placed  on  economy  and 
simplicity.  In  many  instances  the  commercial 
brands  most  advisable  are  mentioned.  The  book 
could  be  used  without  confusion  by  a technician 
with  minimum  training.  It  does  not  include  tech- 
nics for  determining  sulfanilamide  and  sulfa- 
pyridine  blood  levels,  without  which  no  hospital 
laboratory  today  is  complete,  and  there  are  various 
typographic  errors — some  of  which  are  serious. 

On  the  whole,  Dr.  Feder  has  made  good  use  of 
his  long  experience  in  laboratory  work  in  a small 
general  hospital. 

Elizabeth  E.  Munger,  A.  B. 
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FUNCTIONAL  UTERINE  BLEEDING* 

WENDELL  LONG,  M.  D. 

Oklahoma  City,  Okla. 

A comprehensive  discussion  of  the  num- 
erous causes  of  uterine  bleeding  is  beyond 
the  scope  of  this  presentation  which  will 
deal  only  with  so-called  functional  uterine 
bleeding,  placing  particular  emphasis  upon 
the  acquired  menstrual  irregularities. 

However,  it  must  be  clearly  understood 
that  careful  examination,  frequently  in- 
cluding diagnostic  curettage,  must  be  com- 
pleted before  an  individual  patient  with  ab- 
normal uterine  bleeding  is  placed  in  this 
category.  Particular  caution  should  be  ob- 
served in  regard  to  malignancy,  recent 
pregnancies  and  submucous  fibroid  tumors. 

In  the  presence  of  such  a normal  pelvic 
examination  and  abnormal  uterine  bleed- 
ing, one  must  consider  the  bleeding  as  a 
symptom  of  changes  in  the  uterus,  fre- 
quently hyperplastic  endometrium,  secon- 
dary to  improper  function  of  the  ovary, 
ordinarily  associated  with  faulty  ovulation 
and  relative  insufficiency  in  the  amount  of 
progestin  secretion. 

These  disturbances  in  ovarian  secretion 
may  be  the  result  of  inadequate  function 
limited  to  the  ovary  and  properly  termed 
intrinsic  factors  affecting  ovarian  function. 
However,  it  is  well  established  that  ovarian 
function  is  subject  to  physiologic  influences 
extrinsic  to  the  ovary.  It  is  directly  de- 
pendent on  the  anterior  pituitary  gland  for 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


proper  function  and  any  abnormality  in 
the  physiologic  activity  of  this  gland  im- 
mediately produces  improper  function  in 
the  otherwise  normal  ovary  with  conse- 
quent abnormal  uterine  bleeding.  While 
the  relationship  has  not  been  proved  to  be 
so  direct,  abnormal  function  of  the  other 
glands,  particularly  thyroid  and  adrenal, 
has  a pronounced  effect  on  the  ovary  with 
similar  result. 

In  addition,  it  is  a clinically  substantiated 
fact  that  ovarian  dysfunction,  with  conse- 
quent abnormal  uterine  bleeding,  is  pro- 
duced by  general  diseases  such  as  upper 
respiratory  tract  infections,  anemia  and 
diabetes,  by  emotional  strain  and  disturb- 
ances, by  abnormal  fat  metabolism  and 
even  by  climatic  changes.  Such  abnormal- 
ities in  the  function  of  the  anterior  pitui- 
tary and  other  endocrine  glands  as  well  as 
general  disease,  emotional  disturbances, 
and  abnormal  fat  metabolism  may  properly 
be  termed  extrinsic  factors  affecting  ovar- 
ian function.  In  the  average  patient  with 
functional  uterine  bleeding,  the  symptom 
is  usually  not  dependent  upon  a single  fac- 
tor but  rather  upon  a combination  of  in- 
trinsic and  extrinsic  ovarian  abnormalities. 

A concept  which  greatly  assists  in  the 
understanding  of  multiple  factors  rather 
than  a single  factor  in  an  individual  pa- 
tient with  functional  uterine  bleeding  lies 
in  the  fact  that  there  is  a fundamental 
variation  in  the  functional  stability  of  ovar- 
ies. On  the  one  extreme  there  are  ovaries 
which  are  so  functionally  stable  that  men- 
struation remains  normal  and  uneventful 
pregnancies  occur  despite  serious  general 
disease  and  terrific  emotional  strain.  At 


170 


Long — Uterine  Bleeding 


the  other  extreme  there  are  ovaries  so  func- 
tionally unstable  that  the  slightest  disturb- 
ances in  general  health  or  emotional  life 
will  precipitate  menstrual  irregularities 
and  sterility.  Between  these  two  extremes 
there  are  all  variations  in  functional  sta- 
bility of  ovaries.  A proper  recognition  of 
this  circumstance  in  the  clinical  care  of  pa- 
tients with  functional  uterine  bleeding  im- 
mediately suggests  the  importance  of  ade- 
quate investigation  and  attention  to  gen- 
eral health  and  habits  as  well  as  the  ju- 
dicious selection  and  application  of  the  in- 
dicated glandular  therapy. 

In  initial  or  primary  menstrual  irregu- 
larities occurring  in  puberty  near  the  men- 
arche  and  those  near  the  menopause,  the 
intrinsic  ovarian  instability  with  faulty 
ovulation  and  inadequate  corpus  luteal  for- 
mation is  ordinarily  the  most  important 
factor.  However,  even  in  these  circum- 
stances, frequently  extrinsic  influences 
have  a material  bearing  upon  the  lack  of 
proper  ovarian  activity  and  their  correction 
is  a necessary  part  of  the  care  of  these 
patients.  In  acquired  functional  uterine 
bleeding,  except  at  the  menopause,  the  ex- 
trinsic factors  assume  first  importance  and 
are  usually  the  responsible  primary  cause 
of  the  remote  uterine  bleeding.  Their  cor- 
rection is  an  essential  feature  of  proper 
care. 

BASIC  PRINCIPLES  OF  HORMONE  THERAPY 

In  the  last  ten  years,  our  knowledge  of 
ovarian  physiology  has  increased  tremen- 
dously and  with  it  has  come  a number  of 
potent,  reliable  hormone  preparations  for 
sale  to  the  medical  profession  and  frequent- 
ly, I fear,  to  the  public.  This  knowledge 
and  these  products  have  made  the  care  of 
functional  uterine  bleeding  far  more  defi- 
nite, yet  their  satisfactory  use  demands 
more  exact  and  thorough  investigation  of 
each  patient  than  in  the  days  of  more  or 
less  impotent  harmless  hormone  prepara- 
tions. 

It  is,  of  course,  axiomatic  that  the  use, 
in  quantities,  of  any  glandular  extract  re- 
duces the  function  of  the  gland  for  which 
it  is  used  in  substitution.  It  is  also  true 
that  ovarian  hormone  deficiency  may  be 


overcome  by  proper  substitution  therapy 
with  correction  of  the  uterine  bleeding  and 
a primary  distant  cause  such  as  hypothy- 
roidism thereby  unrecognized.  The  symp- 
toms, naturally,  recur  unless  the  primary 
cause  is  removed.  It  is  equally  important 
that  the  functional  uterine  bleeding  will 
not  be  reduced  unless  the  proper  hormone 
is  employed  and  it  may  be  increased  by 
improper  choice  and  administration.  De- 
spite these  facts,  it  is  an  unfortunate  ex- 
perience to  see  many  patients  who  have 
had  potent  endocrine  products  employed 
hypodermically,  some  for  very  long  periods 
of  time,  without  general  examination  be- 
forehand and  frequently  without  even  pel- 
vic examination.  The  drug  ordinarily  em- 
ployed in  these  circumstances  is  one  of  the 
estrogenic  products,  probably  because  it  is 
the  most  widely  known  ovarian  extract, 
and,  fortunately,  it  is  usually  so  poorly 
chosen  that  it  is  not  effective  and  the  pa- 
tient seeks  advice  elsewhere. 

With  extrinsic  factors  playing  a role, 
frequently  major  in  character,  in  practi- 
cally all  functional  uterine  bleeding,  a min- 
imum investigation  is  general  physical  ex- 
amination after  careful  history.  For  a 
number  of  years  we  have  added,  to  our 
great  satisfaction,  basal  metabolic  rate, 
blood  count,  and  urine  examinations,  with 
x-ray  of  the  sella  turcica  and  examination 
of  the  endometrium  either  by  punch  biopsy 
or  diagnostic  curettage  in  indicated  situa- 
tions. With  adequate  general  investigation 
of  each  patient,  the  use  of  the  indicated 
potent  hormone  preparations  now  available 
can  be  of  tremendous  advantage,  as  a part 
of  her  treatment. 

GLANDULAR  EXTRACTS 

A working  classification  of  glandular  ex- 
tracts used  in  functional  uterine  bleeding 
follows : 

A.  General  Glandular  Extracts:  (1)  Des- 
iccated thyroid  extract  is  of  principal  im- 
portance and  has  been  aptly  termed  the 
sheet  anchor  of  glandular  therapy.  It 
should  be  given  only  after  careful  examina- 
tion, including  basal  metabolic  rate,  and 
each  patient  taking  thyroid  extract  should 
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be  conscientiously  followed ; (2)  pituitary; 
(3)  adrenal. 

B.  Extracts  for  Ovarian  Substitution : 
(1)  Progestin  (corpus  luteal)  is  probably 
the  most  valuable  in  temporary  ovarian 
failure  to  produce  satisfactory  secretory 
endometrium  premenstrually.  It  is  best 
employed  by  intramuscular  injections  in  the 
last  half  of  the  menstrual  cycle  in  dosages 
of  one  to  two  milligrams  two  to  three  times 
weekly  with  reduction  of  amount  and  fre- 
quency of  dosage  to  an  effective  minimum 
given  near  the  mid-menstrum ; (2)  estrin 
(follicle)  which  usually  increases  function- 
al uterine  bleeding  except  in  such  huge 
dosages  that  the  anterior  pituitary  is  in- 
hibited and  there  is  a consequent  disuse 
atrophy  of  the  ovary. 

C.  Glandular  Extracts  for  Stimulating 
Ovaries : (1)  Pregnancy  urine  extracts  or 
anterior  pituitary-like  hormones.  In  my 
hands  their  use  has  been  particularly  ir- 
rational and  ineffective.  They  have  fre- 
quently produced  subsequent  bleeding  of 
greater  degree.  (2)  Placental  extracts  as 
devised  by  Collip  which  are  occasionally  of 
some  advantage  where  there  is  reduction 
in  all  phases  of  ovarian  sufficiency;  (3)  an- 
terior pituitary  gonadotropic  extracts  are 
theoretically  most  effective  in  producing 
ovulation  with  resultant  improved  corpus 
luteal  formation.  These  extracts  are,  as 
yet,  not  well  standardized.  Their  use  should 
be  limited  to  the  early  part  of  the  cycle. 
Sevringhaus  reports  considerable  assistance 
in  the  treatment  of  metamenorrhagia.  Our 
rather  sketchy  experience  in  this  direction 
has  been  disappointing.  (4)  Pregnant 
mare’s  serum  is  also  supposed  to  aid  in  the 
treatment  of  functional  uterine  bleeding  by 
use  in  the  early  part  of  the  cycle  with  pro- 
duction of  better  ovulation  and  consequent 
improved  corpus  luteal  formation. 

D.  Male  sex  hormone,  testosterone,  has 
been  effective  in  treatment  of  functional 
uterine  bleeding  with  small  dosages  of  10 
to  25  milligrams  intramuscularly  twice 
weekly.  However,  there  are  reports  of 
slight  masculinizing  symptoms  even  with 
these  small  dosages  and  many  women  have 
an  aversion  to  its  use.  It  appears,  accord- 


ing to  Abarbanel,  to  aid  in  uterine  bleed- 
ing by  direct  action  on  the  musculature  of 
the  uterus  with  a blanching  and  constrict- 
ing effect. 

These  preparations,  properly  employed, 
together  with  general  medical  measures, 
can  be  of  great  assistance.  In  discussion 
of  uterine  bleeding  ergot  in  proper  dosage, 
snake  venom,  and  recently  vitamin  K must 
be  mentioned. 

ACQUIRED  FUNCTIONAL  BLEEDING 

Up  to  this  time  I have  spoken  principally 
of  the  initial  or  primary  functional  uterine 
bleeding  occurring  near  the  menarche  and 
that  occurring  near  the  menopause.  There 
is  another  rather  large  and  interesting 
group  of  patients  whose  chief  complaint  is 
acquired  functional  bleeding.  This  implies 
abnormality  in  menstruation  with  a normal 
pelvic  examination  in  a woman  who  has, 
prior  to  her  present  illness,  had  entirely 
normal  menstrual  activity.  In  these  pa- 
tients it  must  be  remembered  that  the 
bleeding  is  ordinarily  not  a symptom  pri- 
marily of  pelvic  or  ovarian  disease  but  of 
extrapelvic  pathology  which  so  affects  the 
ovarian  function  that  the  ultimate  bleeding 
is  an  indirect  symptom  of  the  primary  dis- 
tant pathologic  change. 

It  is  particularly  important  in  these  pa- 
tients that  the  extrinsic  factors  be  recog- 
nized because  the  abnormal  bleeding  is  or- 
dinarily not  upon  the  basis  of  any  intrinsic 
failure  of  the  ovary.  Fortunately,  many  of 
the  extrinsic  factors,  such  as  upper  respira- 
tory tract  infection,  have  a very  short  du- 
ration and  the  primary  pathology  is  cor- 
rected in  spite  of  any  ill-advised  ovarian 
extract  therapy. 

The  first  question  that  should,  naturally, 
be  asked  a patient  with  acquired  functional 
uterine  bleeding  is,  “What  happened  about 
the  time  that  your  menstrual  irregularity 
started?”  The  answer  is  amazing  in  that 
there  is  usually  some  definite  physical  or 
emotional  disturbance  which  occurred  at 
that  time. 

ILLUSTRATIVE  CASES 

The  following  brief  case  histories  assist 
in  substantiating  these  concepts  in  the 
treatment  of  functional  uterine  bleeding: 
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CASE  No.  1 

This  woman,  aged  27,  married  eight  years, 
was  referred  by  her  physician  in  early  September, 
1939,  after  an  objectively  normal  general  examina- 
tion. Her  chief  complaints  were  severe  dysmenor- 
rhea, menstrual  backache  and  leg  ache,  and  pro- 
fuse menstrual  periods  lasting  nine  to  11  days. 
These  symptoms  had  been  present  since  menarche. 
Pelvic  examination,  blood  count  and  urine  examina- 
tion were  normal.  It  was  inconvenient  for  her  to 
return  for  basal  metabolism  when  first  examined. 

Starting  shortly  before  the  mid-menstrum,  she 
was  given  nine  intramuscular  1-milligram  injec- 
tions of  progestin  before  her  next  menstruation. 
She  menstruated  for  seven  days,  less  in  amount, 
had  only  slight  dysmenorrhea  and  no  backache  or 
leg  ache.  She  then  had  basal  metabolic  rate  de- 
termined and  it  was  minus  15.  She  was  started 
upon  desiccated  thyroid  extract  which  she  has 
taken  since  with  an  average  daily  dosage  now  of 
one  to  IY2  grains.  She  had  a reduced  number  of 
injections  of  progestin  before  her  next  menstrua- 
tion, but  prior  to  the  last  four  menstrual  periods 
she  has  had  no  progestin,  yet  the  duration  has 
remained  seven  days,  with  smaller  amounts.  There 
has  likewise  been  no  dysmenorrhea,  backache,  or 
leg  ache.  The  last  of  three  metabolic  rate  deter- 
minations was  zero  and  we  feel  that  hers  is  an 
instance  of  initial  functional  uterine  bleeding  pri- 
marily upon  the  basis  of  an  extrinsic  factor,  hypo- 
thyroidism, despite  temporary  relief  from  pro- 
gestin. 

CASE  No.  2 

This  patient  was  a single  woman  of  27  who  had 
normal  menstruation  with  no  pain  until  five  years 
before  she  consulted  me  in  early  November,  1939. 
At  that  time,  she  had  had  aching  pain  in  the  right 
lower  abdominal  quadrant  for  five  years,  worse  in 
the  past  two  years,  and  there  had  been  an  asso- 
ciated bloody  vaginal  discharge  for  the  past  two 
years. 

Six  months  prior  to  the  onset  of  these  acquired 
symptoms,  five  and  a half  years  before  my  first 
examination,  she  was  underweight,  had  gastro- 
intestinal symptoms,  and  appendectomy  was  done 
for  recurrent  acute  appendicitis.  General  physical 
examination  was  objectively  normal.  Pelvic  ex- 
amination was  normal  except  for  a retroversion 
of  the  uterus.  Basal  metabolic  rate  was  minus  2. 
Blood  count  and  urine  examination  were  normal. 

She  was  given  seven  1-milligram  injections  of 
progestin  starting  shortly  before  what  was  thought 
to  be  mid-menstrum.  Her  pain  in  the  right  lower 
abdomen  ceased  and  has  not  returned.  Her  next 
menstruation  lasted  10  days  and  was  rather  pro- 
fuse. In  spite  of  basal  metabolic  rate  of  minus  2, 
desiccated  thyroid  extract  was  started  and  she  has 
been  taking  one  grain  daily  since,  with  no  ill 
effects.  Three  injections  of  progestin  were  given 
near  the  mid-menstrum  before  the  next  two  men- 


struations. The  next  menstruation  was  of  nine 
days’  duration.  However,  the  last  three  menstrua- 
tions have  been  of  seven  days’  duration,  there  has 
been  no  intermenstrual  vaginal  blood  and  no  pain. 
She  has  had  no  progestin  before  the  last  two  men- 
struations. We  anticipate  no  additional  symptoms 
and  even  the  possible  discontinuance  of  thyroid 
medication. 

I believe  this  to  be  an  instance  of  ac- 
quired functional  uterine  bleeding  depend- 
ent primarily  upon  mild  hypothyroidism, 
but  precipitated  by  her  recurrent  acute  ap- 
pendicitis six  months  before  symptoms  ap- 
peared. 

CASE  No.  3 

This  patient  was  a girl  of  14,  who  had  men- 
struated normally  for  three  and  a half  years. 
However,  for  six  months  there  had  been  irregular 
prolonged  menstrual  periods,  one  lasting  three 
weeks.  For  a year  and  a half  there  had  been  ac- 
quired dysmenorrhea,  menstrual  backache  and 
acne.  Shortly  before  these  symptoms  had  their 
onset,  she  had  changed  her  school  and  had  under- 
taken more  strenuous  school  work.  General  and 
pelvic  examinations  were  objectively  normal.  Basal 
metabolic  rate  was  minus  20.  Blood  count  was 
normal  except  for  8 per  cent  eosinophils.  Urine 
examination  was  normal.  Desiccated  thyroid  ex- 
tract has  been  effective  in  controlling  all  of  these 
acquired  symptoms. 

CASE  No.  4 

This  patient  was  a woman  of  40,  married  18 
years,  who  was  referred  in  early  February,  1939, 
by  her  physician,  because  of  profuse  menstruations 
lasting  from  16  to  23  days  each  during  the  six 
months  before  she  consulted  me. 

Her  general  physical  examination  was  objective- 
ly normal  except  for  scars  from  cesarean  section 
eight  years  before  and  appendectomy  five  years 
before.  Pelvic  examination  was  normal  except  for 
increase  in  the  size  of  the  uterus  to  twice  normal 
and  slight  enlargement  of  both  ovaries.  Basal 
metabolic  rate  was  plus  one.  Blood  count  showed 
red  blood  cells  4,070,000,  hemoglobin  85  per  cent, 
and  white  blood  cells  6,950  with  a normal  differ- 
ential. Urine  examination  was  normal. 

Diagnostic  curettage  produced  a large  amount 
of  thick  endometrial  tissue.  Microscopically  there 
was  interstitial  and  glandular  endometrial  hyper- 
plasia but  no  secretory  endometrium.  There  whs 
no  evidence  of  malignancy,  and,  on  curettage,  no 
submucous  fibroid  tumor  could  be  felt.  No  treat- 
ment was  given  and  the  next  menstruation  was 
two  weeks  in  duration  but  the  second  one  after 
curettage  lasted  five  weeks  and  was  profuse.  Five 
to  seven  1-milligram  injections  of  progestin  were 
given  before  the  next  three  menstruations  starting 
at  what  was  thought  to  be  mid-menstrum.  These 
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menstruations  were  all  of  four  day  duration  and 
normal  in  amount.  The  number  of  injections  of 
progestin  premenstrually  was  reduced  to  three  or 
four  but  given  each  menstrual  cycle  up  until  about 
three  months  ago.  The  menstruations  have  been 
normal,  and  of  four  to  five  day  duration  with  the 
exception  that  she  “missed”  one  menstruation  in 
the  summer  of  1939. 

She  has  now  had  no  treatment  of  any  kind  be- 
fore the  last  three  menstruations  which  have  been 
reasonably  regular  and  four  to  five  days  in  dura- 
tion. I feel  she  has  a good  chance  of  avoiding 
hysterectomy  or  radiation  with  probably  only  a 
reasonably  small  amount  of  additional  treatment. 

I regard  this  as  an  instance  of  function- 
al uterine  bleeding  depending  primarily 
upon  intrinsic  ovarian  deficiency  near  the 
menopause. 

SUMMARY 

Functional  uterine  bleeding  rests  not 
upon  the  basis  of  disease  in  the  uterus  it- 
self, but  upon  faulty  function  of  the  ovary, 
usually  improper  ovulation  with  a relative 
reduction  of  progestin  from  a poorly- 
formed  corpus  luteum.  There  are  extrinsic 
factors  which  also  affect  the  ovarian  func- 
tion and  in  individual  patients  with  func- 
tional uterine  bleeding  there  is  usually  not 
a single  factor  but  a combination  of  both 
intrinsic  and  extrinsic  factors. 

A distinction  should  be  made  between 
initial  and  acquired  uterine  bleeding  and  it 
is  in  the  latter  category  that  the  extrinsic 
factors  will  usually  be  in  predominance. 

Prior  to  the  use  of  potent  hormone  prod- 
ucts, the  minimum  investigation  is  a gen- 
eral physical  examination  after  careful  his- 
tory. In  addition,  the  routine  use  of  basal 
metabolic  rate,  blood  count,  and  urine  ex- 
amination is  advisable.  Examination  of 
endometrium,  obtained  by  punch  biopsy  or 
diagnostic  curettage  is  valuable  in  indicated 
instances. 
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DISCUSSION 

Dr.  C.  H.  Tyrone  (New  Orleans) : I wish  to 
congratulate  Dr.  Long  on  the  excellent  results  he 
has  obtained  in  treating  patients  with  uterine 


bleeding  and  also  wish  to  commend  him  on  the 
very  thorough  and  sane  preparation  and  investi- 
gation of  cases  before  the  indiscriminate  use  of 
so-called  hormones  or  glandular  preparations. 

I was  particularly  impressed  with  Dr.  Long’s 
statement  about  the  stable  and  unstable  ovary  and 
about  anemia  and  infectious  diseases  or  obesity 
and  so  forth  as  influencing  factors  in  causation  of 
uterine  bleeding.  Those  of  us  who  are  constantly 
confronted  with  treatment  of  abnormal  uterine 
bleeding  are  realizing  as  time  goes  by  that  no  one 
satisfactory  hormone  has  been  manufactured  or 
devised  to  relieve  this  condition.  I am  against  the 
indiscriminate  use  in  prescribing  and  administer- 
ing many  hormone  preparations.  The  greatest 
good  of  this  practice  has  been  not  to  the  patients 
but  probably  to  the  drug  manufacturer. 

As  to  the  role  of  thyroid  disturbances,  I agree 
with  Dr.  Long  that  they  are  in  most  cases  factors 
in  abnormal  uterine  bleeding.  I do  not  believe  a 
patient  has  to  be  definitely  overweight  or  have  a 
subnormal,  low  metabolic  reading  to  tolerate  thy- 
roid extract.  Of  course  patients  should  always  be 
watched  for  untoward  symptoms  but  with  the  use 
of  small  doses  I think  any  danger  is  very  unlikely. 
I believe  that  in  the  treatment  of  functional 
uterine  bleeding,  in  women  at  or  near  the  age  of 
forty,  we  should  be  very  careful  in  the  use  of 
glandular  extract.  I think  in  those  cases  any 
treatment  should  be  preceded  by  thorough  diag- 
nosis and  curettage.  If  this  much  abused  but  useful 
operative  procedure  is  carried  out,  it  frequently 
gives  temporary  and  often  permanent  relief  with- 
out further  treatment. 

Dr.  Hilliard  E.  Miller  (New  Orleans)  : During 
the  past  10  years  no  problem  in  gynecology  has 
been  the  subject  of  more  speculation,  romancing 
and  theorizing  than  the  factors  concerned  in  the 
causation  of  functional  bleeding.  An  enormous 
mass  of  experimental  and  clinical  literature  has 
accumulated  expressing  claims  and  counter  claims 
for  the  various  effects  of  different  hormones. 
Added  to  this,  circulars  from  the  many  pharmaceu- 
tical houses  would  have  the  unwary  believe  that 
their  biologic  preparations  were  a panacea  for  all 
pelvic  ailments.  The  influence  of  this  drughouse 
propaganda  has,  I believe,  been  a pernicious  one, 
as  it  is  rare  today  to  see  a patient  with  functional 
or  even  organic  diseases  who  has  not  received  a 
long  and  expensive  course  of  “shots”  of  all  the 
various  hormonal  compounds. 

Too  frequently,  I fear,  such  therapy  has  been 
administered  in  a haphazard  fashion  and  without 
a full  comprehension  of  the  physiology  of  men- 
struation or  the  pathology  responsible  for  the 
anomalies  of  menstruation.  The  latter  might  be 
illustrated  by  two  cases  of  the  discussor;  these 
two  patients  had,  for  a period  of  several  months, 
received  large  and  repeated  doses  of  estrogenic 
hormones  in  an  effort  to  check  meno-metrorrhagia. 
Both  of  these  patients  were  between  40  and  50 
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years  of  age,  with  definitely  tender  uteri.  A cu- 
rettement  revealed  adenocarcinoma  of  the  fundus 
in  a fairly  well  advanced  stage  in  each  case.  The 
chances  of  cure  in  these  two  cases  were  materially 
jeopardized  by  the  attending  physician  not  ap- 
preciating the  necessity  of  first  knowing  the  reason 
for  the  symptoms;  second,  the  time  interval  be- 
tween the  onset  of  symptoms  and  the  date  of  sur- 
gery, and  third,  the  possibility  of  having  stimu- 
lated the  lesion  into  more  active  growth  by  the 
therapy. 

To  diagnose  a case  as  one  of  functional  uterine 
bleeding  presupposes  that  a complete  and  thorough 
examination  has  been  made  and  all  possibility  of 
an  organic  lesion  as  the  cause  of  the  abnormal 
bleeding  has  been  eliminated.  Dr.  Long  has  proper- 
ly stressed  the  importance  of  a general  survey  of 
these  patients  for  a diseased  condition  which  might 
secondarily  influence  the  normal  pituitary,  thyroid 
and  ovarian  physiology. 

The  sequence  of  pituitary,  ovarian  and  uterine 
physiology  which  coordinate  and  regulate  the  nor- 
mal menstrual  cycle  and  function  have  been  defi- 
nitely established  by  experimental  work  and  while 
clinical  application  of  these  findings  will  not  yield 
uniform  results,  we  can  hope  for  good  results  in 
from  50  to  60  per  cent  of  cases.  Chorionic  gonado- 
tropic hormones  have  had  a wide  application  be- 
cause of  their  relative  cheapness.  Whether  the 
effects  in  checking  abnormal  bleeding  are  due  to 
their  luteinizing  influence  or  a lessening  of  the 
estrogenic  influence  by  causing  atresia  of  the 
active  follicles,  is  not  definitely  known. 

More  recently  progesterone,  an  active  corpus 
luteum  hormone,  has  become  available.  I have  had 
little  experience  with  this  biologic  drug,  but  the 
claims  for  its  influence  are  founded  on  definitely 
established  physiologic  phenomena. 

A recent  article  by  Rock  and  co-workers  on  the 
stimulating  influence  of  small  and  graduated 
doses  of  x-ray  to  the  ovaries  is  most  interesting 
and  from  the  data  submitted,  the  method  bids  fair 
to  assist  in  some  refractive  cases. 

Curettement  is  definitely  indicated  in  a certain 
per  cent  of  functional  uterine  bleeding.  This 
method  only  eliminates  the  effect  of  disturbed  en- 
docrine function  by  removing  the  hyperplastic  en- 
dometrium, but  if  judicious  and  intelligent  hor- 
monal therapy  is  subsequently  instituted,  good 
results  may  be  expected. 

Thyroid  extract  still  holds  the  place  of  highest 
respect  in  the  treatment  of  menstrual  disorders. 
A metabolic  rate  should  be  made  as  a routine 
procedure  in  all  functional  pelvic  disturbances  and 
whether  the  rate  is  low  or  normal,  large  or  small 
amounts  of  thyroid  are  valuable  adjuncts  in  the 
treatment.  It  is  the  experience  of  many  gynecolo- 
gists that  better  and  more  uniform  results  are 
obtained  from  the  proper  administration  of  thy- 
roid extract  than  any  other  hormonal  therapy. 


In  conclusion,  I wish  to  condemn  without  reser- 
vation, the  attempts  to  control  with  hormonal 
therapy,  abnormal  uterine  bleeding  in  women  at 
or  near  the  menopause.  The  theory  of  its  possible 
good  effects  is  fallacious  and  the  chances  of  over- 
looking dangerous  lesions  are  too  great. 

Dr.  Lucien  A.  LeDoux  (New  Orleans)  : In  his 
presentation,  Dr.  Long  focused  our  attention  on 
several  important  points.  I should  like  to  amplify 
and  discuss  several  of  these.  In  my  opinion,  the 
calcium  determination,  hemoglobin  and  platelet 
count  are  important  clinical  laboratory  studies 
which  should  be  routine.  Regarding  the  diagnosis, 
I feel  that  in  functional  uterine  bleeding  the  en- 
dometrial biopsy  and  the  diagnostic  curettage  are 
not  absolute  requirements;  as  a matter  of  fact,  if 
we  are  frank  we  will  admit  that  the  diagnosis  is 
usually  made  and  patients  are  treated  without 
being  subjected  to  these  procedures. 

There  is  no  question  but  that  in  some  patients 
and  particularly  when  organic  disease  is  suspected, 
the  diagnostic  and  therapeutic  curettage  is  of 
much  value  and  should  be  employed. 

In  any  discussion  of  functional  uterine  bleeding, 
the  role  played  by  hormone  therapy  as  a hemo- 
static agent  is  very  interesting.  The  fact  that  the 
lactating  mammary  gland  has  an  inhibitory  in- 
fluence upon  ovulation  and  menstruation  is  well 
known.  On  one  hand  it  improves  the  tone  of  the 
uterus  and  produces  vasoconstriction  of  the  uterine 
vessels.  On  the  other  hand  it  exerts  an  inhibitory 
effect  on  the  folliculin  secretion  of  the  ovary,  this 
being  demonstrated  by  the  amenorrhea  of  the 
nursing  mother.  To  date  I have  had  very  satisfac- 
tory experiences  with  the  use  of  the  combined 
mammary-corpus  luteum  extract  as  a hemostatic 
adjunct. 

In  my  opinion  the  ambulant  treatment  of  uterine 
bleeding  is  unsatisfactory  and  such  patients  should 
be  put  to  bed. 

Dr.  Long  (In  conclusion)  : I should  like  to  agree 
with  Dr.  Tyrone  and  Dr.  Miller  that  diagnostic 
curettage  is  an  extremely  valuable  procedure. 

Whether  or  not  one  will  carry  precaution  to  the 
extreme  and  not  give  any  glandular  products  past 
the  age  of  38  is  another  question.  I too  am  con- 
scious of  the  danger  of  overlooking  or  disregarding 
malignancy  and  every  care  must  be  taken  in  this 
regard,  especially  near  the  menopause. 

I probably  would  not  have  risen  to  speak  again 
had  it  not  been  for  Dr.  LeDoux’s  remark  about  put- 
ting the  patients  to  bed.  I well  remember  attend- 
ing a symposium  on  functional  uterine  bleeding 
lasting  a whole  day,  several  years  ago.  All  prob- 
lems and  mechanisms  were  discussed  and  nobody 
said  anything  about  putting  the  patient  to  bed. 
I would  like  very  much  to  endorse  Dr.  LeDoux’s 
attitude  about  the  value  of  bed  rest  as  well  as  to 
agree  that  bleeding  and  coagulation  times  are  ex- 
tremely important. 
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CONSERVATIVE  CARE  OF  ACUTE 

PYOSALPINX  IN  YOUNG  WOMEN* 

B.  C.  GARRETT,  M.  D. 

Shreveport 

etiology 

Approximately  80  per  cent  of  the  cases  of 
acute  salpingitis  seen  in  young  women  are 
due  to  the  gonococcus,  5 per  cent  are  due  to 
the  tubercle  bacillus,  and  15  per  cent  are 
due  to  other  bacteria.  These  other  bacteria 
are  the  streptococcus  group,  staphylococcus 
and  colon  bacillus.  The  salpingitis  due  to 
these  organisms  usually  follows  instrumen- 
tation during  a pregnancy.  This  paper  will 
concern  itself  with  those  cases  caused  by 
the  gonococcus. 

Gonorrheal  salpingitis  is  a self-limiting 
disease.  The  organism  requires  oxygen  for 
its  continued  growth,  hence  it  cannot  grow 
indefinitely  in  the  fallopian  tubes.  The  or- 
ganisms usually  die  in  the  tubes  within  two 
weeks  after  the  temperature  returns  to  nor- 
mal. The  affected  tubes  cannot  reinfect 
themselves,  but  reinfection  can  come  from 
other  foci,  such  as  the  urethra,  para-ure- 
thral  ducts,  Skene’s  tubules,  Bartholin’s 
duct  and  glands,  and  the  cervix.  It  is  hard- 
ly necessary  to  emphasize  the  fact  that 
these  foci  should  be  cleared  of  infection  to 
avoid  recurrence  of  fallopian  tube  involve- 
ment. 

SYMPTOMS 

The  symptoms  of  acute  pyosalpinx  are 
characteristic ; the  onset  of  the  pain  is  rath- 
er sudden,  is  usually  bilateral  and  comes  on 
following  the  completion  of  a menstrual  pe- 
riod. It  is  low  abdominal  in  location  and 
may  be  one-sided  (often  called  honeymoon 
appendicitis).  There  is  fever  of  101°  or 
above.  The  patient  may  or  may  not  have 
had  some  dysuria,  vaginal  discharge  or  oth- 
er symptoms  suggestive  of  a gonorrheal  in- 
fection previous  to  the  onset  of  the  pain. 
Associated  with  these  cardinal  symptoms 
'are  nervousness,  weakness,  sweating  and 
an  anemia. 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 


DIAGNOSIS 

The  diagnosis  is  not  difficult  and  the  con- 
dition with  which  it  is  most  likely  to  be  con- 
fused is  acute  appendicitis.  It  is  of  the 
utmost  importance  to  make  the  proper  diag- 
nosis. The  patient’s  history  is  of  value 
especially  if  the  pain  is  bilateral  and  low 
abdominal,  but  even  this  is  often  mislead- 
ing in  many  patients.  The  pain  of  acute 
salpingitis  is  never  in  the  epigastrium, 
which  is  the  usual  site  for  most  of  the 
pain  in  acute  appendicitis.  It  is  also  sig- 
nificant if  there  is  a history  of  frequent 
and  painful  urination  associated  with  a va- 
ginal discharge  or  other  symptoms  which 
denote  a gonorrheal  infection  of  the  genito- 
urinary tract. 

Inspection  of  the  external  genitalia  is 
sometimes  of  value,  especially  if  there  is 
evidence  of  a urethral  or  cervical  discharge. 
In  early  cases,  the  involved  tubes  can- 
not be  palpated  because  they  have  not  be- 
come distended  with  pus;  however,  even 
when  the  tubes  cannot  be  felt,  manipulation 
of  the  cervix  will  cause  these  patients  se- 
vere pain  in  one  or  both  lower  quadrants. 
Later  on  in  the  course  of  the  disease  the 
large  swollen  and  indurated  tubes  can  easily 
be  palpated. 

Of  course  there  is  a great  deal  of  rigidity 
and  tenderness  and  in  acute  appendicitis  the 
point  of  greatest  tenderness  is  over  McBur- 
ney’s  point  or  just  below,  which  is  some- 
what higher  than  the  points  of  greatest 
tenderness  in  acute  salpingitis. 

If  the  presence  of  gonococci  can  be  dem- 
onstrated in  smears  taken  from  the  urethra, 
cervix  or  other  structures,  it  is  of  distinct 
value.  The  white  blood  cell  count  is  not  of 
great  importance  in  the  differential  diag- 
nosis. There  is  almost  invariably  a rapid 
blood  sedimentation  time  in  acute  sal- 
pingitis. 

TREATMENT 

Treatment  may  be  either  conservative  or 
surgical  and  it  is  conservative  treatment 
with  which  I am  most  concerned  in  this 
paper. 

1.  Absolute  bed  rest:  This  is  difficult 
with  many  patients,  due  to  their  lack  of  fi- 
nances. This  bed  rest  usually  requires  sev- 


176 


Garrett — Pyosalpinx  in  Young  Women 


eral  weeks.  Only  the  very  poor  or  the  very 
rich  find  it  easy  to  carry  out  this  program. 
The  middle  class  woman  finds  it  difficult  to 
stay  in  bed  as  long  as  is  best  for  her. 

2.  Diet:  This  should  be  bland  and  well 
balanced.  Fluids,  water,  and  fruit  juices 
should  be  forced.  Intravenous  glucose  and 
saline  are  very  helpful  when  the  patient  is 
toxic.  Mild  laxatives  and  enemas  are  used 
when  necessary  to  get  good  elimination.  Al- 
coholic drinks,  coffee  and  tea  should  be  ab- 
solutely prohibited. 

3.  Sedatives:  The  symptoms  of  acute 
pyosalpinx  can  usually  be  controlled  by  mild 
sedatives.  Opiates  are  indicated  in  only  a 
few  cases. 

4.  Drugs:  Many  different  drugs  have 
been  advocated  for  use  in  acute  pyosalpinx. 
In  the  past,  foreign  proteins  and  vaccines 
enjoyed  a great  popularity,  but  the  value 
of  these  is  questionable.  Sulfanilamide  has 
been  decidedly  helpful  and  should  be  used 
in  adequate  dosage. 

5.  Local  treatment:  There  has  been  con- 
siderable discussion  about  the  advantage  of 
using  douches.  Most  patients  are  advised 
to  douche  if  there  is  a profuse  discharge 
and  if  there  is  not  too  much  tenderness.  So 
far  we  have  found  this  very  helpful.  Dur- 
ing the  first  two  weeks  of  the  infection  lo- 
cal treatment  is  not  used  on  the  cervix. 
Later  on  when  the  condition  has  become  less 
acute,  vaginal  tampons  or  even  cauteriza- 
tion of  the  cervix  is  advised.  Bladder  irri- 
gations are  decidedly  helpful  in  many  cases. 
The  Elliott  treatment  has  been  used  a great 
deal  in  the  past  few  years.  At  times,  heat 
of  any  kind  is  helpful,  as  are  cold  applica- 
tions. However,  the  reaction  of  the  patient 
is  the  deciding  factor  in  whether  to  use  heat 
or  cold. 

Of  course  it  is  not  necessary  to  emphasize 
that  sexual  excitement  and  coitus  should  be 
avoided.  Frequent  pelvic  examinations 
should  be  avoided  because  this  is  often  the 
cause  of  an  acute  flare  up  with  an  elevation 
of  temperature. 

Acute  pyosalpinx  treated  by  the  above 
conservative  method  should  be  cured  in  75 
per  cent  to  80  per  cent  of  the  cases.  It  is 
well  known  that  acute  gonorrhea,  or  pyo- 


salpinx is  a self-limiting  disease  and  the 
axiom  that  acute  salpingitis  is  a disease  to 
be  treated  patiently,  expectantly  and  con- 
servatively is  as  true  today  as  it  was  when 
this  observation  was  first  made  many  years 
ago. 

TYPE  OF  SURGICAL  PROCEDURE 

Of  course  at  times  some  form  of  surgery 
is  indicated,  but  surgical  procedures  should 
be  undertaken  only  after  serious  considera- 
tion and  the  exercise  of  mature  judgment. 
Disturbing  a woman’s  sexual  life  is  a very 
serious  matter.  Conservative  surgery  usu- 
ally consists  of  bilateral  salpingectomy  with 
the  removal  of  the  cornea  of  the  uterus. 
The  uterus  and  ovaries  should  be  left  intact 
when  at  all  possible.  Transplantation  of 
the  ovaries  has  been  done,  but  I am  not  at 
all  enthusiastic  about  it.  After  the  abdo- 
men is  opened  and  it  is  found  a mistake  has 
been  made  in  the  diagnosis  (which  has  hap- 
pened to  all  of  us)  and  an  acute  pyosalpinx 
is  found,  it  is  best  not  to  remove  the  tubes, 
but  to  close  the  abdomen  and  give  the  pa- 
tient a chance  to  respond  to  conservative 
treatment. 

In  chronic  pyosalpinx,  with  the  lumen  of 
the  fallopian  tubes  closed,  many  things  have 
been  advocated  to  make  it  patent.  Various 
injections  have  been  used,  such  as  injec- 
tions of  argyrol,  mercurochrome  and  10  per 
cent  turpentine  in  oil.  I have  had  very  lit- 
tle success  with  any  of  these  procedures. 
Occasionally  it  is  found  that  the  fallopian 
tubes  are  plugged  with  mucus  and  some- 
times these  tubes  can  be  made  patent  by  the 
injection  of  lipiodol  or  air  through  the 
uterine  cavity.  Some  men  have  reported 
cases  in  which  they  did  a resection  of  the 
closed  portion  of  the  tube  and  transplanted 
the  open  part  into  the  uterine  cavity.  Of 
course  this  is  done  to  make  possible  future 
pregnancy,  but  the  results  from  this  stand- 
point have  been  poor. 

Occasionally  radical  surgery  is  indicated 
and  if  the  ovaries  are  badly  diseased  they 
should  be  removed.  If  these  diseased  ova- 
ries are  left  in  the  pelvis  the  patient  is  usu- 
ally an  unhappy  individual ; there  is  a 
greater  tendency  toward  profuse  uterine 
bleeding  and  usually  surgery  will  again  be 
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resorted  to  at  a later  date.  If  a hysterec- 
tomy is  done  the  cervix  should  be  coned  out 
from  below  and  the  mucous  membrane  re- 
moved from  the  cervical  stump  above. 

COMPLICATIONS 

The  most  serious  complication  is  a gen- 
eralized peritonitis.  This  is  usually  fatal 
and  not  infrequently  occurs.  Other  compli- 
cations are  tubo-ovarian  abscess,  abscess  in 
the  cul-de-sac  of  Douglas,  abscess  of  the 
broad  ligaments,  pelvic  adhesions  and  peri- 
rectal abscess.  When  complications  do  arise 
whatever  treatment  is  indicated  is  used. 

SUMMARY 

The  conservative  treatment  of  acute 
pyosalpinx  in  young  women  has  been  dis- 
cussed and  stressed. 

DISCUSSION 

Dr.  Peter  Graffagnino  (New  Orleans)  : Dr. 

Garrett  has  asked  me  to  discuss  his  paper  on 
acute  salpingitis  and  I can  heartily  endorse  every- 
thing he  has  said  in  regard  to  its  conservative 
treatment.  Because  we  know  that  it  is  a self- 
limiting  disease,  we  have,  for  many  years,  ad- 
vocated conservatism  in  its  treatment.  From  per- 
sonal experience,  we  know  that  in  nearly  98  per 
cent  of  cases  with  acute  pelvic  infection,  involve- 
ment of  the  fallopian  tubes  predominates  in  the 
infection;  and  in  more  than  80  per  cent  of  these 
cases  we  have  had  not  only  a symptomatic  cure 
but  an  anatomic  cure  as  well. 

Many  year^  ago,  we  made  it  a more  or  less 
common  practice  to  operate  on  these  women.  How- 
ever, experience  has  shown  that  surgical  interven- 
tion in  the  early  stage  of  acute  salpingitis  is 
attended  by  an  exceedingly  high  morbidity  and 
mortality.  Therefore,  we  have  made  it  a rule  to 
investigate  four  different  points  before  operating 
upon  these  individuals.  First,  that  the  patient 
has  had  no  elevation  of  temperature  for  at  least 
two  weeks  after  the  expectant  period  of  treatment, 
pointing  to  the  fact  that  the  immunity  of  the 
patient  is  sufficient.  Second,  that  the  patient  has 
a normal  blood  count.  Third,  that  there  is  no  ten- 
derness or  rigidity  on  pelvic  examination.  The 
presence  of  masses  is  not  a contraindication  unless 
there  is  definite  tenderness.  No  rise  in  tempera- 
ture should  follow  these  manipulations.  Finally, 
there  should  be  a marked  improvement  in  the 
general  condition  of  the  patient.  If  the  foregoing 
precautions  are  followed,  the  patient’s  recovery 
after  surgery  is  assured. 

Nevertheless,  if  surgery  is  resorted  to,  the  ques- 
tion of  what  will  be  accomplished  by  this  proce- 
dure arises.  The  only  possible  condition  that  can 
be  found  is  inflamed  or  diseased  tubes  with  in- 


volvement of  the  ovary.  The  only  possible  pro- 
cedure is  salpingectomy  or  oophorectomy  and 
de-sexing  of  the  patient,  thereby  ruining  her 
chances  for  fertility  and  a normal  menstrual  life. 
Although,  due  to  damage  to  the  fallopian  tubes, 
sterility  is  the  rule  following  an  acute  salpingitis, 
more  than  15  per  cent  of  the  severe  cases  treated 
conservatively  regain  fertility.  I have  had  a num- 
ber of  patients  m whom  a mistaken  diagnosis  of 
appendicitis  was  made  and  salpingitis  found  upon 
operation  and  in  spite  of  the  fact  that  there  was 
free  pus,  these  individuals  subsequently  had  sev- 
eral pregnancies. 

Dr.  B.  C.  Garrett  (In  conclusion)  : I appreciate 
Dr.  Graffagnino’s  discussion,  which  stated  very 
clearly  our  position.  We  have  used  the  same 
procedure  for  years.  However,  I am  sorry  to  say 
that  there  are  some  physicians  who  are  operating 
on  these  patients.  Why,  I do  not  know;  whether 
they  do  not  know  any  better,  or  do  it  for  other 
reasons,  I cannot  say.  These  poor  individuals,  if 
you  can  forget  everything  else  and  leave  them 
alone,  and  put  them  in  bed,  will  get  well  by  them- 
selves. It  hurts  my  soul  to  see  a young  woman 
de-sexed,  her  sex  life  destroyed.  When  you  rear- 
range her  menstrual  history  you  give  her  another 
syndrome  of  symptoms.  If  this  paper  would  save 
one  woman  this  year  from  this  fate,  I would  think 
my  time  well  spent. 

• o 

THE  ELDERLY  PRIMIPARA* 

J.  S.  HERRING,  M.  D. 

New  Orleans 

The  effect  of  age  on  the  ability  of  a 
woman  to  bear  her  first  child  is  a problem 
which  frequently  confronts  the  obstetrician. 
The  lay  public  is  of  the  general  opinion 
that  primiparity  in  a woman  well  advanced 
in  the  childbearing  period  presents  a rather 
grave  prognosis.  Apparently  this  belief 
is  shared  to  a considerable  degree  by  the 
medical  profession,  yet  most  accoucheurs 
can  recall  a number  of  occasions  on  which 
they  have  been  agreeably  surprised  by  the 
ease  and  rapidity  with  which  elderly  primi- 
parae  have  delivered.  At  such  times  one 
wonders  whether  obstetric  difficulties  are 
actually  more  frequent  in  such  patients,  or 
if  they  are  simply  more  impressive,  be- 
cause of  the  age,  when  they  do  occur. 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 
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REVIEW  OF  LITERATURE 

The  literature  on  the  subject  is  not 
voluminous.  Those  studies  which  have 
been  made  seem  to  bear  each  other  out  in 
most  incidences,  although  the  interpreta- 
tions of  the  different  authors  are  frequent- 
ly at  variance. 

There  is  no  general  agreement  on  the  age 
at  which  the  term  elderly  may  be  applied 
to  primiparae.  Schulze,1  for  instance,  con- 
siders that  the  term  is  aptly  applied  to 
those  above  the  age  of  thirty,  while  Stern2 
applies  it  only  to  those  forty  years  or  older. 
If  we  consider  that  the  childbearing  period 
begins  at  about  fourteen  years  of  age,  and 
ends  at  about  the  forty-fourth  year,  it 
seems  logical  to  assume  that  women  in  the 
first  third  of  this  period  may  be  considered 
young,  those  in  the  middle  third  interme- 
diate, and  those  in  the  last  third  old,  as  far 
as  the  childbearing  function  is  concerned 
Therefore,  while  it  is  admitted  that  any 
such  classification  is  arbitrary,  the  series 
of  cases  presented  in  this  paper  will  consist 
only  of  women  whose  initial  gestation 
took  place  after  the  beginning  of  the  thirty- 
fifth  year. 

Almost  all  reports  agree  in  that  they  in- 
dicate a higher  incidence  of  complications 
in  elderly  primiparae  than  in  the  average 
childbearing  woman.  Mauriceau3  men- 
tions a higher  incidence  of  eclampsia.  De 
Lee,  more  than  two  and  one  half  centuries 
later,  states  that  the  incidence  of  toxemia 
is  increased.  The  figures  of  Schulze,1 
Stern2  and  Daichman5  bear  this  out,  but 


Spain,0  who,  in  writing  the  first  American 
treatise  on  the  subject  in  1912  ably  re- 
viewed the  European  literature  up  to  that 
time,  found  that  the  incidence  of  eclamp- 
sia was  “insignificantly  higher.” 

There  is  general  agreement  among  all  au- 
thors that  labor  is  prolonged  and  uterine 
contractions  weaker  and  less  efficient.  All 
reports  show  a markedly  increased  opera- 
tive incidence,  and  Schulze1  noted  that  this 
increased  with  age  (table  II),  but  in  doing 

TABLE  II  (From  Schulze) 


Incidence  in  per  cent  of  ce- 
sarean section  

“Easy”  labors  20.4 

Dystocia  14.3 

Fetal  mortality  

Maternal  mortality  

so  did  not  affect  the  prognosis  adversely. 
Many  factors  were  cited  as  the  cause  for 
the  increased  dystocia  and  operative  inci- 
dence. Schulze1  and  Daichman5  showed  a 
definite  increase  in  the  number  of  con- 
tracted pelves  in  this  class  of  patients,  while 
others  call  attention  to  the  fact  that  ab- 
normal presentations  and  positions  are 
much  more  common.  Soft  tissue  rigidity 
was  believed  to  be  increased,  but  this  seem- 
ed to  apply  rather  to  the  perineum  than  the 
cervix,  the  consensus  of  opinion  being  that 
slow  cervical  dilatation  is  due  to  the  rela- 
tive inertia  found  in  these  cases,  and  not  to 
any  difficulty  on  the  part  of  the  cervix  it- 
self. The  perineal  rigidity  manifested  itself 
in  a longer  second  stage  and  more  frequent 
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lacerations,  although  mention  was  frequent- 
ly made  of  the  role  of  episiotomy  in  the 
prevention  of  the  latter. 

Some  writers  felt  that  postpartum  hem- 
orrhage was  more  frequent  in  these  pa- 
tients, and  Spain0  and  Nixon7  showed  that 
maternal  morbidity  was  increased,  a find- 
ing upon  which  there  was  general  agree- 
ment. 

Spain6  mentions  that  the  fetus  is  apt  to 
be  larger,  but  Stern,2  and  Nixon7  and 
Quigley,8  show  that  the  size  of  the  babies 
of  elderly  primiparae  is  within  normal 
range. 

DeLee’s4  statement  that  maternal  and 
fetal  mortality  in  elderly  primiparae  are 
increased  is  borne  out  by  the  literature  in 
general,  although  Schulze  thought  that  the 
7 per  cent  fetal  mortality  in  her  series 
compared  favorably  with  the  average,  and 
Quigley’s8  mortality  of  5 per  cent  is  not 
very  high.  Almost  all  reports  show  a some- 
what increased  maternal  mortality  with  a 
tendency  to  place  the  blame  on  a necessar- 
ily increased  operative  incidence. 

While  Mauriceau3  believed  that  males 
were  born  more  frequently  to  elderly  primi- 
parae than  to  the  average  woman,  there 
seems  to  be  no  general  agreement  in  the 
literature  on  this. 

It  is  interesting  to  note  that  the  figures 
of  Schulze1  and  Daichman5  tend  to  confirm 
Meyer’s9  theory  that  primiparae  who  marry 
early  and  conceive  late  have  more  difficulty 
than  those  who  marry  late  and  conceive 
early.  This  they  attribute  to  genital  hypo- 
plasia resulting  in  relative  sterility,  and  in 
the  event  of  pregnancy,  inertia  and  dystocia 
due  to  underdevelopment.  Jaroschka10  pro- 
pounded the  theory  that  the  difficulty  in 
the  majority  of  cases  of  elderly  primiparae 
was  not  due  to  age  at  all  but  to  the  inclusion 
in  this  group  of  women  who  marry  late  be- 


cause of  obvious  physical  defects  or  con- 
ceive late  because  of  genital  hypoplasia.  In 
agreement  with  this  Schulze1  concluded  that 
dystocia  is  due  to  complicating  factors 
rather  than  age,  and  Daichman5  noted  that 
in  his  series  no  cesarean  section  was  done 
merely  because  of  the  advanced  age  of  the 
patient. 

THIRTY  PATIENTS  SELECTED  AS  EXAMPLES 

The  30  cases  presented  here  are  of  women 
who  have  borne  their  first  child  after  hav- 
ing passed  the  age  of  34  years.  Twenty- 
two  of  the  cases  are  taken  from  the  private 
practice  and  eight  from  the  Obstetrical 
Service  of  the  Hutchinson  Memorial  Clinic, 
Tulane  University.  They  therefore  repre- 
sent cases  which  have  been  adequately 
supervised  throughout  the  prenatal  course, 
labor  and  delivery. 

In  the  prenatal  course  of  the  women  in 
this  series  (table  III)  the  incidence  of  tox- 
emia was  found  to  be  quite  high,  33.3  per 
cent.  Under  this  heading  are  considered 
the  preconvulsive  types  of  toxemia,  regard- 
less of  pathologic  background.  The  group- 
ing of  these  into  mild,  moderately  severe, 
or  severe  was  arbitrary,  depending  on  the 
severity  of  the  symptoms.  There  were  no 
eclamptics  in  the  series.  The  mild  cases 
were  considered  to  be  those  which  showed 
any  two  or  more  signs  of  toxemia,  however 
slight,  and  therefore  include  a number 
which  showed  little  rise  in  blood  pressure. 
These  were  doubtfully  classed  as  toxic, 
but  even  if  they  are  excluded  the  incidence 
would  still  be  about  20  per  cent,  a figure 
which  more  closely  resembles  those  given 
in  the  literature  reviewed  and  which  is 
definitely  higher  than  the  average,  4 to  15 
per  cent. 

The  occurrence  of  nausea  and  vomiting 
in  this  series  corresponded  very  closely  to 


Toxemia 


Nausea  and  vomiting 


TABLE  III— PRENATAL  COMPLICATIONS 


Moderately 

Average 

Mild 

severe 

Severe 

Total 

per  cent 

4 Cases  or 

5 Cases  or 

1 Case 

10  Cases 

13.3% 

16.6% 

(Non-convulsive) 
or  3.3% 

or  33.3% 

4-15 

14  Cases  or 

2 Cases  or 

1 Case 

17  Cases 

46.6% 

6.6% 

or  3.3% 

or  66.6% 

50-60 

4 Cases  or 

4 Cases 

13.3% 

or  13.3% 

Hypothyroidism 
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that  in  any  average  group  of  pregnancies. 
The  one  case  classified  as  severe  was  never 
dangerously  ill.  There  was  undoubtedly 
a neurotic  factor  in  this  patient,  but  since 
the  vomiting  persisted  throughout  the  preg- 
nancy and  required  several  periods  of  hos- 
pitalization, this  classification  was  thought 
to  be  merited. 

It  was  noted  that  a mild  form  of  hypo- 
thyroidism, characterized  by  a basal  metab- 
olic rate  of  from  — 10  to  — 25  occurred  in 
four  cases,  or  13.3  per  cent.  This  figure 
corresponds  roughly  to  those  reported  as 
average  by  other  workers,  but  is  consider- 
ably lower  than  the  40  per  cent  found  in 
a larger  series  of  cases  of  pregnancy  in  this 
region.12 

Factors  which  could  be  considered  as 
complicating  labor  and  delivery  are  shown 

TABLE  IV — FACTORS  COMPLICATING  LABOR  AND 


DELIVERY 

Average 

This  series 

per  cent 

Contracted  pelvis  . . . . 

6.or20% 

3.9 

Fibroids  

4,orl3.3% 

Placenta  previa  

2,  or  6.6% 

0.1 

Breech  presentation  . . 

4,  or  13.3% 

3 

Transverse  

l.or3.3% 

0.5 

Posterior  or  transverse 

position..  5,orl6.6% 

Cervical  rigidity  

l,or3.3% 

Retained  placenta  . . . , 

2,  or  6.6% 

Postpartum  hemorrhage 

2,or6.6% 

2. 5-6.4 

in  table  IV.  Twenty  per  cent  of  the  cases 
studied  had  contracted  pelves  of  various 
types.  This  is  very  high  as  compared  to  the 
average  of  3.9  per  cent  which  Maxwell  re- 
ported from  her  study  of  a large  number  of 
cases,  and  is  higher  than  the  figures  quoted 
by  Schulze1  and  Daichman5  in  their  series 
of  elderly  primiparae. 

There  was  an  incidence  of  13.3  per  cent 
of  fibroids,  which  is  certainly  greater  than 
the  incidence  of  occurrence  in  all  pregnan- 
cies. Stern  reports  an  average  incidence 
of  9 per  cent  in  elderly  primiparae. 

There  were  two  cases  of  placenta  previa, 
both  of  the  central  type.  The  occurrence 
of  this  complication  in  general  is  given  at 
from  one  in  300  to  one  in  1,000  in  various 
reports.  An  incidence  of  6.6  per  cent  as 
found  here  is  certainly  extremely  high,  but 
in  view  of  the  small  number  of  total  cases 
cannot  be  given  too  much  significance. 

Four  of  these  cases  had  breech  presenta- 
tions, an  incidence  of  13.3  per  cent.  This 


is  not  surprising,  however,  when  the  in- 
creased occurrence  of  contracted  pelves  and 
fibroids  in  these  patients  is  noted. 

There  was  one  case  of  transverse  pre- 
sentation. No  significance  can  be  attached 
to  the  resulting  incidence  of  3.3  per  cent 
in  so  small  a number  of  cases,  except  that 
it  bears  out  the  general  opinion  that  such 
presentations  are  more  frequent  in  these 
women. 

Sixteen  and  six-tenths  per  cent  of  these 
patients  had  persistent  posterior  or  trans- 
verse positions  of  the  occiput  during  labor. 
There  are  no  figures  from  which  the  fre- 
quency of  this  complication  in  all  labors 
can  be  computed,  but  this  incidence  would 
seem  to  be  high.  This  is  no  doubt  due  in 
part  to  a policy  of  rather  early  intervention 
in  the  form  of  forceps  rotation  in  these 
cases  because  of  fear  of  fetal  damage.  Such 
a policy  is  liable  to  criticism  but  seems  jus- 
tified in  the  hands  of  a competent  obstet- 
rician. 

One  case  of  cervical  rigidity  of  a severity 
to  require  Durrhssen’s  incisions  was  noted. 
The  incisions  in  this  case  were  made  be- 
cause of  fetal  embarrassment  rather  than 
maternal  indications,  and  its  classification 
as  one  of  cervical  rigidity  is  doubtful.  No 
study  of  perineal  rigidity  was  made  as  this 
was  obviated  in  most  cases  by  the  use  of 
episiotomy. 

There  were  two  cases  of  retained  pla- 
centae necessitating  manual  removal.  This 
high  incidence  in  elderly  primiparae  is 
noted  by  several  writers.1- 7 

The  two  cases  of  postpartum  hemorrhage 
were  both  readily  controlled.  The  incidence 
of  6.6  per  cent  compares  closely  to  that  of 
6.9  per  cent  given  by  Schulze.1  Both  figures 
are  higher  than  the  average  for  all  preg- 
nancies, a point  on  which  most  authorities 
agree. 

TYPE  OF  DELIVERY 

Table  V shows  the  manner  of  delivery 

TABLE  V — TYPE  OF  DELIVERY 


Cases 

Per  cent 

Spontaneous  

3 

10 

“Prophylactic”  forceps  

43.3 

Other  forceps  

4 

13.3 

Cesarean  section  

8 

26.6 

Podalic  version  

1 

3.3 

Breech  extraction  

1 

3.3 

Operative  incidence  exclusive 

of  prophy- 

lactic  forceps  

46.6 
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of  the  cases  in  this  series.  The  term  “pro- 
phylactic forceps”  has  been  used  to  describe 
the  use  of  outlet  forceps  on  a vertex  pre- 
sentation, occiput  anterior  position.  While 
technically  this  is  an  operative  procedure, 
it  has  become,  justifiably  or  not,  an  almost 
routine  procedure  in  the  management  of 
primiparae  in  the  hands  of  many  competent 
obstetricians.  For  this  reason  and  because 
in  capable  hands  it  apparently  does  not  in- 
crease either  maternal  or  fetal  danger  and 
is  a procedure  offering  little  technical  dif- 
ficulty, it  has  been  excluded  in  this  study 
from  procedures  mentioned  under  operative 
incidence. 

The  operative  incidence,  thus  corrected, 
in  this  series  was  46.6  per  cent.  Over  half 
of  this  46.6  per  cent,  eight  patients  or  26.6 
per  cent,  were  delivered  by  cesarean  sec- 
tion. Such  an  operative  incidence  seems 
appallingly  high,  but  was  apparently  jus- 
tified as  an  analysis  of  the  cases  will  show. 
Of  the  eight  cesarean  sections,  two  were 
done  because  of  central  placenta  previa,  a 
procedure  which  is  not  only  justified,  but 
which  is  the  only  one  which  can  be  reason- 
ably used.  Two  of  the  cesarean  sections 
were  done  because  of  breech  presentations 
in  which  external  version  failed.  While  the 
pelvic  measurements  in  these  cases  were 
normal,  it  was  felt  that,  since  the  age  of 
the  mothers  reduced  their  possibility  of  con- 
ceiving again,  cesarean  section  was  justi- 
fied because  of  the  high  incidence  of  fetal 
mortality  in  breech  deliveries,  and  because 
the  danger  to  the  mother  was  not  greatly 
increased. 

One  cesarean  section  was  done  in  the  case 
of  a woman  with  a borderline  flat  pelvis 
and  a breech  presentation  in  which  external 
version  failed.  Here  the  difficulty  of  es- 
timating cephalopelvic  disproportion  due  to 
the  breech  presentation  offered  an  added 
hazard  to  the  baby  and  possibly  to  the 
mother.  One  cesarean  section  was  done 
because  of  a borderline  contracted  pelvis, 
with  failure  of  engagement  of  the  present- 
ing vertex  after  a reasonable  test  of  labor. 
One  cesarean  section  was  done  because  of 
the  general  poor  health  of  the  mother  re- 
sulting from  previous  abdominal  opera- 


tions, and  because  of  her  desire,  therefore, 
to  be  sterilized.  One  section  was  done  at 
seven  months’  gestation  because  of  a severe 
nephritic  toxemia  which  was  apparently 
verging  on  convulsions. 

The  four  forceps  operations  included  in 
the  survey  of  operative  incidence  were  mid 
or  low  forceps  rotations  from  persistent  oc- 
ciput posterior  or  transverse  positions,  and 
were  done  because  of  failure  of  the  present- 
ing part  to  progress  after  several  hours  in 
the  second  stage. 

The  podalic  version  was  done  on  the  case 
of  transverse  presentation.  This  patient 
went  into  premature  labor  at  the  seventh 
month,  with  a transverse  presentation,  and 
the  membranes  ruptured  when  dilatation 
amounted  to  only  about  three  centimeters. 
A bag  was  used  in  the  cervix  to  secure  com- 
plete dilatation,  and  following  its  expulsion 
the  baby  was  delivered  by  version  and  ex- 
traction. 

The  breech  extraction  was  done  on  a 
frank  breech.  The  pelvic  measurements 
were  normal.  The  mother  had  had  an  in- 
testinal obstruction  one  and  a half  years 
previously  following  an  appendectomy. 
While  otherwise  the  age  and  the  abnormal 
presentation  might  have  led  one  to  consider 
cesarean  section,  in  view  of  the  adequate 
pelvis  and  difficulty  following  abdominal 
procedures,  the  vaginal  route  was  decided 
upon. 

LENGTH  OP  LABOR 

The  average  length  of  labor  for  the  22 
patients  who  delivered  vaginally  was  18 
hours.  This  compares  favorably  with  that 
which  can  be  expected  of  primiparae  in 
general,  but  it  must  again  be  pointed  out 
that  early  intervention  in  favor  of  the  baby 
was  the  rule  in  these  cases.  The  longest 
labor  was  48  hours,  the  shortest  4.5  hours. 

Twelve  of  these  patients  had  been  mar- 
ried three  years  or  less,  and  in  this  group 
the  average  length  of  labor  was  20.2  hours. 
Nine  patients  had  been  married  longer  than 
three  years  and  in  this  group  (excepting 
one  woman  who  used  contraceptives  until 
shortly  before  conception  occurred)  the  av- 
erage length  of  labor  was  16.6  hours.  Both 
the  shortest  labor  of  the  series  and  the 
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longest  occurred  in  the  first  group.  These 
figures  seem  to  contradict  the  theory  of 
Meyers9  that  the  comparative  sterility  and 
dystocia  are  both  due  to  the  same  causative 
factors. 

FETAL  AND  MATERNAL  DEATHS 

In  the  entire  series  there  were  two  fetal 
deaths,  or  6.6  per  cent  (table  VI).  One 
of  these  followed  a difficult  mid-forceps 

TABLE  VI 

Cases  per  cent 

Fetal  mortality  2 6.6 

Maternal  mortality  None 

Maternal  morbidity  7 23.3 

delivery  through  a borderline  contracted 
pelvis  and  probably  represented  an  error  in 
judgment  on  the  part  of  the  accoucheur. 
The  other  was  a barely  viable  (seven  cal- 
endar months),  premature  baby  delivered 
by  cesarean  section  from  a severely  toxic 
mother.  The  baby  lived  for  several  hours 
before  succumbing.  This  death  was  appar- 
ently unavoidable. 

There  were  no  maternal  deaths.  The  ma- 
ternal morbidity  was  23.2  per  cent,  which 
represented  seven  patients,  three  of  whom 
had  a mild  pyelitis.  The  remaining  mor- 
bidity occurred  in  vaginal  deliveries  except 
in  one  woman  who  developed  thrombophle- 
bitis 14  days  after  cesarean  section. 

WEIGHT  AND  SEX  OF  INFANTS 

The  average  weight  of  the  infants  at 
birth,  excluding  the  two  pound  premature, 
was  seven  pounds  two  ounces. 

In  the  28  cases  where  the  sex  of  the  in- 
fant was  recorded  there  were  16  females, 
12  males. 

SUMMARY 

This  relatively  small  series  of  cases,  con- 
sidered alone,  would  probably  yield  no  con- 
clusions of  value.  However,  considered  in 
conjunction  with  the  existing  literature, 
certain  facts  seem  evident.  Complications 
definitely  appear  to  be  more  frequent  in 
this  class  of  patients,  both  prenatally  and 
during  labor  and  delivery.  These  compli- 
cations in  turn  necessarily  lead  to  a higher 
operative  incidence,  and  increased  operative 
incidence  would  seem  inevitably  to  bring 
about  greater  fetal  mortality  and  maternal 
mortality  and  morbidity.  The  increase  in 


fetal  and  maternal  death,  however,  would 
seem  to  depend  in  degree  upon  the  skill  of 
the  attending  obstetrician.  It  is  apparently 
possible  to  keep  the  incidence  of  occurrence 
of  fetal  and  maternal  death  down  to  a fig- 
ure very  close  to  the  expected  average  for 
all  pregnancies  by  providing  adequate  ob- 
stetric aid  for  these  mothers. 

There  is  no  reason  to  believe  that  the 
normal  primipara  in  the  late  childbearing 
age  should  have  more  difficulty  in  preg- 
nancy and  delivery  than  the  younger  primi- 
para. It  follows,  therefore,  that  age  alone 
is  no  indication  for  operative  intervention 
in  these  women.  However,  due  to  the  fre- 
quency of  complications,  every  elderly 
primipara  should  be  carefully  studied,  with 
particular  attention  being  given  to  the 
presence  of  fibroids,  cephalopelvic  dispro- 
portion and  malpresentation,  in  order  that 
these  may  be  treated  properly  and  prompt- 
ly, especially  since  mismanagement  here 
may  well  mean  that  the  last  chance  for 
motherhood  has  been  lost  to  the  patient. 

The  majority  of  evidence  tends  to  show 
that  the  babies  born  of  elderly  primiparae 
are  of  average  size. 

There  is  no  proof  that  one  sex  occurs 
more  frequently  than  the  other  among 
children  born  to  this  class  of  patient. 
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DISCUSSION 

Dr.  E.  L.  King1  (New  Orleans)  : I do  not  think 
there  is  very  much  to  be  said  except  to  dis- 
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cuss  the  points  Dr.  Herring  has  brought  forth.  The 
main  point  I feel  should  be  stressed  in  connection 
with  this  paper  is  that  we  should  not  be  unduly 
concerned  about  the  elderly  primipara,  we  mean 
35  to  45;  the  ones  30  to  35  are  eliminated  from 
this  class  because  we  have  so  many  women  who 
are  married  late  and  start  their  reproductive  career 
between  30  and  35.  The  main  thing  is  that  these 
patients  deserve  particularly  careful  watching. 
They  need  no  better  care,  however,  than  any  other 
obstetric  case,  if  a man  is  taking  care  of  his  job. 
All  obstetric  cases  require  careful  and  constant 
attention  through  pregnancy.  As  brought  out,  the 
incidence  of  toxemia,  breech,  fibroids,  contracted 
pelvis,  is  somewhat  increased.  Whether  that  is 
apparent  or  real  is  hard  to  say  from  a series  of 
30  cases.  If  we  watch  these  women,  diagnose  in 
time,  supervise  carefully  during  pregnancy  and 
labor  and  prepare  to  meet  the  situation,  I think 
we  will  be  able  to  get  by  with  practically  no  ma- 
ternal or  fetal  moi’tality. 

As  brought  out,  the  two  babies  lost  could  hardly 
be  blamed  on  elderly  primiparity  per  se.  One  was 
a premature  child  in  a toxic  woman  and  the  other 
baby  might  have  been  saved  if  a different  method 
of  procedure  had  been  adopted.  That  is  the  main 
lesson  we  should  learn.  Watch  carefully,  study 
carefully  during  pregnancy  looking  toward  reliev- 
ing of  complications,  handle  with  the  best  of  care 
during  delivery  and  prepare  to  be  more  liberal  re- 
garding cesarean  sections  and  other  types  of  op- 
erative procedure  than  with  other  cases,  although 
not  indiscriminately. 

The  increased  fetal  value  in  these  women  should 
be  seriously  considered,  with  increased  proportion 
of  difficulties  considered,  such  as  breech,  fibroids 
and  contracted  pelvis. 

Dr.  J.  W.  Reddoch  (New  Orleans)  : We  are 
grateful  to  have  this  subject  brought  so  concretely 
to  our  attention.  Everyone  is  of  the  impression 
that  elderly  primiparae  offer  obstetric  problems, 
especially  at  delivery.  Often  we  are  agreeably 
surprised  at  the  ease  with  which  a given  case 
terminates.  Of  the  30  cases  here  reported,  only 
four  had  difficult  vaginal  deliveries,  which  is  a 
much  smaller  number  than  one  would  expect. 
Cesarean  section  in  breech  cases,  where  age  is  a 
factor  regarding  future  pregnancies,  is  good  prac- 
tice, especially  if  there  is  any  question  of  dispro- 
portion. 

It  is  not  surprising  that  transverse  presentation, 
occiput  posterior  and  other  malpositions  and  pre- 
sentations, placenta  previa,  nausea  and  vomiting, 
toxemia  and  other  complications  of  the  prenatal 
period,  are  higher  in  these  cases  than  in  younger 
patients,  because  of  possible  poor  genital  develop- 
ment and  a resulting  predisposition  to  such  abnor- 
malities. The  surprising  thing,  however,  is  the 
high  incidence  of  contracted  pelvis.  This  could 
possibly  be  explained  on  endocrinologic  grounds  in 


would  like  to  know  whether  Dr.  Herring  has  any 
plausible  explanation  of  this,  especialy  in  the  group 
that  marries  late. 

Episiotomy  and  low  forceps  as  a routine  on  all 
primiparae  is  a procedure  that  is  safe  in  the  hands 
of  experienced  men.  I am  quite  certain  that  this 
procedure  has  cut  the  length  of  labor,  the  fetal 
mortality,  fetal  injuries,  and  fetal  and  maternal 
morbidity.  There  can  be  little  doubt  that  per- 
ineums  are  saved,  and  the  chances  of  postpartal 
infection,  resulting  from  deep  tears  are  markedly 
reduced.  In  my  own  experience  the  perineum 
has  not  always  been  as  rigid  as  the  vagina  small 
and  even  though  an  episiotomy  is  done  the  vaginal 
end  of  the  wound  has  often  extended  well  above 
the  original  cut.  Titus  emphasizes  this  point  and 
suggests  that  the  vagina  be  ironed  out  in  an  effort 
to  facilitate  the  delivery  and  save  deep  tears.  Pos- 
sibly the  advent  of  more  or  less  routine  episio- 
tomies  and  low  forceps  in  all  primiparae  has  par- 
tially solved  the  long  labor  difficulties  in  women 
who  conceive  late  in  their  menstrual  life. 

Analgesia  is  important  in  the  management  of 
the  first  stage,  especially  where  there  is  cervical 
dystocia.  These  women  are  often  nervously  upset 
because  of  the  fear  of  a long  hard  labor.  They 
rightfully  deserve  every  consideration  that  will 
aid  them  in  seeing  their  labor  to  a successful  end. 
This  is  especially  true  in  the  occiput  posterior 
position,  for  in  this  condition  the  labor  is  often 
unsatisfactory  and  even  younger  women  may  have 
more  tedious  labors  than  their  more  fortunate 
contemporaries  with  an  anterior  position.  I would 
also  emphasize  the  importance  of  adequate  fluids 
and  nourishment  during  this  period.  It  would 
seem  that  the  age  of  the  patient  is  of  little  im- 
portance in  evaluating  the  case,  or  difficulty  to 
be  expected  in  a given  labor,  but  instead  the  im- 
portant point  is  the  condition  of  the  birth  canal, 
cervix  and  pelvis.  Sometimes  otherwise  young 
women  have  perineums  and  vaginas  much  older 
than  their  years  would  suggest,  and  are  victims 
of  long  difficult  labors  often  to  the  surprise  of 
the  attending  doctor. 

Dr.  Walter  Levy  (New  Orleans)  : I am  inclined 
to  think  fear  of  the  elderly  primipara  is  a bugaboo 
handed  down  through  the  ages.  I am  willing  to 
say  right  here  that  given  a pelvis  that  is  not  con- 
tracted, a uterus  that  is  not  a fibroid  one,  we 
should  not  fear  type  of  delivery  from  below  any 
more  than  in  the  normal  young  woman.  As  to 
contracted  pelvis  occurring  more  frequently  in  el- 
derly primiparae,  I am  inclined  to  agree  that  this 
goes  along  with  a general  hyperplasia. 

The  question  of  breech  in  the  elderly  primipara 
brings  up  discussion.  We  know  that  fetal  mor- 
tality in  breech  is  6 to  8 per  cent.  Since  the 
elderly  primipara  is  perhaps  having  her  last  chance 
at  a baby,  I am  rather  inclined  that  section  should 
be  elected. 
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As  to  toxemia,  I think  that  this  toxemia  proposi- 
tion in  so-called  elderly  primiparae  is  due  in  a 
measui'e  to  age.  These  women  are  approaching 
the  vascular  renal  age  where  blood  pressure  is  up 
and  kidneys  are  not  as  good  as  in  younger  women; 
add  to  this  the  strain  of  pregnancy,  and  toxemia 
is  more  likely  to  occur. 

Another  point  is  whether  the  woman  is  married 
for  any  length  of  time,  or  recently.  The  woman 
recently  married  is  not  necessarily  the  hyperplastic 
type.  I do  not  think  there  is  necessarily  more 
cervical  rigidity. 

Dr.  Herring  (In  conclusion)  : Prophylactic  for- 
ceps in  primiparae  has  become  almost  routine  pro- 
cedure with  us.  There  is  considerable  disagree- 
ment as  to  the  advisability  of  this.  However,  I 
certainly  advocate  low  forceps  and  episiotomy  in 
elderly  primiparae. 

Increased  perineal  rigidity  is  important.  There 
is  danger  of  perineal  tears  with  result  of  infection. 
In  regard  to  sedation  as  a factor  in  the  relaxation 
of  rigid  cervices,  I heartily  agree.  We  see  more 
rigid  cervices  in  neurotic  and  nervous  women,  an- 
ticipating difficulty,  than  from  any  other  cause. 
We  notice  that  even  younger  women,  afraid  of 
labor  and  pregnancy,  usually  have  a tendency  for 
the  cervix  to  dilate  slowly. 

In  regard  to  dry  labor,  I would  say  one  series 
reported  by  a British  author  tends  to  show  defi- 
nitely that  dry  labor  is  a factor  in  increased  mor- 
bidity and  fetal  mortality.  I do  not  think  I can 
agree  with  him  for  the  reason  Dr.  Levy  brought 
out.  We  need  not  fear  it  except  where  mem- 
branes rupture  early  with  malpresentation. 

Whether  or  not  elderly  primiparae  have  toxemia 
more  than  elderly  multiparae,  I do  not  know. 
There  are  probably  renal  and  cardiac  changes  in 
both.  I am  of  the  opinion  that  probably  elderly 
multiparae  show  increased  incidence  of  toxemia 
also. 

o 

GERIATRICS* 

A SYMPOSIUM 

A GENERAL  DISCUSSION  OF  THE 
PROBLEMS  OF  OLD  AGE 

I.  L.  ROBBINS,  M.  D.t 
New  Orleans 

In  the  year  of  1914  Nascher1  coined  the 
term  geriatrics  to  indicate  the  study  of  the 
senile  organism.  Greatly  impressed  by  the 
lack  of  interest  on  the  part  of  the  profes- 
sion in  the  senescent  and  his  medical 


*Read  before  the  Orleans  Parish  Medical  So- 
ciety, April  8,  1940. 

tFrom  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine. 


problems ; aware  of  the  acceptance  of  old 
age  as  a disease  and  as  a cause  of  death 
by  the  majority  of  physicians;  alive  to  the 
notable  lack  of  information  concerning  the 
anatomy  and  physiology  of  the  period  of 
involution  and  alert  to  the  dearth  of  rele- 
vant medical  information  concerning  the 
disorders  peculiar  to  old  age,  he  became 
convinced  that  if  senescence  was  to  receive 
the  consideration  it  justly  deserved  it  must 
be  given  a name  and  thus  bestow  upon  it 
legitimacy,  dignity  and  recognition  as  a 
medical  specialty. 

LITERATURE 

Since  the  days  of  antiquity  a voluminous 
literature  concerning  old  age  has  accumu- 
lated. Most  of  this  literature  is  of  a liter- 
ary and  philosophic  nature.  The  magnifi- 
cent descriptions  of  old  age;  the  penetrat- 
ing insight  into  the  psychologic  processes 
of  senescence  are  a source  of  admiration 
and  wonder  to  the  reader.  Thus  for  ex- 
ample, Shakespeare  in  Henry  IV  has  the 
Chief  Justice  say  to  Falstaff;  “Do  you  set 
down  your  name  in  the  scroll  of  youth,  that 
are  written  down  old  with  all  the  charac- 
ters of  age?  Have  you  not  a moist  eye,  a 
dry  hand,  a yellow  cheek,  a white  beard,  a 
decreasing  leg,  an  increasing  belly?  Is  not 
your  voice  broken,  your  wind  short,  your 
chin  double,  your  wit  single,  and  every  part 
about  you  blasted  with  antiquity?  And 
will  you  yet  call  yourself  young?”  And  to 
cite  yet  another  example  from  the  Bible: 
“Now  King  David  was  old  and  stricken  in 
years,  and  they  covered  him  with  clothes 
and  he  could  get  no  heat.  Wherefore  his 
servants  said  unto  him:  Let  there  be  sought 
for  my  Lord  the  King  a young  virgin ; and 
let  her  stand  before  the  king  and  be  a com- 
panion unto  him;  and  let  her  lie  in  thy 
bosom,  so  that  my  lord  the  king  may  get 
heat.  So  they  sought  for  a fair  damsel 
throughout  all  the  borders  of  Israel  and 
found  Abishag  the  Shunamite  and  brought 
her  to  the  king.  And  the  damsel  was  very 
fair ; and  she  became  a companion  unto  the 
king,  and  ministered  to  him,  but  the  king 
knew  her  not.”  Most  of  the  essays  concern 
themselves  with  rules  of  conduct  and  hy- 
giene necessary  to  the  attainment  of  an 
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advanced  age  as  in  the  celebrated  book,  The 
Art  of  Living  Long,  by  the  Venetian  cente- 
narian, Louis  Cornaro  (1467-1566),  in 
which  he  stresses  sobriety  in  all  things  as 
a means  to  attain  longevity.  The  conquest 
of  life  and  the  achievement  of  youthful  im- 
mortality, has  from  time  immemorial  in- 
trigued the  thinkers  of  all  nations.  Often 
in  the  fantastic  search  for  the  elixir  of  life 
and  youth,  unforeseen  good  for  the  better- 
ment of  mankind  has  resulted;  thus  the 
transformation  of  mystical  medieval  al- 
chemy into  scientific  modern  chemistry. 
Also  it  was  the  search  by  Ponce  de  Leon  in 
1513  for  the  fabulous  island  of  Bimini,  with 
its  marvelous  fountain  whose  waters  would 
restore  old  men  to  their  youth  and  which 
had  wonderful  curative  powers,  which 
led  to  the  discovery  of  Florida.  In  33  B.  C. 
Cicero  wrote  his  famous  “De  Senectute” 
which  is  considered  to  be  the  most  graceful 
moral  essay  of  antiquity.  In  it  he  attempts 
to  refute  the  charges  that  old  age  is 
wretched. 

Geriatrics  had  its  origin  in  the  year  1724 
when  Sir  John  Floyer  wrote  his  treatise  on 
“Medicina  Gerocomica : Or  The  Galenic  Art 
of  Preserving  Old  Men’s  Healths.”  Floyer 
was  afflicted  with  asthma,  lived  to  be  90 
years  of  age,  wrote  a classic  treatise  on 
asthma,  and  was  the  physician  who  advised 
Boswell’s  Samuel  Johnson  to  be  touched  by 
Queen  Anne  for  the  scrofula  or  the  king’s 
evil.  The  same  Samuel  Johnson  who  wrote, 
“My  diseases  are  an  asthma  and  a dropsy 
and  what  is  less  curable  75  years.” 

Despite  the  pioneer  work  of  Nascher, 
Thewlis  and  others,  interest  in  geriatrics 
continued  to  lag.  The  lack  of  spectacular 
achievement  and  lasting  improvement  plus 
the  more  remunerative  inducements  in  other 
fields  have  been  held  responsible.  Recently 
however,  there  has  been  a resurgence  of  in- 
terest in  geriatrics.  The  reasons  for  this 
are  several.  In  the  last  few  years  pertinent 
problems  of  the  population  have  been  poised 
before  the  profession  for  its  serious  con- 
sideration as  a medical  problem  that  looms 
big  for  the  future.  The  birth  rate  in  the 
United  States  has  continued  steadily  to  de- 
cline. The  reduction  in  infant  qnd  adoles- 


cent mortality  continues  apace.  The  tre- 
mendous strides  made  by  preventive  medi- 
cine have  decreased  the  number  of  prevent- 
able deaths  and  increased  those  non-pre- 
ventable,  with  the  result  that  more  persons 
now  do  and  will  continue  to  reach  old  age 
and  consequently  succumb  to  degenerative 
diseases.  And  finally  the  limitation  of  im- 
migration has  cut  down  tremendously  the 
influx  of  the  young  and  healthy  into  the 
country.  The  consequences  have  led  to  a 
two-fold  situation:  First,  the  total  popu- 
lation of  the  United  States  is  approaching 
stabilization  and  possibly  beginning  to  de- 
cline ; second,  the  people  of  this  country  are 
becoming,  as  Dublin  states,  a “nation  of  el- 
ders.” The  older  population  is  relatively 
and  absolutely  increasing.  The  report  of 
the  committee  on  population  problems,  May 
1938,  states  that  while  in  1930  there  were 
12  million  children  under  five  years  of  age 
and  six  and  a half  million  people  over  65 
years  of  age,  with  the  present  trend  by  1980 
there  will  be  six  and  a half  million  children 
under  five  and  22  million  persons  over 
65  years  of  age.  That  this  situation  must 
eventuate  in  tremendous  changes  in  the 
standards  and  ideals  of  the  social  and  eco- 
nomic pattern  of  the  country  is  obvious. 
Already  old  age  pensions  and  legal  restric- 
tion of  child  labor  are  straws  in  the  wind. 
The  older  groups  will  be  given  increasingly 
more  consideration.  They  will  become  a 
greater  influence  in  political  life,  and  the 
physicians  of  the  future,  because  geriatrics 
will  become  an  important  branch  of  medi- 
cal practice,  will  devote  their  talents  to 
many  unsolved  problems  of  senescence. 

INCREASE  OF  LIFE  EXPECTANCY 

The  mean  length  of  life  has  considerably 
altered  during  the  past  several  generations. 
In  the  sixteenth  century  it  was  21  years; 
in  Massachusetts  in  1800,  35  years  and  in 
the  United  States  in  1938  it  was  61  years. 
The  increase  has  been  accomplished  through 
the  salvaging  of  life  during  the  periods  of 
infancy,  childhood  and  adolescence.  In  the 
latter  years  of  life  little  of  any  consequence 
has  been  added  to  the  life  span.  Although 
soon,  we  may  reach  the  psalmist’s  predic- 
tion of  “three  score  years  and  ten”  and  with 
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perhaps  some  sorrow  and  travail  an  exten- 
sion to  “four  score”,  authorities  believe  that 
the  life  span  in  humans  will  never  exceed 
one  hundred  years.  Dublin2  states  that  the 
elimination  of  the  following  particular  dis- 
eases would  bring  about  an  increase  in  the 
mean  length  of  life  to  the  following  extent. 
No  deaths  from  cardiovascular  renal  dis- 
ease would  add  7.2  years  to  the  average  life 
of  the  white  male,  and  7.5  years  to  the  aver- 
age life  of  the  white  female.  No  deaths 
from  cancer  would  add  1.1  years  to  the 
male;  1.8  years  to  the  female.  No  deaths 
from  tuberculosis  would  add  1.1  years.  No 
deaths  from  accidents  would  add  2.1  years 
to  the  white  male;  0.8  years  to  the  white 
female.  No  deaths  from  diabetes  would  add 
0.2  years  to  the  white  male;  0.4  years  to 
the  white  female.  This  would  indicate  the 
directional  effort  to  be  pursued  in  an  effort 
to  affect  a prolongation  of  life.  From  our 
present  knowledge  of  degenerative  diseases 
this  remains  a pious  wish  to  be  consum- 
mated in  the  distant  millenium. 

Geriatrics,  Golub3  states,  may  be  defined 
as  that  “branch  of  medicine  dealing  with 
the  diagnosis  and  treatment  of  diseases  pe- 
culiar to  old  age  and  of  other  diseases  in 
the  light  of  the  peculiarities  of  old  age.” 
The  measure  of  old  age  is  time;  time,  con- 
sidered in  the  physiologic  sense  rather  than 
the  chronologic.  Thus  progeria  may  occur 
in  early  childhood  and  ateliosis  in  senility. 
Senescence  is  a problem,  individual  and 
distinct,  for  each  person.  Consequently  the 
age  at  which  geriatrics  should  be  invoked 
is  variable,  but  usually  60  to  65  years  is 
accepted. 

Geriatrics  is  based  upon  three  funda- 
mental principles  so  well  enunciated  by 
Thewlis4:  (1)  That  senility  is  a physiologic 
entity  like  childhood  and  not  a pathologic 
state  of  maturity;  (2)  that  disease  in  senil- 
ity is  a pathologic  condition  in  a normally 
degenerating  organ  or  tissue,  and  not  a dis- 
ease such  as  found  in  maturity,  complicated 
by  degenerations;  (3)  that  the  object  of 
treatment  in  senility  should  be  to  restore 
the  diseased  organ  or  tissue  to  the  state 
normal  to  senility  and  not  a restoration  to 
the  state  normal  in  maturity. 


Charcot,5  in  1881,  indicated  the  study  of 
senescence  from  three  different  view- 
points: (1)  Maladies  special  to  old  age.  Of 
these  may  be  mentioned:  Parkinson’s  dis- 
ease, osteoporosis,  Paget’s  disease,  prostatic 
hypertrophy,  cerebral  arteriosclerosis,  and 
conditions  conducive  to  lowered  basal  meta- 
bolic rates;  (2)  maladies  presenting  a spec- 
ial character  in  old  age.  Here,  Rolleston’s 
remark  that  “often  the  organs  suffer  in 
silence”  must  be  borne  in  mind.  Quite 
often  appendicitis  and  pneumonia  may  be 
asymptomatic;  (3)  the  immunities,  relative 
or  absolute,  to  certain  diseases  in  old  age. 
The  acute  and  infectious  diseases  of  child- 
hood, as  measles  and  pertussis,  rarely  affect 
the  old.  Barker6  cites  Rolleston  and  Mayo 
to  call  attention  to  the  fact  that  hypothy- 
roidism is  not  uncommon.  Hence,  writes 
Barker,  “old  people  complaining  of  lethargy, 
slowness  of  thought,  tendency  to  drowsi- 
ness, preternatural  susceptibility  to  cold, 
dryness  of  skin  and  obesity”  should  always 
have  a basal  metabolic  rate  determination. 

CLASSIFICATION  OF  OLD  AGE 

Old  age  is  of  two  varieties : First,  physio- 
logic or  biologic  old  age  (the  age  of  senes- 
cence) . This  is  the  healthy  normal  old  age. 
There  is  a gradual  diminution  of  functional 
activity  corresponding  with  atrophic  and 
involutionary  changes  in  the  structures  of 
the  tissues  and  organs.  The  inherent  vital- 
ity of  the  circulatory  and  nervous  systems 
are  conspicuous.  This  type  is  rare.  War- 
thin,7  in  38  years  saw  only  25  autopsies  in 
which  the  diagnosis  of  intrinsic  senile 
death  with  the  lone  finding  of  myocardial 
atrophy  and  inadequacy  could  be  made. 
Second,  pathologic  or  abnormal  old  age  (the 
age  of  senility).  This  results  from  patho- 
logic causes  produced  by  hereditary  defects, 
infections,  intoxications  and  environmental 
accidents.  When  the  pathologic  processes 
hasten  the  aging  of  a vital  organ  or  tissue, 
especially  the  nervous  or  circulatory,  patho- 
logic old  age  results.  In  this  type  are  noted 
incapacity,  pain,  suffering,  decrepitude,  and 
the  individual  a burden  both  to  himself  and 
his  family. 
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SYMPTOMS  OF  OLD  AGE 

Barker,6  in  a study  of  300  patients  of  60 
years  of  age  and  upwards  to  determine  the 
commoner  symptoms  of  old  age  and  the  ab- 
normal findings  elicited  by  physical  and  lab- 
oratory examinations,  noted  that  the  chief 
complaints  in  the  majority  involved  those 
referable,  in  the  following  order  of  fre- 
quency, to  the : (1)  nervous  system ; (2)  di- 
gestive system;  (3)  circulatory  system; 
(4)  locomotive  system.  The  examinations 
revealed  the  most  numerous  maladies  to  be 
in  the  domain  of  the:  (1)  circulatory  appa- 
ratus; (3)  nervous  system;  (3)  locomotive 
apparatus;  (4)  digestive  system.  Oral  sep- 
sis, pyorrhea  and  abscessed  teeth  were  rela- 
tively common  findings. 

The  symptomatology  of  old  age  is  often 
vague  and  indefinite.  Many  conditions  are 
asymptomatic.  Pain  is  often  absent  or  neg- 
ligible. The  temperature  rises  to  lesser 
peaks  and  vomiting  is  frequently  absent  in 
disease  in  old  age.  Gastric  complaints  often 
have  a cardiac  origin. 

TREATMENT 

The  treatment  of  the  aged  is  one  that 
calls  for  tact,  sympathy  and  consideration 
on  the  part  of  the  physician  for  the  patient. 
The  old  person,  standing  on  the  brink  of 
life,  is  frequently  depressed  and  impatient 
at  the  slow  results  obtained.  He  is  often 
garrulous,  readily  fatigued,  apprehensive, 
nervous  and  suspicious.  He  is  often  resolute 
in  his  preconceived  notions  of  diagnosis  and 
treatment.  He  is  often  overly  anxious  con- 
cerning his  bowels.  He  may  over  indulge 
himself  in  food,  but  more  often  partakes  of 
a diet  at  once  restricted,  inadequate  and  un- 
necessary. The  waning  of  the  sexual  pow- 
ers, particularly  in  the  male,  often  causes 
much  concern.  A regimen  that  makes  for 
functional  activity,  mental  and  bodily,  post- 
pones the  advent  of  morbid  old  age. 
Rolleston8  aptly  remarks  that  there  is  “more 
danger  to  the  individual  rusting  out  than 
wearing  out.”  Keep  the  patient  occupied 
and  out  of  bed  is  the  consensus  of  gerontol- 
ogists. It  is  well  to  remember  that  alcohol 
and  tobacco  in  moderate  use  do  not  curtail 
life,  and  enforced  abstinence  often  creates 
a morbid  state.  The  physician  should  avoid 


attempts  at  sexual  rejuvenation.  Urge  a 
life  of  hobbies  or  interest  in  athletic  and 
intellectual  matters.  Avoid  drastic  treat- 
ment. Use  judiciously  such  sedatives  as 
the  bromides,  barbital  and  digitalis  as  they 
may  induce  psychoses  which  may  be  mis- 
taken for  the  mental  aberrations  incident 
to  brain  changes  in  the  senile.  Catharsis  is 
bad.  For  the  fecal  impaction  common  to 
senility  and  mistakenly  considered  as  ob- 
stipation, use  lubricating  oils  and  enemata. 
Avoid  strenuous  examinations  and  the  cor- 
rection of  inconsequential  physical  defects. 
The  patient  should  avoid  cold  weather  and 
if  possible  spend  the  winter  in  southern 
climes.  Impress  the  patient  and  person  in 
old  age  with  the  facts  that  moderation  in 
all  things,  sobriety,  self-control,  and  calm- 
ness are  conducive  to  a happy,  useful,  con- 
tented and  prolonged  life. 
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NERVOUS  AND  MENTAL  ASPECTS 
OF  OLD  AGE 

T.  A.  WATTERS,  M.  D.t 
New  Orleans 

In  the  normal  person,  the  brain  reaches 
its  maximum  weight  at  30  years,  and  the 
personality  functions  and  capacities  reach 
their  maximum  development  between  40 
and  50  years,  following  which  time  there 
is  a turning  point  and  regression.  We  know 
that  maturity  in  the  normal  person  is  that 
point  where  the  personality  reaches  its 
fullest  organization  and  integration,  as  a 
result  of  the  formative  and  training  period, 


tFrom  the  Division  of  Psychiati-y,  Department 
of  Medicine,  Tulane  University  School  of  Medi- 
cine. 


188 


Watters — Geriatrics 


and  thus,  lends  itself  to  features  and  iden- 
tifying data  from  which  it  can  be  char- 
acterized and  predictions  made — hence 
character. 

From  this  point  on  the  personality  may 
live  a fuller  life,  and  achieve  many  things. 
Nevertheless,  from  the  standpoint  of 
mental  make-up,  organization,  and  integra- 
tion, it  remains  pretty  much  the  same  until 
the  turning  point  between  the  age  of  40 
and  50  is  reached,  at  which  time  the  earliest 
changes  in  personality  are  seen  in  some  pa- 
tients. As  a rule,  however,  there  is  flexi- 
bility, adaptability,  and  compatibility,  until 
the  turn  is  made  at  55.  From  this  point  on 
at  any  time,  features  may  show  themselves 
which  are  considered  those  of  the  senes- 
cence. A point  to  be  remembered,  however, 
before  considering  any  nervous  and  mental 
disorders  of  this  period  of  life,  is  the  fact 
that  innumerable  reactions  follow  the  per- 
son into  this  particular  period.  For  exam- 
ple, psychoneurotic  reactions  are  not  rare 
at  this  time,  especially  hypochondriacal  af- 
fairs, anxiety  states,  and  minor  reactions 
that  do  not  lend  themselves  to  categorical 
classifications,  major  psychotic  reactions 
such  as  depressions,  recurring  at  this  par- 
ticular time  as  a phase  or  episode  in  itself, 
or  more  characteristically  coming  on  at  the 
sexual  turning  point  in  life  when  there  is 
an  endocrinologic  and  physiologic  readjust- 
ment; this  is  especially  so  in  the  female, 
certain  manic  reactions  that  take  on  a 
chronic  form;  schizophrenic  reactions  that 
have  been  more  or  less  dormant,  but  come 
out  as  a result  of  arteriosclerosis;  latent 
epileptics  having  shown  themselves  hitherto 
by  equivalents  and  petit  mal,  who  at  this 
period  begin  to  have  convulsions;  psycho- 
pathic personalities  with  or  without  alco- 
holism; paresis  and  taboparesis  with  psy- 
chotic features;  chronic  encephalitis  with 
Parkinsonism ; pernicious  anemia,  especial- 
ly some  forms  with  personality  disturb- 
ances ; toxic  affairs  associated  with  cardiac 
deficiency,  uremia,  and  diabetes;  the 
generalized  presenile  brain  involvement 
called  Alzheimer’s  disease,  and  the  more 
focal  involvement  of  the  frontal  temporal 
lobe  called  Pick’s  disease. 


DISORDERS  ASSOCIATED  WITH  SENILITY 

We  must  confine  ourselves,  however,  to 
the  disorders  directly  associated  with  the 
senile  period,  but  before  going  further,  it 
is  well  to  remember  several  points : First, 
in  some  instances  it  is  most  difficult  to 
differentiate  a senile  psychosis  from  a nor- 
mal change  of  senescence;  second,  it  is  al- 
most impossible  to  separate  the  arterio- 
sclerotic factors  from  those  that  are  the 
results  of  senile  processes,  in  other  cases; 
third,  before  attempting  to  evaluate  any  of 
these  reactions,  a knowledge  of  the  pre- 
psychotic  personality  is  necessary;  fourth, 
at  one  time  much  consideration  was  given 
to  classification  of  the  various  disorders  in 
the  field  of  psychiatry — whether  senile, 
arteriosclerotic,  or  otherwise.  However, 
now  such  fine,  and  in  many  cases,  imprac- 
tical distinctions  are  not  catered  to.  There- 
fore, at  present  usually  one  limits  himself 
to  the  two  broad  groups — senile  reactions 
and  arteriosclerotic  reactions. 

Senile  changes  may  show  themselves  as 
a difficulty  when  new  circumstances  have 
to  be  met  because  of  the  lack  of  flexibility 
and  the  general  slowing  of  personality 
functions  often  revealed  as  an  inability  to 
assimilate  new  ideas,  showing  a passivity 
to  anything  that  might  shake  their  think- 
ing habits  developed  through  the  years.  In 
the  face  of  this,  may  be  a remaining, 
though  limited  ability  to  create  and  com- 
bine new  thoughts  within  himself,  but  not 
so  much  those  of  the  other  fellow.  There 
is  a tendency  to  empty  chatter,  monosyl- 
lables are  used  more  frequently,  and  words 
that  modify  are  found  less  frequently  in 
the  flow  of  talk.  Many  old  people  are 
highly  impressionable,  or  even  hypersug- 
gestible  to  certain  ideas,  making  them 
vulnerable  to  people  who  appeal  to  their 
interests  and  strivings,1  quite  often  leading 
to  a serious  liability,  inasmuch  as  they  may 
be  preyed  upon,  or  fall  into  the  hands  of 
clever  crooks.  In  the  main,  all  mental  tasks 
become  more  trying,  the  failure  or  success 
in  carrying  them  out  being  dependent  upon 
their  complexity;  activities  are  reduced 
calling  for  an  increase  in  time  and  effort 
for  their  performance  so  that  at  times,  even 
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the  most  menial  family  task  meets  with 
failure. 

The  patient’s  emotional  processes  be- 
come narrowed,  even  to  a blunting  of  af- 
fection for  his  family  and  friends.  Other 
times  the  emotions  become  more  labile,  so 
that  there  is  an  hyper-reaction  to  trifles,  or 
an  overdisplay  of  joy  and  sorrow,  even  to 
the  point  of  gross  discomfort.  The  altruis- 
tic sentiments  may  be  lost,  leading  thereby 
to  unsympathetic  trends  for  the  sufferings 
of  his  fellow  men. 

There  is  an  impairment  in  the  capacity 
for  abstract  thinking  and  with  growing 
egocentricity  his  thoughts  center  more 
upon  himself,  his  body,  and  its  care;  in 
some  cases  much  time  may  be  devoted  to 
health,  and  new  fads  for  longevity  in- 
dulged. Thoughts  also  may  follow  the  path 
of  reminiscence,  or  they  may  cater  to 
philosophic  contemplations,  pertaining  to 
death  and  the  hereafter. 

The  habits  may  decline  as  shown  by  the 
neglect  of  personal  tidiness,  the  disregard 
of  personal  proprieties  and  social  conven- 
tions. The  skills  deteriorate,  automatic  ac- 
tions slipping  into  clumsy,  undependable 
ones,  and  added  to  the  picture  may  be  a 
tremor  that  becomes  an  extremely  disturb- 
ing factor.  Often  there  is  a pulling  away  to 
oneself  with  long  periods  of  isolation.  Per- 
sonal effects  may  be  misplaced,  things  of 
no  real  value  are  hoarded,  and  quarrels 
grow  out  of  supposed  meddling  on  the  part 
of  other  members  of  the  family.  Instinctive 
tendencies  may  become  manifested  in  a 
crude  way,  and  conversation  may  contain 
more  allusions  to  sex  and  its  implications; 
especially  so  in  an  individual  whose  mate 
is  deceased.  Personal  hazards  may  not  be 
properly  appraised,  such  as  traffic  lights, 
street  crossings,  and  auto  driving.2 

The  memory  may  become  fickle,  first 
with  regard  to  names,  then  progressively 
other  things,  especially  new  experiences. 
In  some  cases  the  memory  is  so  capricious 
as  to  recall  pleasant  experiences,  but  not 
unpleasant  ones,  thus,  lending  to  the  devel- 
opment of  a state  of  irresponsibility  about 
personal  and  business  affairs. 


In  many  cases  the  progress  of  disturbed 
personality  functions  follows  the  lines  of 
asocial  behavior  sufficiently  to  reveal  the 
earmarks  of  a psychosis.  A marked  re- 
duction in  business  or  professional  pur- 
suits, or  a change  in  character  anti-date 
other  symptoms  by  a considerable  period 
of  time,  the  family  rather  looking  upon 
these  changes  as  signs  of  dotage,  the  results 
of  loneliness,  discontent,  isolation,  or  as 
“just  the  lack  of  adaptability  of  an  aged 
person,”3  and  unfortunately  do  not  recog- 
nize the  presence  of  a psychosis  before  se- 
rious harm  has  been  done.  Then,  slowly 
but  progressively,  the  change  in  personality 
or  character  is  found  to  be  more  serious 
than  merely  the  caricaturing  of  personal 
eccentricities.  Outward  appearance  may  be 
good  and  a pleasant  demeanor  preserved 
in  the  face  of  considerable  changes  other- 
wise. Thus,  there  is  the  picture  of  uneven 
deterioration  which  is  one  of  the  very  worst 
forms  of  psychotic  onsets.  What  formerly 
was  economy  becomes  penuriousness;  what 
formerly  was  firmness  becomes  stubborn- 
ness; and  what  formerly  was  precaution, 
becomes  suspicion  and  distrust. 

The  emotional  processes  may  react  in 
extremes,  sudden  outbursts  of  anger  being 
frequent,  even  to  the  point  of  murder.  On 
the  other  hand  the  emotions  may  take  the 
form  of  elation  or  depression,  the  latter 
being  associated  in  some  cases  with  anx- 
iety, in  others  with  agitation,  each  one 
carrying  with  it  the  possibility  of  self- 
destruction. 

Suggestibility  may  be  heightened  in  a 
negative  or  a positive  way,  either  form  re- 
acting to  the  patient’s  disadvantage  because 
of  being  preyed  upon  by  unscrupulous 
people.  As  a result  of  the  former  he  may 
find  himself  at  odds  with  and  unjustly 
treating  his  own  heirs  and  lifelong  friends ; 
with  the  latter  he  may  become  the  victim  of 
swindlers.  As  a result  of  general  slowing 
up  and  gross  disorders  in  perception,  and 
the  span  and  intensity  of  attention,  mem- 
ory fails  in  all  spheres,  starting  with  dif- 
ficulty in  recalling  recent  events,  continu- 
ing until  finally  the  recollection  of  remote 
incidents  is  involved,  in  some  cases  the 
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person  being  able  to  remember  only  the 
very  earliest  events  of  his  life.  There  may 
be  confabulation  or  the  filling  up  of  the 
gaps  with  fabricated  material ; disorienta- 
tion in  some  cases  may  be  complete;  con- 
fusional  states  may  occur  frequently.  Of- 
ten, extreme  agitation  is  a factor,  showing 
itself  at  times  in  the  form  of  night  prowling 
or  a delirium,  during  which  the  patient’s 
activities  take  on  the  form  or  coloring  of 
his  former  work. 

Sleep  may  become  so  involved  as  to  have 
a complete  inversion  of  hours,  the  patient 
sleeping  during  the  day  and  prowling  or 
indulging  in  an  occupational  delirium  dur- 
ing the  night. 

Quite  frequently  there  are  delusions  of 
being  robbed  and  the  family  is  often  im- 
plicated. Jealousy  feelings,  convictions  of 
marital  infidelity,  persecutory  delusions, 
(especially  at  night),  hallucinations,  both 
auditory  and  visual  may  also  be  present. 
There  are  great  dislikes  or  the  actual  hat- 
ing of  his  family,  the  earliest  signs  being 
recognized  by  the  fact  that  the  will  has 
changed,  the  property  transferred,  all  of 
such  a nature  as  to  jeopardize  the  reputa- 
tion and  security  of  himself  and  his  fam- 
ily.4 Fear  of  poisoning  may  keep  him  from 
wanting  the  kind  of  food  he  has  eaten  for 
years,  such  belief  being  frequently  asso- 
ciated with  the  conviction  that  his  family 
have  designs  on  his  money,  and,  therefore, 
are  trying  to  rid  themselves  of  him.  A 
grave  possibility  in  some  cases  is  fire- 
setting, either  through  carelessness  or  de- 
liberation. There  may  be  talking  sprees 
and  liveliness  may  flow  into  a continual 
restlessness,  the  restlessness  blowing  into 
a picture  of  continuous  activity  which  if 
not  curtailed  may  lead  to  exhaustion. 

Sex  may  become  a serious  problem,  es- 
pecially in  cases  where  desire  has  re- 
mained, but  the  capacity  is  lost.  Such  pa- 
tients, especially  men,  are  at  times  a real 
menace,  being  prone  to  exhibitionism,  per- 
versions, or  criminal  assault,  the  latter 
usually  being  made  upon  a small  child  and 
often  ending  in  murder.  In  those  cases 
where  capacity  is  not  lost,  there  may  be 
adventures  apart  from  his  former  stand- 


ards of  behavior.  Often  there  is  a sudden 
becoming  “young  again,”  and  the  marrying 
of  some  young  woman  that  is  sanctioned 
or  not  sanctioned  by  the  family;  others 
also  marry  but  in  doing  so  become  the  vic- 
tims of  marriage  racketeers,  who  seek  his 
money  and  property.  His  whole  ethical 
make-up  may  undergo  changes  sufficiently 
to  divest  him  of  the  social  inhibitions  iden- 
tifying him  over  the  years  as  a man  of 
character  and  repute.  Thus,  he  becomes  a 
self-willed  person  directed  towards  the 
“joys  he  has  missed”  over  the  years  or 
those  he  feels  he  will  very  shortly  lose. 


PHYSICAL  DISTURBANCES 


Physical  disturbances  in  senility  are  fa- 
miliar to  all  of  us;  however,  a few  that 
deserve  special  mention  are:  Vertigo,  slow- 
ing and  harshness  in  speech,  tremor, 
chorea,  convulsive  phenomena,  bladder  dis- 
orders, paraplegia  and  apoplexy.  As  a rule, 
there  are  arteriosclerotic  factors  present, 
when  there  are  convulsive  or  apoplectic 
signs,  but  at  times  these  are  exceptions. 


Arteriosclerotic  reactions  are  also  com- 
mon to  the  senium  and  are  often  quite  dif- 
ficult, if  not  well  nigh  impossible,  to  dif- 
ferentiate from  the  senile  reactions.  Such 
reactions  as  a rule,  show  neurologic  dis- 
turbances that  bespeak  their  presence,  and 
thus  show  evidence  of  focal  involvement. 
On  the  other  hand,  the  reaction  may  be 
diffuse  in  nature  and  thus  fully  simulate 
the  senile  affair.  The  prodromal  signs 
sometimes  are  of  long  years’  standing  and 
precede  the  more  dramatic,  disabling  dis- 
orders. For  instance,  there  may  be  head- 
ache, head  pressure,  dizziness,  buzzing  in 
the  ears,  scintillating  scotomata,  and  faint- 
ing spells  occurring  some  time  before  con- 
vulsions, hemiplegias,  hemianopsias,  apha- 
sias, or  apraxias.  In  contrast,  the  com- 
plaints may  be  those  of  lack  of  initiative, 
difficulty  in  getting  started  or  keeping 
going,  reduction  in  endurance,  and  what 
formerly  were  simple  tasks  mentally,  now 
become  overpowering  ones,  causing  fatigue 
and  brain  fag.  Depressive  tendencies  and 
anxiety  outbreaks  may  occur.  On  the  other 
hand  the  emotions  may  not  settle  into  any 
one  pattern,  but  rather  become  extremely 
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labile  and,  thus,  give  rise  to  serious  out- 
bursts of  anger  or  hate,  followed  often  by 
amnesia.  In  other  cases  there  may  be 
laughing  and  crying  spells  which  are  out 
of  the  control  of  the  patient,  and  are  de- 
scribed as  painful  experiences,  their  pres- 
ence often  revealing  involvement  of  the 
thalamus.  There  may  also  be  periods  of  be- 
wilderment, attacks  of  confusion,  and 
wandering  spells. 

In  some  cases,  the  very  earliest  sign  may 
be  a slow  but  steady  decline  in  business 
which  speaks  for  faltering  judgment  and 
faulty  planning.  Others  show  a decline  in 
personality  functions  through  exhibitions 
of  vulgarity  and  erotic  behavior;  others 
through  grandiose  ideas  and  extravagance ; 
through  decline  in  attention  to  personal 
hygiene  and  habits ; through  disinterest 
and  apathy;  throug.h  difficulty  in  concen- 
trating, dulness  in  grasp,  and  retardation 
in  general  responses;  through  disorienta- 
tion, defective  memory,  retention  and  con- 
fabulation with  obviously  impaired  judg- 
ment. 

Speech  frequently  is  involved  as  shown 
in  scanning,  slurring,  or  disturbances  in 
the  more  symbolic  functions  that  occasion 
aphasia.  Only  too  often  a patient  with  an 
aphasia  or  paraphasia  is  mistaken  for  a 
psychosis;  the  same  for  paragraphia.  Such 
a mistake  is  unpardonable  in  the  average 
case  and  points  out  the  necessity  for  the 
attending  physician  to  appraise  carefully 
the  speech  disability  and  get  in  contact  with 
the  patient  through  some  route  that  is  in- 
tact or  functioning  sufficiently  for  recep- 
tion. Also  the  physician  should  make  care- 
ful notes  at  the  time  in  order  to  protect  the 
patient  and  the  family  perhaps  a year  or 
so  later  in  court. 

TREATMENT 

In  considering  treatment,  it  is  well  to 
remember  a very  interesting  statement 
once  made  by  Bleuler:  “Senility  often  be- 
comes a disease  only  as  a result  of  the  sud- 
den cessation  of  the  ordinary  attractions 
of  life.”5  The  fundamentals  of  treatment 
for  these  reactions  I believe  rest  on  this 
premise — keep  patients  interested  and 


stimulated  in  a way  that  is  commensurate 
with  their  mental  and  physical  ability. 

Their  habits  must  be  regulated,  the  diet 
well-balanced  and  carrying  sufficient  quan- 
tities of  vitamin  B,  the  emunctories  at- 
tended to,  and  the  clothing  of  proper  weight 
and  warmth.  In  arteriosclerotic  conditions, 
reduction  of  meat  and  salt  is  encouraged  by 
certain  workers.  Alcohol  is  to  be  avoided, 
except  in  the  exceptional  cases  where  it  is 
used  sparingly  as  a stimulant  or  appetizer. 
Sex  relations,  if  possible,  are  thought  by 
many  authorities  best  to  be  kept  at  a mini- 
mum not  only  from  the  standpoint  of  physi- 
cal exertion,  but  also  from  the  standpoint 
of  conservatism  of  the  secretory  functions. 
Steinach’s  operation  has  been  encouraged 
in  some  quarters  for  certain  senile  dis- 
orders but  little  consideration  has  been 
given  to  it  in  psychiatric  conditions,  in 
some  cases  where  sedation  is  needed,  seda- 
tive baths  with  warm  milk  drinks  are  pre- 
ferred to  drugs.  However,  at  times  the  in- 
version of  sleep  habits,  night  prowling,  or 
nocturnal  deliria  may  warrant  the  use  of 
sedatives,  and  barbiturates  are  considered 
the  drugs  of  choice  since  they  are  quickly 
eliminated.  Some  authorities  claim  that 
opium  in  doses  of  0.03  gram  administered 
at  night  time,  will  serve  to  induce  sleep, 
and  if  used,  for  a period  of  ten  days  to  two 
weeks,  will  reestablish  the  normal  sleep 
rhythm.  In  certain  patients,  the  same  au- 
thorities feel  that  two  or  more  doses  may 
be  necessary  in  order  to  build  up  the  new 
habit,  say  doses  at  six  and  eight,  or  doses 
at  four,  six  and  eight  o’clock  in  the  eve- 
ning.0  My  own  feeling  is  that  sedatives 
must  be  used  very  carefully,  if  at  all,  for 
the  reason  that  they  may  be  the  cause  of 
additional  trouble.  Bromides  certainly 
should  be  used  with  care.  Old  people  do 
not  have  the  metabolism  and  excretory 
functions  of  younger  folks,  and  thus,  may 
develop  toxic  effects  very  quickly.  If  hy- 
drotherapy is  available  and  there  are  no 
medical  contraindications  to  its  use,  it  is 
the  procedure  of  choice. 

Certain  patients,  because  of  poor  judg- 
ment and  hypersuggestibility  that  render 
them  susceptible  to  business  sharks,  war- 
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rant  a legal  guardian  in  order  to  safeguard 
their  personal  and  family’s  interests.  In 
those  cases,  where  there  is  disorientation, 
confusional  periods,  and  wandering  spells, 
an  attendant  is  necessary  in  order  to  keep 
the  patient  from  falling  and  fracturing  a 
hip  bone,  wandering  off  at  night,  possibly 
meeting  with  foul  play,  or  being  run  down 
by  an  automobile. 

In  those  cases  of  extreme  agitation,  those 
of  depression,  with  possible  suicidal  ten- 
dencies, those  given  to  emotional  outbursts 
of  anger  and  hate  with  destructive  and 
homicidal  tendencies,  those  reckless  with 
fire  and  gas  jets,  those  who  are  filthy  in 
habits,  especially  with  regard  to  the  emunc- 
tories,  those  who  are  dangerous  because  of 
the  possibility  of  sex  crimes,  institution- 
alization is  imperative.  The  mistake  is  only 
too  often  made,  however,  of  putting  those 
persons  in  institutions  who  are  safe  and 
much  better  off  outside,  simply  because 
their  children  and  family  do  not  want  to 
be  bothered  with  them,  and  those  who 
really  should  be  institutionalized  are  not 
incarcerated.  By  the  latter,  I refer  par- 
ticularly to  senile  patients  in  whom  deterio- 
ration has  progressed  in  an  uneven  way — 
the  ethical  and  sexual  functions  having  be- 
come involved,  yet  their  memory  and  judg- 
ment remaining  fairly  well  preserved.  Such 
cases  cause  untold  trouble  at  times. 
Granted,  however,  that  institutionalization 
is  necessary,  it  is  to  be  remembered  that 
an  aged  person  moving  from  an  environ- 
ment with  his  set  of  adaptations  of  years’ 
standing,  into  an  institution  in  which  there 
must  be  an  adaptation  along  set  lines,  faces 
a difficult  adjustment  and  the  more  so,  the 
less  psychotic  he  is.  At  any  rate  he  should 
not  be  left  in  an  institution  any  longer  than 
necessary.  There  have  been  many  aged 
people  who  would  have  lived  a fuller  and 
longer  life  had  it  not  been  for  the  designs, 
intolerance,  and  selfish  motives  of  children 
and  relatives,  and  their  quickness  and 
eagerness  to  rationalize  the  trouble  on  a 
psychiatric  basis. 

In  some  sections  of  the  country  there  are 
homes  that  are  sought  after,  highly  desira- 
ble for  old  people  wherein  the  aged  of  suf- 


ficient means  can  go,  and  because  of  the 
sympathetic  and  understanding  atmosphere 
have  years  added  to  their  lives.  In  these 
homes,  their  lives  are  reorganized  and 
there  is  incentive  and  competition  set  up 
on  a healthful  scale.  Along  these  lines 
should  be  mentioned  Lillian  Martin’s  work 
in  San  Francisco.7  Her  work  has  grown  up 
around  the  objective  of  trying  to  salvage 
and  reorganize  the  lives  of  many  old  people. 
She  first  carries  out  psychologic  tests,  in 
order  to  establish  the  patients’  intelligence, 
memory  and  observation ; then  studies  their 
life  objectives;  then  finally  stimulates  them 
to  analyze  themselves  in  this  fashion  and 
to  make  and  carry  out  a plan  for  the  better 
use  of  themselves  in  their  remaining  years. 
Her  results  have  been  very  gratifying  and 
she  has  come  to  feel  that  old  people  who 
are  non-psychotic  and  whose  physical  con- 
dition will  permit,  must  be  stimulated  more 
and  protected  less.8 

In  arteriosclerotic  patients  the  state- 
ments given  above  more  or  less  apply.  How- 
ever, to  be  remembered  is  the  fact  that 
neurologic  disabilities  are  present  and  ad- 
ditional ones  may  be  in  the  background. 
After  a cerebral  catastrophe,  whether  it 
be  ischemic,  angio-spasmodic,  thrombotic, 
hemorrhagic;  whether  the  lesion  is  single 
or  multiple,  it  must  be  remembered  that 
time  is  needed,  and  good  judgment  must  be 
used,  in  order  not  to  favor  a recurrence  of 
a new  catastrophe  before  the  patient  is  al- 
lowed to  return  to  his  activities.  The  return, 
therefore,  must  be  a gradual  one.  There 
should  be  protection  exercised  against  any 
profound  emotional  disturbances,  because 
the  blood  vascular  system  may  not  be  suf- 
ficiently adaptable  to  meet  them  with  im- 
punity. As  conditions  improve,  then  per- 
sonal application  should  be  such  as  to  keep 
the  patient  reasonably  well  occupied,  but 
always  in  a way  that  is  satisfying  and 
within  limits  of  his  physical  capacity. 
Iodides  still  find  a place  in  the  treatment 
of  these  disorders. 

In  those  cases  where  a serious  neurologic 
disability,  such  as  convulsions,  hemiplegia, 
or  paraplegia,  with  bowel  and  bladder  dis- 
turbances, is  present,  hospitalization,  with 
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specialized  medical  assistance,  and  good 
nursing  care  is  absolutely  necessary. 

SUMMARY 

The  problems  and  management  of  our  old 
people  should  be  taken  more  seriously.  In 
some  countries  they  are  highly  respected 
and  even  venerated,  especially  where  the 
structure  of  their  philosophic  and  religious 
teaching  is  built  around  ancestry  worship. 
However,  in  this  country  we  must  recog- 
nize the  fact  that  our  religious  and  social 
philosophy,  theoretically  and  practically, 
has  not  been  such  as  to  meet  this  issue; 
thus,  we  have  not  been  geared  to  a social 
set-up  that  has  catered  to  the  aged.  In 
the  rush  of  the  group  to  settle  and  develop 
the  resources  of  a new  country,  and  the 
rush  of  the  individual  to  acquire  financial 
success  and  independence  as  measured  in 
terms  of  our  highly  standardized  comforts 
and  luxuries,  the  older  members  of  the 
family  have  been  taken  too  much  for 
granted,  and  when  proved  troublesome, 
were  emancipated  from  the  family  circle 
in  one  way  or  another.  The  World  War 
and  depression,  migration  to  the  cities, 
and  building  of  apartments  did  not  help 
matters.  Slowly  the  family  unit  has  be- 
come smaller  and  the  aged  dealt  with  more 
intolerably,  until  they  have  become  a politi- 
cal football  and  now  stand  on  the  threshold 
of  governmental  regimentation.  Is  this  for 
the  good,  in  the  face  of  youth  also  being 
regimented  by  governmental  agencies,  and 
also  by  powerful  and  evil  forces  in  society, 
that  are  known  to  all  of  us? 

It  is  thought  by  many  good  minds  that 
larger  family  units,  like  of  old,  are  needed 
in  our  country.  The  old  carry  and  impart 
wisdom,  and  serve  a necessary  and  health- 
ful influence  upon  the  whole  family.  Cer- 
tainly a new  and  better  culture  can  be 
achieved  on  this  score  if  both  the  young 
and  old  will  make  concessions.  The  old  must 
learn  to  respect  the  self-government  and 
judgment  of  their  children,  and  avoid  criti- 
cism, rebukes,  and  parental  attitudes  of 
authority;  and  the  young  must  learn  to 
practice  patience  and  tolerance  towards  the 
peculiarities  of  their  aged  parents  and 
grandparents.9 


It  might  be  well,  therefore,  to  encourage 
the  development  of  this  new  culture,  where 
the  old  and  young  can  live  more  happily 
side  by  side.  Surely  grandparents  in  the 
home  can  be  nothing  but  a healthful  and 
helpful  influence  to  growing  children. 
Their  very  presence  will  teach  through  pre- 
cept, filial  duty,  and  family  responsibility, 
lessons  that  are  vital  to  a period  where  they 
are  rapidly  being  lost;10  if  our  democratic 
spirit  as  such  is  to  live,  they  must  be  rapid- 
ly restored. 

REFERENCES 

1.  Diethelm,  Oskar  : Treatment  in  Psychiatry,  New  York, 
The  Macmillan  Company,  1936,  p.  288. 

2.  Noyes,  Alfred : Modern  Clinical  Psychiatry,  Philadel- 
phia, W.  B.  Saunders  Company,  1939,  p.  293. 

3.  Noyes,  Alfred  : Modern  Clinical  Psychiatry,  Philadel- 
phia, W.  B.  Saunders  Company,  1939,  p.  290. 

4.  Billings,  Edward  G.  : A Handbook  of  Elementary  Psy- 
chobiology and  Psychiatry,  New  York,  The  Macmillan  Com- 
pany, 1939,  p.  201. 

5.  Bleuler,  Eugene  : Text  of  Psychiatry,  New  York,  The 
Macmillan  Company,  1934,  p.  278. 

6.  Bleuler,  Eugene : Text  of  Psychiatry,  New  York,  The 
Macmillan  Company,  1934,  p.  279. 

7.  Folsom,  Joseph  H.  : Old  Age  as  a Sociological  Prob- 
lem, Am.  J.  Orthopsy,  10  :34,  1940. 

8.  Folsom,  Joseph  H.  : Old  Age  as  a Sociological  Prob- 
lem, Am.  J.  Orthopsy,  10  :37,  1940. 

9.  Folsom,  Joseph  H.  : Old  Age  as  a Sociological  Prob- 
lem, Am.  J.  Orthopsy.  10  :37,  1940. 

10.  Muncie,  Wendell  : Psychobiology  and  Psychiatry,  St. 
Louis,  C.  V.  Mosby  Company,  1939,  p.  41. 

O 

THE  MEDICAL  TREATMENT  OF 
THE  AGED 

ALLAN  EUSTIS,  M.  D. 

New  Orleans 

The  care  of  the  aged  has  not  interested 
the  medical  profession  as  it  deserves.  Due 
to  advances  in  medical  science,  longevity 
has  greatly  increased ; owing  to  the  control 
of  epidemic  diseases  and  progress  in  pre- 
ventive medicine  the  number  of  aged  that 
deserve  careful  medical  attention  is  con- 
stantly increasing.  In  colonial  days  the 
age  of  expectancy  was  25  to  35  years,  while 
in  1936  it  had  risen  to  61  years.  Normal 
physiologic  age  is  senescence,  while  abnor- 
mal pathologic  age  is  senility.  The  latter 
is  the  result  of  degenerative  processes  and 
if  the  causative  factor  or  factors  can  be 
eliminated,  it  is  possible  to  maintain  an  in- 
dividual in  a state  of  senescence,  postpon- 
ing for  many  years  the  condition  of  senility. 
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“An  individual  is  as  old  as  his  arteries” 
is  a frequent  quotation,  but  I believe  that 
this  should  be  changed  to — an  individual 
is  as  old  as  his  heart  muscle.  While  the 
heart  beats  there  is  life,  and  one  dies  from 
failure  of  the  heart,  whether  it  be  from 
trauma,  infection,  or  degeneration.  Wil- 
lius,  in  an  examination  of  700  persons  be- 
tween the  ages  of  75  and  96,  found  that  45 
per  cent  had  no  clinical  evidence  of  heart 
disease,  but,  he  states,  “often  the  heart  fails 
with  little  previous  evidence  of  myocardial 
disease  and  with  little  of  the  usual  picture 
of  congestive  heart  disease.”  Electrocard- 
iographic tracings  show  no  constant 
changes  but  brown  atrophy  of  the  heart 
muscle  is  a well  recognized  finding  in  au- 
topsies on  the  aged,  and  in  my  experience 
the  cardiorespiratory  test  of  Frost  almost 
invariably  denotes  myocardial  weakness. 
By  conserving  the  heart  muscle  it  is  pos- 
sible to  prolong  the  life  of  many  of  these 
patients,  who  if  left  to  their  own  resources 
would  suffer  from  heart  strain  and  early 
death.  Death  may  be  due  to  an  acute  in- 
fection, to  trauma,  or  to  coronary  throm- 
bosis, but  even  in  the  latter  condition,  by 
careful  regulation  of  their  daily  lives  it  is 
possible  for  such  patients  to  live  in  com- 
fort for  many  years.  What  can  be  accom- 
plished is  evidenced  by  the  following  case 
reports. 

CASE  NO.  1 

A.  B.,  was  seen  first  in  1912  at  the  age  of  70 
years  with  hypertensive  heart  disease  and  dilata- 
tion; pulmonary  edema  and  congestive  nephritis. 
Withdrawal  from  business,  installation  of  an  ele- 
vator in  his  home  and  rest  resulted  in  complete  car- 
diac compensation.  Death  finally  resulted  from 
coronary  thi’ombosis  at  the  age  of  90. 

CASE  NO.  2 

Miss  F.,  aged  51  years  when  first  seen  in  1915, 
had  angina  pectoris  and  definite  evidence  of  car- 
diac failure  from  hypertensive  heart  disease.  She 
still  has  hypertension  but  is  living  at  the  age  of  79 
years  with  no  cardiac  symptoms,  although  she  has 
to  live  a very  much  restricted  life. 

CASE  NO.  3 

Dr.  A.  L.  M.  had  coronary  thrombosis  with  cere- 
bral embolus  in  1919  at  the  age  of  56.  After  re- 
tiring from  active  work  and  restriction  of  activi- 
ties, he  lived  a fairly  comfortable  life  until  his 


death  from  bronchopneumonia  in  1939  at  the  age 
of  75. 

Pepper  has  called  attention  to  the  tran- 
sient lowering  of  blood  pressure  in  produc- 
ing thrombosis  not  only  in  the  coronary 
arteries,  but  also  in  the  cerebral  and  vis- 
ceral arteries.  Therefore,  inasmuch  as 
arteriosclerosis  with  hypertension  is  a fre- 
quent accompaniment  of  old  age,  it  is  well 
to  bear  in  mind  that  artificial  lowering  of 
systolic  blood  pressure  by  nitrites  or  other 
similar  acting  drugs  may  be  followed  by 
serious  consequences.  A patient  with 
atheromatous  arteries  requires  a greater 
pressure  to  maintain  adequate  circulation 
than  a normal  one,  and  in  such  an  indi- 
vidual a systolic  blood  pressure  as  high  as 
210  mm.  of  mercury  must  be  considered 
normal.  I recall  instances  in  my  early  prac- 
tice of  acute  congestive  nephritis,  the  re- 
sult of  such  procedures.  On  the  other 
hand,  a systolic  blood  pressure  of  240  or 
250  can  easily  result  in  cerebral  hemor- 
rhage, and  all  exciting  causes  of  high  blood 
pressure  should  be  eliminated  from  the 
daily  life  of  the  patient.  Not  the  least  of 
these  is  the  absorption  of  intestinal  toxins, 
notably  tyramin,  so  careful  attention  to  the 
diet  and  elimination  is  most  important. 

Many  of  the  aged  suffer  from  constipa- 
tion, and  diverticulosis  of  the  colon  is  a 
common  finding  in  these  persons;  I can- 
not too  strongly  urge  a constant  attention 
to  free  elimination  from  the  intestinal  tract. 
Strong  cathartics  are  not  well  tolerated  by 
the  aged  and  fatal  collapse  may  result  from 
their  use.  Agar  agar,  mineral  oil  and  the 
formation  of  a habit  of  routine  bowel  evacu- 
ation by  the  assistance  of  glycerine  suppos- 
itories, or  small  enemata  often  can  over- 
come many  years  of  constipation. 

Fecal  impaction  in  the  rectum  is  a fre- 
quent occurrence  in  the  aged  and  may  be 
masked  by  a diarrhea.  It  seems  to  me  that 
this  is  more  frequent  since  the  large  con- 
sumption of  bran,  but  I have  no  statistics 
to  confirm  this  belief.  An  enema  of  perox- 
ide of  hydrogen  followed  by  an  oil  enema, 
and  later  by  a soap  suds  enema  often  ob- 
viates the  necessity  of  digital  or  instru- 
mental removal  of  the  impaction. 
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RESPIRATORY  DISEASES 

Nearly  all  of  these  patients  suffer  from 
bronchiectasis,  the  relief  of  which  has  been 
greatly  aided  by  the  instillation  of  lipiodol, 
but  I cannot  too  strongly  advocate  the  di- 
rect introduction  of  the  lipiodol  through  a 
laryngeal  syringe,  rather  than  by  other  me- 
thods. 

Pneumonia,  often  called  the  friend  of  the 
aged,  is  clinically  quite  different  from  the 
same  disease  in  the  middle  aged  or  young. 
It  is  usually  of  the  lobular  type,  often  is  not 
associated  with  fever  or  leukocytosis  and 
the  physical  signs  may  be  hidden  by  an 
emphysema.  An  x-ray  examination  of  the 
chest  will  frequently  establish  the  diagnosis, 
and  in  such  instances  I have  observed  the 
beneficial  effects  of  diathermy  treatments 
through  the  affected  area.  In  this  connec- 
tion it  may  be  well  to  stress  the  frequency 
of  hypostatic  pneumonia  as  a result  of  op- 
eration or  fracture.  In  such  a condition  it 
is  most  important  that  the  patient’s  posi- 
tion should  be  frequently  changed,  while 
confinement  to  the  recumbent  position 
must  be  for  as  short  a time  as  possible.  The 
aged  stand  surgery  well  but  postoperative 
care  to  avoid  hypostatic  pneumonia  is  all 
important. 

It  should  also  be  remembered  that  tuber- 
culosis is  often  found  in  the  aged,  physical 
signs  frequently  being  hidden  by  chronic 
bronchitis,  bronchiectasis,  and  emphysema. 

Many  of  the  aged  show  evidence  of  a low 
thyroid  function  and  thyroid  therapy  will 
often  result  in  marked  clinical  improve- 
ment. 

Paralysis  agitans  and  other  neurologic 
manifestations  of  the  aged  are  beyond  me, 
but  it  is  well  to  bear  in  mind  that  a patient 
with  apparently  senile  dementia  may  be 
suffering  only  from  poor  cerebral  circula- 
tion due  to  myocardial  weakness.  Cardiac 
stimulation  with  restriction  of  physical  ex- 
ertion may  completely  relieve  the  condition. 
Barbiturates  taken  over  even  a short  pe- 
riod of  time  may  also  simulate  senile  de- 
mentia, and  should  be  administered  to  the 
aged  with  caution.  An  undue  lowering  of 
the  blood  pressure  in  an  arteriosclerotic 


patient  may  also  result  in  symptoms  of 
senile  dementia. 

URINARY  SYSTEM 

Musser  and  Phillips  found  a definite 
renal  deficiency  in  70  per  cent  of  patients 
over  70  years  of  age,  and  irritation  of  the 
kidneys  should  be  constantly  avoided.  As- 
cending infection  from  an  infected  bladder, 
however,  is  a frequent  incidence  and  treat- 
ment by  the  urologist  for  an  infected  blad- 
der, whether  from  an  hypertrophied  pros- 
tate in  the  male,  or  from  a cystocele  in  the 
female,  should  be  insisted  upon. 

DIGESTIVE  SYSTEM 

Severe  abdominal  catastrophies  may  oc- 
cur in  the  aged  with  little  or  no  pain.  Rup- 
ture of  a large  gall  stone  into  the  intestine 
has  often  been  observed  unassociated  with 
pain,  and  only  manifested  later  by  intes- 
tinal obstruction.  Volvulus  and  diverticu- 
litis with  or  without  obstruction  may  also 
occur  with  very  little  pain  and  no  leuko- 
cytosis. As  Sir  Humphrey  Rolleston  stated  : 
“The  organs  suffer  in  silence  without  any 
local  or  general  disturbance  though  col- 
lapse may  occur.” 

DERMAL  MANIFESTATIONS 

Keratoses  are  very  apt  to  appear,  espec- 
ially in  those  exposed  to  the  sun,  with  sub- 
sequent development  of  epitheliomata.  I 
can  state  from  personal  experience  that  if 
the  initial  keratosis  is  protected  from  the 
sun’s  rays  by  Z.  0.  plaster,  or  gloves,  it  will 
probably  disappear  before  any  tendency  to 
epithelioma  develops. 

One  aspect  of  the  eternal  desire  for 
youth  is  the  effort  to  maintain  the  appear- 
ance of  youth.  At  what  age  will  men  and 
women  admit  that  they  are  old  enough  to 
have  bodily,  or  mental  ailments  needing 
treatment  by  a geriatrist;  how  long  will  a 
man  or  woman  consciously  or  unconscious- 
ly postpone  the  day  of  seeking  advice  from 
a specialist  in  decrepitude?  There  will  be 
no  need  for  specialists  in  geriatrics  when 
the  general  practitioners  begin  to  give  the 
same  attention  to  the  ailments  of  the  aged 
that  they  give  to  younger  patients.  Let  us 
be  sympathetic  and  optimistic  with  our  old 
patients,  our  reward  being  improvement 
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of  their  general  condition  with  fairly  com- 
fortable prolongation  of  life.  They  are  ex- 
tremely grateful  for  any  attention  and  are 
less  exacting  than  the  younger  or  middle 
aged. 

SUMMARY 

1.  The  aged  present  many  interesting 
features  for  investigative  medicine. 

2.  The  aged  deserve  more  careful  and 
routine  observation  than  is  usually  given 
them. 

3.  By  careful,  optimistic  regulation  of 
the  daily  life  of  the  aged  many  years  of 
comfort  and  happiness  may  be  bestowed 
upon  them. 

• o 

SURGERY  IN  THE  AGED 

ISIDORE  COHN,  M.  D.f 
New  Orleans 

Since  the  dawn  of  civilization,  history 
has  recorded  changing  attitudes  toward  the 
aged.  Physicians  in  all  times  have  ex- 
pressed opinions  with  reference  to  manage- 
ment of  disease  in  the  older  group.  In  1665, 
John  Smith  published  a small  monograph 
entitled  “A  Pour  Tract  of  Old  Age.”  “.Let 
none  give  over  their  patients  when  they  be- 
come overburdened  with  infirmities  of  age, 
as  though  they  were  altogether  incapable 
of  having  any  good  done  unto  them.  Those 
that  are  negligent  towards  their  ancient 
friends,  are  very  near  of  kin  to  those  in- 
human barbarians  and  Americans  who  kill 
and  devour  them.” 

With  the  ever  increasing  division  of 
medicine  into  specialties  and  the  demand 
for  greater  knowledge  of  each  one,  we  find 
in  1914  Nascher  coining  the  word  “geri- 
atrics” with  a view  of  considering  the 
management  of  the  aged  as  a definite 
specialty.  Since  that  time,  the  literature  of 
all  branches  of  medicine  has  had  an  in- 
creasing number  of  presentations  devoted 
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to  this  subject.  The  history  of  the  develop- 
ment of  geriatrics  is  interesting,  but  only 
those  phases  which  have  to  do  with  the 
question  of  its  evolution  in  so  far  as  sur- 
gery is  to  be  applied  to  the  aged,  concern 
this  particular  presentation. 

Before  undertaking  a discussion  of  geri- 
atrics from  any  standpoint,  we  must  see 
what  theories  have  been  evolved  with  refer- 
ence to  the  aging  process. 

In  1839,  Carl  Canstatt  stated  that  “aging 
was  the  death  of  individual  cells,  that  is,  so 
much  molecular  death  of  the  organism 
which  was  not  replaced.” 

In  1928,  A.  S.  Warthin  in  the  Carpenter 
Lecture  before  the  New  York  Academy  of 
Medicine,  expressed  practically  the  same 
view.  His  hypothesis  is  “old  age  is  to  be 
considered  as  a normal,  major  evolution, 
and  not  as  a pathologic  process.”  Warthin 
divided  the  life  of  man  into  three  parts — 
evolution,  maturity,  and  involution.  Ac- 
cording to  Warthin : “It  is  the  story  of  a 
living  multicellular  organism,  a chemical 
physical  machine;  transforming,  storing, 
and  releasing  energy,  capable  of  building 
up  and  restoring  its  own  substance,  and  re- 
pairing its  wear  and  tear  damage  within 
certain  bounds,  but  only  for  a limited  pe- 
riod of  time.” 

Simply  put,  the  theory  represents  the 
human  organism  as  capable  of  growth,  re- 
pair and  decay.  The  rapidity  with  which 
decay  or  involution  processes  begin  is  not 
dependent  entirely  on  chronology,  but  it 
is  increased  by  insult  to  the  organism 
through  disease  contracted,  and  by  methods 
of  living. 

Old  age  has  been  variously  defined. 
Phelps  says,  “When  a man’s  mind  is  filled 
with  theories  and  reminiscences  instead 
of  anticipation,  then  he  is  growing  old.” 

A letter  written  by  a lady  to  her  pastor 
expresses  very  well  the  differences  between 
the  aging  process  and  chronology:  “This 
is  an  old  lady  writing  to  you.  At  least,  the 
house  she  lives  in  is  eighty-two.  Consider- 
ing its  age,  the  house  is  in  thoroughly  good 
repair,  though  I don’t  think  it  looks  quite 
as  well  as  it  did  fifty  years  ago.  I have 
neglected  to  keep  it  painted,  as  so  many 
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women  of  this  generation  do.  To  tell  the 
truth,  I have  been  spending  my  time  on 
interior  decorations.  The  windows  I look 
out  of  are  fairly  clear,  and  I am  glad  to 
tell  you,  I have  a reliable  tenant  in  the 
upper  story.” 

This  is  a rather  familiar  experience  to 
the  surgeon.  It  is  the  condition  of  the 
patient,  rather  than  the  age,  which  is  the 
determining  factor  in  operative  mortality 
on  the  aged.  Surgery  in  the  aged  is  com- 
plicated by  past  experiences  to  which  the 
body  has  been  subjected.  Considering  the 
subject  of  surgery  in  the  aged,  it  must 
be  remembered  that  there  are  only  a few 
diseases  not  noticed  in  this  group.  The  ap- 
proach to  the  management  of  the  aged, 
when  surgery  is  indicated,  demands  a most 
scrupulous  survey  of  the  individual's  re- 
serve power.  Statistics  indicate  that  there 
has  been  a definite  increase  in  the  length 
of  life.  From  necessity,  changes  in  the  age 
composition  of  the  population  alters  surgi- 
cal indications,  as  advancing  years  are  as- 
sociated with  certain  groups  of  diseases, 
not  regularly  found  in  younger  groups. 

Statistics  indicate  that  the  life  expec- 
tancy in  the  United  States  has  changed  re- 
markably in  the  last  century.  In  1850,  the 
life  expectancy  for  white  males  was  about 
39  years.  By  1930  the  average  duration 
of  life  had  increased  to  nearly  59  years.  In 
1850  the  total  population  of  the  United 
States  was  about  23,000,000.  Of  this  num- 
ber less  than  1,500,000  reached  the  period 
between  50  and  64,  and  only  six-tenths  of  a 
million  were  over  65  years  of  age.  In  1930, 
of  a total  population  of  nearly  123,000,000, 
14,000,000  reached  the  ages  of  50  to  64,  and 
6,600,000  were  65  and  over.  In  other  words, 
in  1850,  the  population  between  50  and  64 
was  6 per  cent.  In  1900,  this  had  increased 
to  9 per  cent,  and  by  1930,  the  percentage 
of  the  population  between  50  and  64  years 
of  age  had  reached  11  per  cent.  The  in- 
crease in  population  over  65  had  advanced 
between  1850  and  1930,  from  2 per  cent  to 
5 per  cent. 

Thompson,  from  the  Mayo  Clinic,  re- 
ported 1200  patients  more  than  50  years  of 


age  on  whom  he  had  done  transurethral 
prostatic  resections:  87.6  per  cent  of  the 
patients  were  between  70  and  79  years;  9.6 
per  cent  were  between  80  and  84.  Of  the 
1200  cases,  only  20  patients  died  while  in 
the  hospital;  that  is,  a percentage  of  1.6. 
Morton,  Bailey,  and  Barney  Brooks  have 
reported  on  their  experiences  in  operations 
on  patients  between  60  and  70  years  of  age, 
and  their  reports  do  not  indicate  that  there 
is  any  truth  in  the  popular  belief  that  ad- 
vanced age  is  a contraindication  for  the 
employment  of  operative  treatment  of  the 
aged.  Recently,  J.  Bayard  Clark  of  New 
York  reported  having  done  a suprapubic 
prostatectomy  on  a man  110  years  of  age. 
The  patient  was  living  and  apparently  com- 
fortable one  year  after  the  operation. 

It  is  wise  for  us  to  accept  as  an  attitude 
that  no  patient  is  so  old  that  he  should  be 
condemned  to  invalidism  because  of  his  age. 
One  does  not  know  how  many  years  the 
individual  may  survive  in  comparative  com- 
fort. With  the  increasing  number  of  the 
population  reaching  a higher  age  limit,  a 
greater  proportion  of  the  population  enters 
the  cancer  age ; more  genito-urinary  condi- 
tions, particularly  prostatics,  need  surgery ; 
more  diabetics  with  arteriosclerosis;  more 
cases  of  gallbladder  disease,  and  in  women, 
more  cancers  of  the  breast  must  be  treated. 

The  increasing  facilities  for  obtaining  in- 
formation with  reference  to  the  reserve 
power  of  the  individual  has  increased  the 
safety  of  surgery  for  the  aged.  One  does 
not  approach,  at  the  present  time,  the  pros- 
tatic, the  fractured  hip,  the  aged  diabetic 
with  gangrene,  and  the  other  common  sur- 
gical conditions  with  the  same  misgivings 
that  he  approached  these  same  cases  twenty 
years  ago. 

As  long  ago  as  1933,  I presented  certain 
observations  on  urgent  surgery  in  the  aged. 
Many  of  the  conclusions  at  which  I arrived 
at  that  time,  I believe  in  as  firmly  now  as 
I did  then.  All  who  have  written  on  the 
subject  of  surgery  in  the  aged  have 
stressed  the  importance  of  proper  preopera- 
tive preparation,  the  proper  selection  of  the 
anesthetic  and  the  anesthetist,  and  the  need 
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for  the  application  of  surgical  judgment 
and  gentleness  in  handling.  Surgery  in  the 
aged  requires  attention  to  certain  details, 
even  more  meticulously  than  in  the  average 
adult  patient.  Of  necessity,  it  requires 
careful  study  of  the  patient’s  reserve  power 
before  operating.  This  means  that  the  pa- 
tient should  be  in  the  hospital  under  ob- 
servation for  a longer  period  than  the  or- 
dinary elective  operation  in  a young  adult. 
A more  detailed  investigation  of  the  pa- 
tient by  means  of  blood  chemistry,  particu- 
larly liver  function  tests;  kidney  function 
tests;  electrocardiograms;  and  a careful 
elimination  of  oral  infection  to  decrease  the 
probability  of  a spread  to  the  respiratory 
tract,  is  indicated  in  the  aged.  In  the 
male,  it  is  particularly  important  to  in- 
vestigate whether  the  patient  has  a pros- 
tatic hypertrophy  before  any  elective  oper- 
ation is  done.  By  observing  this  last 
precaution,  the  danger  of  having  difficulty 
passing  a catheter  after  operation  may  be 
avoided. 

CHOICE  OF  ANESTHETIC 

The  selection  of  the  anesthetic  in  the 
aged  is  particularly  important;  however,  I 
believe  it  is  more  important  to  be  certain 
that  one  avails  himself  of  the  services  of 
an  expert  anesthetist.  Failure  to  select  the 
proper  anesthetic,  failure  to  have  the  anes- 
thetic which  is  given,  given  with  as  much 
expertness  as  is  possible,  may  be  a deter- 
mining factor  against  the  aged  patient. 
Care  must  be  exercised  that  as  accurate  a 
diagnosis  before  hand  be  made  as  possible. 
Prolonged  exploratory  procedures  and  un- 
necessary operative  procedures  add  to  the 
risk  in  the  aged  patient.  Nowhere  is  di- 
rectness of  approach,  knowledge  of  anat- 
omy, gentleness  of  handling,  and  the  adop- 
tion of  a minimum  amount  of  procedure 
which  will  adequately  correct  the  disability, 
more  necessary  than  in  the  aged.  Time 
saved,  not  by  prize-ring  tactics,  but  by 
skillful  performance  in  as  short  a period 
of  time  commensurate  with  safety,  is  indi- 
cated in  surgery  applied  to  the  aged. 

Recently  Fred  Rankin  concluded  as  fol- 
lows with  reference  to  this  subject:  “Much 


evidence  has  accumulated  to  show  that  el- 
derly people  tolerate  surgery  surprisingly 
well.  Careful  preoperative  investigation 
and  preparation  are  of  vital  importance  in 
the  success  of  surgery  in  these  people.  Upon 
surgical  judgment  depends  the  matter  of 
when,  what,  and  how  much  to  do.  Post- 
operative care  must  be  as  meticulous  as  the 
preoperative  preparation  in  order  to  fore- 
stall complications  wherever  possible.” 

SUMMARY 

Urgent  surgery  in  the  aged  differs  in 
many  respects  from  similar  surgery  in 
young  people.  Surgery  in  the  aged  calls 
for  the  application  of  a combination  of 
technic  and  judgment.  Age  is  bound  to  be 
associated  with  certain  organic  changes 
which  diminish  the  body  reserve  and  re- 
sistance. Approach  to  surgical  problems 
demands  as  nearly  an  accurate  survey  as 
possible,  so  that  surgical  intervention  will 
be  attended  by  a minimum  risk.  In  the 
operating  room,  lost  motion,  either  from 
lack  of  preparation  for  contingencies  or  in- 
decision, is  inexcusable.  Surgical  consulta- 
tions at  the  operating  table  are  usually  ill- 
advised  and  time  consuming.  They  are 
usually  harmful  to  the  patient. 

Surgery  in  the  aged  is  often  delayed  too 
long.  With  proper  preoperative  investiga- 
tion, proper  preoperative  preparation,  and 
careful  selection  of  the  anesthetic  and  the 
anesthetist,  the  average  aged  individual  can 
be  operated  on  with  relative  safety.  Insulin, 
the  proper  use  of  glucose,  and  in  the  near 
future,  the  use  of  heparin,  increase  the 
safety  of  surgery  in  the  aged.  Above  all,  if 
one  will  have  as  a guiding  thought  for  him- 
self, that  no  one  is  so  old  that  he  must  be 
presumed  beyond  the  possibility  of  avoid- 
ing permanent  invalidism,  then  more  sur- 
gery will  be  done  intelligently,  and  the  mor- 
tality rate  diminished. 

After  all,  our  point  of  view  is  bound  to 
change.  What  is  youth  to  one  is  age  to 
another,  and  what  is  age  to  one  is  compara- 
tive early  life  to  another.  After  all  then, 
we  must  realize  that  with  a definite  length- 
ening of  the  span  of  human  life,  there  are 
increasing  demands  for  safe  surgery  in 
those  reaching  the  autumn  of  life. 
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MEDICINE  AS  A VOCATION 

SHIRLEY  C.  LYONS,  M.  D. 

New  Orleans 

The  practice  of  medicine  must  be  viewed, 
first,  in  its  large  aspects  of  service  to  hu- 
manity, and  secondly,  in  its  opportunities 
for  financial  and  social  reward.  One  con- 
templating medicine  as  a career  must  be  an 
idealist,  an  individualist.  He  must  be  kind, 
sympathetic,  bold  to  a certain  degree,  and 
at  the  same  time  possessive  of  a sense  of 
humility;  and,  with  it  all,  he  must  possess 
a sincere  desire  to  help  and  understand  suf- 
fering humanity. 

First,  let  us  consider  a few  facts  regard- 
ing the  number  of  physicians  now  in  the 
field,  the  number  of  students  in  medical 
schools,  and  the  average  income  of  physi- 
cians. In  1935,  the  77  medical  schools  grad- 
uated 5,101  students.  Considering  that  the 
average  death  rate  among  physicians  is 
3,500  per  year,  this  leaves,  on  the  present 
basis,  an  increase  of  approximately  2,000 
physicians  each  year.  The  average  age  at 
death  among  physicians  is  64  years.  The 
average  number  of  years  of  active  practice 
is  37.  The  number  of  physicians  in  active 
practice  in  the  United  States,  in  1934,  ac- 
cording to  the  American  Medical  Associa- 
tion Directory,  was  161,359.  The  average 
income  of  private  practitioners  is  $5,467, 
while  that  of  salaried  physicians  is  $4,524. 
It  is  estimated  that  the  cost  of  conducting 
a medical  practice  is  40  per  cent  of  the  gross 
income ; for  example,  if  a physician  is  mak- 
ing a total  of  $5,000  per  year,  he  must  de- 
duct 40  per  cent  of  that  for  operating  ex- 
penses, leaving  him  a net  income  of  $3,000. 

The  average  physician  beginning  practice 
at  the  age  of  28  is  estimated  to  require  about 
seven  or  eight  years  to  become  established. 
He  reaches  the  peak  of  his  income  from  the 
seventeenth  to  eighteenth  years,  after  which 
the  income  declines,  until  in  the  twenty- 
fifth  year  of  practice  it  is  approximately 
the  same  as  that  of  the  eighth  year.  It  is 
estimated  that  7 per  cent  of  the  total  of 
medical  service  rendered  is  free.  The  medi- 
an gross  income  for  physicians  is  highest  in 
cities  between  25,000  and  50,000  population, 
where  it  is  $9,308;  thus,  for  the  average 


physician  the  medium  sized  city  offers  the 
best  opportunities  for  an  adequate  income. 
We  wish  to  call  to  your  attention  the  fact 
that  for  every  physician  with  a net  income 
of  over  $10,000  there  are  two  who  receive 
a net  income  of  less  than  $2,500. 

The  preparation  required  in  order  to  be- 
come a physician  is  as  follows:  A diploma 
from  a recognized  high  school,  three  years 
of  pre-medical  work  in  college,  four  years 
of  medicine,  one  to  two  years  of  internship, 
all  of  which  is  completed  by  the  average  boy 
or  girl  at  the  age  of  25.  After  the  intern- 
ship, there  should  be  one  to  four  years  of 
postgraduate  study,  which  brings  the  aver- 
age individual  to  the  age  of  30  before 
launching  on  his  career.  During  this  pe- 
riod, there  is  an  investment  of  at  least  seven 
years  in  college,  costing  from  $7,000  to  $10,- 
000,  and  one  or  two  years  of  internship, 
costing  about  $2,000.  The  total  cost  or  in- 
vestment, therefore,  is  approximately  $12,- 
000.  In  our  own  city,  New  Orleans,  Louis- 
iana, Tulane  University  requires  three  years 
of  pre-medical  work,  at  an  average  cost  of 
$300  per  year.  The  total  cost  of  the  four 
years  of  medical  school  is  around  $2,188. 
These  amounts,  however,  represent  only  the 
tuition  and  laboratory  fees,  and  do  not  in- 
clude the  cost  of  books,  instruments,  and 
other  materials,  which  add  to  the  total 
amount  considerably.  Louisiana  State  Uni- 
versity also  requires  three  years  of  pre- 
medical study.  For  a resident  of  Louisiana, 
the  cost  of  pre-medical  education  ranges 
from  $327  to  $580  per  year  for  men  stu- 
dents, and  includes  fees,  books,  room  and 
board,  and  other  incidental  expenses.  The 
cost  is  slightly  higher  for  women  students. 
Students  from  out  of  the  State  have  to  pay 
an  additional  sum  of  about  $60  per  year. 
For  the  four  years  of  medical  school,  a resi- 
dent of  Louisiana  pays  a fee  of  $137  per 
year,  in  addition  to  which  there  is  an  ap- 
proximate cost  of  $85  per  year  for  books 
and  materials.  For  the  first  year  of  medi- 
cine we  must  add  the  cost  of  a microscope 
which  is  about  $157.50.  Board  ranges 
around  $35  per  month  up.  Students  from 
out  of  the  State  must  pay  a tuition  fee  of 
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$400  per  year  in  addition  to  the  other  ex- 
penses listed  above. 

It  is  believed  that  with  careful  planning 
and  strict  attention  to  his  practice  a phy- 
sician should  be  able  to  make  ends  meet  af- 
ter two  years  in  practice,  and  should  be 
comfortably  established  within  seven  to 
eight  years.  The  successful  physician  is 
more  or  less  a slave  to  his  profession  and  to 
the  general  public.  He  has  little  or  no  time 
that  he  may  call  his  own.  He  is  summoned 
from  his  family,  from  social  obligations, 
at  any  and  all  times.  Each  patient  feels 
that  he  is  the  physician’s  only  obligation, 
and  it  is  seldom  that  a patient  stops  to 
consider  the  physician’s  viewpoint  when 
he  places  a call  at  10  or  12  o’clock  at 
night,  or  even  in  the  early  morning  hours, 
when  this  call  might  easily  have  been  placed 
in  the  late  afternoon  or  early  evening.  The 
same  thing  applies  to  many  so-called  “ur- 
gent” calls,  which  often  means  that  the  phy- 
sician must  respond  at  inconvenient  times 
to  an  illness  of  hours  or  even  days  duration. 

A physician  must  be  sound  physically  and 
mentally.  You  can  realize  what  a great 
handicap  it  is  to  a physician  who  enters  the 
profession  with  a physical  impairment. 
Any  boy  contemplating  medicine  as  a ca- 
reer should  begin  to  discipline  himself  early 
in  abstaining  totally  from  alcohol.  There  is 
no  place  for  indulgence  of  this  sort  in  a doc- 
tor’s life.  In  compensation  for  the  degree  of 
perfection  required  of  a physician,  I feel 
free  to  say  that  the  average  doctor  works 
under  conditions  that  are  more  or  less  above 
the  average  for  any  other  profession.  It  has 
been  recommended  that  the  following  points 
be  given  careful  consideration  by  one  enter- 
ing the  medical  profession : A balanced  emo- 
tional life,  a resolute  will,  good  breeding, 
good  taste,  agreeable  behavior,  tact,  and 
last  but  not  least,  a financial  standing  which 
will  not  cause  him  to  be  too  hard-pressed  at 
every  turn. 

Reviewing  the  records  of  students  in  the 
medical  school  of  a certain  university  in  an 
attempt  to  study  the  occupations  of  these 
students’  fathers,  it  was  found  that  out  of  a 
class  of  458,  only  82  students  had  fathers 
who  were  physicians.  This  a percentage  of 


17.9.  In  another  university,  out  of  401,  only 
49  students  had  fathers  who  were  physi- 
cians. This  is  a percentage  of  12.2.  It  is  ob- 
vious from  this  study  that  it  is  not  neces- 
sary for  one  to  come  from  a family  of  phy- 
sicians in  order  to  be  successful  as  a physi- 
cian. It  is  not  necesary  to  be  financially  in- 
dependent in  order  to  study  medicine,  but 
a reasonable  amount  of  financial  backing 
is  highly  desirous. 

In  submitting  a questionnaire  to  several 
established  physicians,  asking  them  what 
prompted  the  study  of  medicine,  I believe  the 
following  reply  to  be  a fairly  satisfactory 
explanation : “My  father  was  a farmer.  I 
took  up  the  study  of  medicine  because  of  the 
appeal  of  the  sensational  and  spectacular 
impression  I had  of  medicine  and  its  prac- 
tice, especially  that  of  surgery.  Like  most 
all  other  young  men  entering  medicine,  my 
ambition  was  to  be  an  operating  surgeon. 
I am  glad  that  after  a few  years  in  practice 
and  graduate  study  I became  interested  in 
medicine  from  an  entirely  different  stand- 
point and  with  an  entirely  different  objec- 
tive, viz.,  humanitarian  and  helpful  service 
to  others.”  Many  replied  that  they  were  in- 
spired by  their  local  family  physician. 

After  one  has  entered  into  the  sphere  of 
medicine,  there  are  many  opportunities 
which  present  themselves,  such  as,  private 
practice,  various  specialties,  teaching,  re- 
search work,  public  health  work  or  state 
health  work.  I can  say  without  fear  of  con- 
tradiction that  there  is  no  other  profession 
that  offers  a greater  future  in  giving  serv- 
ice to  humanity  than  medicine.  Success,  es- 
pecially in  medicine,  is  a factor  dependent 
on  the  individual,  and  to  forecast  success  or 
failure  in  an  individual  is  illadvised.  I 
might  add,  however,  that  the  competition  is 
extremely  keen,  incomes  greatly  reduced, 
and  rewards  are  diminishing;  also,  the  pro- 
fession is  becoming  less  alluring  to  those 
who  enter  it  with  primarily  economic  mo- 
tives. Opportunities  still  exist,  however,  for 
the  person  who  desires  first  to  be  a physi- 
cian, and  regards  financial  success  as  a 
secondary,  although  necessary,  considera- 
tion. Success  in  medicine  demands  more 
than  ordinary  understanding  of  human  na- 
ture and  sympathy  with  its  failings. 
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RECONSTRUCTION  OPERATIONS  FOR 

FRACTURE  OF  THE  NECK  OF  THE 
FEMUR  WITH  NON-UNION* 

RUFUS  H.  ALLDREDGE,  M.  D.f 
New  Orleans 

The  fundamental  purpose  of  this  paper 
is  to  stimulate  further  interest  in  the  op- 
erative treatment  of  non-union  of  the  neck 
of  the  femur  and  to  point  out  the  necessity 
of  individualizing  each  case  according  to 
the  general  and  local  conditions  present. 

Renewed  interest  in  the  treatment  of 
fresh  fractures  of  the  neck  of  the  femur  in 
recent  years  has  resulted  in  a simultaneous 
interest  in  management  of  non-union  fol- 
lowing these  cases.  In  this  connection  it 
would  be  of  some  interest  to  trace  briefly 
the  evolution  of  the  treatment  of  fracture 
of  the  neck  of  the  femur. 

According  to  Orr,1  Nicholaysen,  in  1897, 
treated  fractures  of  the  hip  with  pins  and 
obtained  good  results.  His  technic,  Orr  said, 
differed  little  from  that  of  the  present  day. 
Orr  also  stated  that  E.  G.  Davis  of  Phila- 
delphia, as  early  as  1900,  advocated  the  use 
of  wood  screws  in  these  cases  and  obtained 
good  results.  Despite  the  work  of  these  pio- 
neers, fracture  of  the  hip  was  generally 
neglected  and  non-union  usually  resulted  un- 
til Royal  Whitman  proved  without  a doubt 
that  fractures  of  the  hip  were  amenable  to 
treatment.  Whitman’s  method  of  closed 
reduction  and  fixation  in  the  abduction 
plaster  became  a standard  method  of  treat- 
ment for  many  years.  Solid  bony  union  was 
reported  from  this  method  of  treatment  in 
from  15  per  cent  to  65  per  cent  of  the  cases. 

E.  D.  Martin2  began  using  wood  screws 
for  internal  fixation  in  1920.  Smith-Peter- 
sen’s3  work,  started  in  1925  and  published 
in  1931,  resulted  in  the  universal  populari- 
zation of  internal  fixation  for  fresh  frac- 
tures. It  is  generally  agreed  at  the  present 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

fFrom  the  Department  of  Surgery,  Division  of 
Orthopedic  Surgery,  Tulane  University  School  of 
Medicine,  and  the  Tulane  Orthopedic  Service  of 
Charity  Hospital  at  New  Orleans. 


time  that  the  use  of  some  type  of  internal 
fixation  is  the  method  of  choice. 

The  Fracture  Committee  of  the  American 
Academy  of  Orthopedic  Surgeons4  recently 
made  a preliminary  report  of  its  investiga- 
tion of  the  results  in  fresh  fractures  of  the 
neck  of  the  femur  in  which  internal  fixa- 
tion was  used.  In  1485  cases  reported  by 
one  hundred  orthopedic  surgeons  between 
1903  and  1938,  11.6  per  cent  non-union  oc- 
curred. The  Smith-Petersen  nail  was  used 
in  most  of  the  cases.  These  figures  may 
later  be  subject  to  change  but  they  indicate 
a decrease  in  the  percentage  of  non-union 
in  cases  properly  treated. 

Not  all  cases  of  fracture  of  the  neck  of 
the  femur  receive  early  treatment  of  this 
type,  and,  it  is  for  this  and  other  reasons 
that  non-union  of  the  femoral  neck  will  be 
a common  condition  for  some  time  to  come. 
It  should  be  remembered  that  aseptic  ne- 
crosis of  the  head  is  an  uncontrollable  fac- 
tor which  may  give  rise  to  poor  results  re- 
gardless of  the  method  used. 

CHOICE  OF  TREATMENT 

There  are  many  factors  which  must  be 
taken  into  consideration  in  making  a de- 
cision in  the  choice  of  treatment  to  be  car- 
ried out  in  any  case  of  non-union  of  the 
neck  of  the  femur.  The  age  of  the  patient, 
the  general  condition  especially  in  regard  to 
the  heart  and  kidneys,  the  amount  and  na- 
ture of  his  activities  and  his  social  status 
should  all  be  carefully  considered.  Also 
of  importance  is  the  amount  of  absorp- 
tion of  the  neck,  the  duration  of  the  non- 
union, the  size  and  condition  of  the  head  of 
the  femur  as  determined  by  x-ray  studies, 
the  condition  of  the  acetabulum,  and  the 
condition  of  all  the  elements  of  the  hip 
joint. 

For  purposes  of  this  discussion  the  man- 
agement of  non-union  of  the  neck  of  the 
femur  may  be  divided  into  four  groups. 

Group  1.  Cases  in  which  the  femoral  neck 
is  approximately  normal  and  the  head  is 
alive. 

Group.  2.  Cases  in  which  there  is  absorp- 
tion of  the  neck  of  the  femur  with  a nor- 
mal or  approximately  normal  head. 
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Group  3.  Cases  in  which  there  is  absorp- 
tion of  the  femoral  neck  and  aseptic  ne- 
crosis of  the  head  of  the  femur. 

Group  4.  Cases  which  are  poor  surgical 
risks  or  in  which  there  are  arthritic  changes 
in  the  joint  with  or  without  absorption  of 
the  head  and  neck. 

Because  the  exact  condition  of  the  head 
and  neck  of  the  femur  is  so  important  in  de- 
termining the  procedure  of  choice,  it  is  im- 
perative that  preoperative  x-rays  be  taken 
in  such  a way  that  the  length  of  the  neck 
and  the  condition  of  the  head  may  be  deter- 
mined as  accurately  as  possible.  For  this 
purpose,  preoperative  x-rays  should  be  tak- 
en in  full  internal  and  external  rotation,  and 
in  abduction  and  adduction.  Only  in  this 
way  can  one  determine  with  any  degree  of 
accuracy  the  amount  of  absorption  which 
has  taken  place  in  the  neck.  For  the  criteria 
as  to  whether  the  head  of  the  femur  is  dead 
or  alive,  the  reader  is  referred  to  the  excel- 
lent article  of  Phemister.5  Time  does  not 
permit  a detailed  elaboration  on  this  point. 
It  must  be  remembered,  however,  that  not 
infrequently  one  may  not  be  able  to  decide 
exactly  which  procedure  is  most  suited  to 
the  particular  case  until  the  hip  joint  is 
opened  and  the  exact  nature  of  the  com- 
ponent structures  of  the  joint  determined 
by  actual  inspection.  Because  of  this,  the 
patient’s  permission  should  be  obtained  to 
perform  the  operation  of  choice  after  the 
hip  joint  is  opened. 

GROUP  1 

CASES  IN  WHICH  THE  NECK  IS  OF  NORMAL  LENGTH 

WITH  NO  RESORPTION  AND  THE  HEAD  VIABLE 

It  is  important  in  this  group  to  follow 
closely  every  patient  with  fracture  of  the 
neck  of  the  femur  while  under  treatment. 
By  the  end  of  three  to  six  months  one  should 
be  able  to  determine  the  success  or  failure 
of  primary  treatment  in  most  cases.  If  there 
is  evidence  of  absorption  at  the  fracture 
site,  resorption  of  the  neck  and  lack  of  evi- 
dence of  bony  union,  one  should  immediate- 
ly extract  the  metal  fixation  and  insert  a 
massive  bone  graft  or  a section  of  the  fibula. 
Internal  fixation  with  metal  of  some  type 
in  addition  to  the  graft  has  been  advocated 
by  some  recent  authors.  The  additional 
metal  fixation  is  said  to  facilitate  early  am- 


bulation so  that  plaster  fixation  is  un- 
necessary. 

Albee6  as  early  as  1913,  described  the  use 
of  the  tibial  bone  graft  peg  for  non-union 
at  the  hip,  and  in  1929  reported  91.7  per 
cent  of  bony  union  by  this  method.  Camp- 
bell7 in  1931  reported  close  to  the  same  per- 
centage of  bony  union  and  in  1932,  in  a 
series  of  ten  cases,  reported  bony  union  in 
100  per  cent  of  the  cases.  Henderson,  using 
the  fibular  graft,  reported  70  per  cent  bony 
union  in  58  cases.  If  these  figures  are  cor- 
rect, and  I do  not  doubt  that  they  are,  the 
results  from  the  bone  graft,  either  the  shaft 
of  the  fibula  or  the  massive  graft  from  the 
tibial  crest,  results  in  practically  as  high  a 
percentage  of  bony  union  as  in  the  cases  of 
'fresh  fractures  treated  by  the  best  methods 
with  which  we  are  familiar.  These  results 
have  led  Albee  to  recommend  the  use  of  the 
autogenous  tibial  bone  graft  peg  in  all  suit- 
able cases  of  fresh  fractures  of  the  central 
portion  of  the  neck  of  the  femur,  reserving 
the  manipulative  methods,  the  Smith-Peter- 
sen  nail,  wires,  screws,  and  other  metals  for 
those  cases  in  which  open  reduction  of  the 
hip  joint  is  not  considered  wise.  In  short, 
it  may  be  said  that  the  bone  graft  operation 
is  the  method  of  choice  in  all  cases  of  non- 
union in  any  portion  of  the  neck  when  the 
neck  is  unabsorbed  and  the  head  fragment 
is  viable  and  of  sufficient  length  to  receive 
the  graft. 

GROUP  2 

CASES  IN  WHICH  THERE  IS  RESORPTION  OF  THE 
NECK  OF  THE  FEMUR  AND  VIABLE 
FEMORAL  HEAD 

In  this  group  of  cases  the  neck  has  under- 
gone resorption  and  even  if  union  of  the 
fragments  could  be  brought  about,  the  ab- 
normal mechanics  due  to  loss  of  the  neck 
would  give  undesirable  results.  Attempts  to 
bring  about  direct  union  is,  therefore,  not 
advisable.  The  normal  femoral  head  should 
and  can  be  utilized  to  the  patient’s  advan- 
tage. When  this  state  of  affairs  exists,  there 
are  three  operations  at  the  surgeon’s  dis- 
posal. They  are : Brackett’s  reconstruction 
operation,  the  Magnuson  modification  of 
Brackett’s  operation,  and  Luck’s  operation. 
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Fig.  1.  Brackett’s  reconstruction  operation,  indi- 
cated in  cases  having  resorption  of  the  femoral 
neck  and  a viable  head. 


Brackett’ss  operation  represents  the  orig- 
inal attempt  to  restore  union  between  the 
upper  shaft  of  the  femur  and  the  femoral 
head  when  the  neck  is  absent.  The  abductor 
muscles  are  removed  from  the  trochanter, 
the  tip  of  the  trochanter  is  removed  and 
discarded,  the  head  is  hollowed  out,  and  the 
upper  inner  aspect  of  the  femoral  shaft  is 
freshened  and  inserted  into  the  hollowed- 
out  head.  The  abductor  muscles  are  reat- 
tached lower  down  on  the  shaft  of  the  femur 
with  the  hip  in  abduction.  Apposition  of  the 
fragments  is  maintained  by  immobilization 
in  plaster.  The  results  of  this  operation  have 
been  reported  as  being  favorable  and  it  is 
indicated  especially  in  young  people. 


Fig.  2.  Magnuson’s  modification  of  Brackett’s 
operation. 


Magnuson’s9  modification  of  Brackett’s 
operation  has  given  excellent  results  in  the 
originator’s  hands.  Magnuson  reports  that 
he  has  performed  this  operation  on  fresh 
fractures  as  well  as  on  cases  of  non-union, 
with  equally  gratifying  results.  In  this  op- 
eration the  head  is  hollowed  out,  the  neck 
reshaped  and  the  trochanter  with  the  ab- 


ductor muscles  transplanted  downward  on 
the  shaft  of  the  femur.  The  reshaped  neck 
is  put  into  the  hollowed-out  head  and  fixa- 
tion is  brought  about  by  immobilization  in 
plaster. 


Fig.  3.  Luck’s  reconstruction  operation,  indi- 
cated in  cases  having  resorption  of  the  femoral 
neck  and  a viable  femoral  head. 


The  Luck10  operation  is  similar  in  prin- 
ciple to  some  of  the  others.  In  this  operation 
the  end  of  the  head  fragment  is  freshened, 
a transverse  osteotomy  done  above  the 
lesser  trochanter  and  the  upper  shaft  of 
the  femur  approximated  to  the  freshened 
head.  The  excess  bone  of  the  upper  femoral 
fragment  is  then  excised  so  as  to  remove  the 
trochanter  attached  to  the  abductor  mus- 
cles. The  trochanter  with  the  muscles  is  then 
transplanted  downward  on  the  shaft  of  the 
femur.  The  trochanter  and  the  upper  and 
lower  femoral  fragments  are  then  trans- 
fixed by  means  of  a metal  pin.  It  should  be 
remembered  that  arthritic  changes  in  the 
hip  joint  contraindicate  the  use  of  these 
methods. 


GROUP  3 

CASES  IN  WHICH  THERE  IS  ASEPTIC  NECROSIS  OP 
THE  HEAD  OF  THE  FEMUR  AND  COMPLETE 
ABSORPTION  OF  THE  NECK  OF 
THE  FEMUR 

For  these  cases  the  Albee,  the  Whitman, 
and  the  Colon na  operations  have  been  de- 
veloped. It  should  be  remembered  that  these 
authors  recommend  their  respective  proce- 
dures only  in  cases  of  complete  absorption 
of  the  neck  with  necrosis  of  the  head  of  the 
femur.  Arthritic  changes  contraindicate  the 
use  of  these  procedures.  The  principle  of 
these  operations  is  essentially  the  same,  that 
is,  removal  of  the  necrotic  head,  insertion 
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of  the  upper  end  of  the  femur  into  the  ace- 
tabulum and  transplantation  of  the  abduc- 
tor muscles  outward  and  downward  on  the 
shaft  of  the  femur.  In  the  cases  in  which 
they  are  indicated,  it  is  impossible  ever  to 
restore  a joint  to  normal  and,  therefore,  an 
artificial  joint  is  produced  and  the  results 
depend  on  stability,  motion,  and  absence  of 
pain  and  limp. 


Fig.  4.  Albee’s  reconstruction  operation,  indi- 
cated where  there  is  resorption  of  the  femoral  neck 
and  a dead  femoral  head. 


In  the  Albee  operation  the  dead  femoral 
head  is  removed  and  a lever  of  bone  is  ele- 
vated beginning  at  the  top  of  the  trochanter 
and  extending  downward  three  or  four 
inches  on  the  lateral  aspect  of  the  shaft  of 
the  femur.  This  is  then  pried  outward  and 
a wedge  made  from  the  head  of  the  femur 
is  placed  between  the  shaft  and  the  bone 
muscle  lever  in  order  to  maintain  abduction 
of  the  lever.  The  upper  end  of  the  femur  is 
then  rounded,  reshaped,  and  placed  into  the 
acetabulum  and  abduction  is  then  brought 
about.  The  purpose  of  the  lever  is  to  facili- 
tate the  action  of  the  abductor  muscles.  The 
extremity  is  immobilized  in  abduction  in 
plaster  for  three  and  a half  to  four  weeks, 
after  which  ambulation  and  active  motion 
is  started  with  the  use  of  crutches.  Albee 
reports  satisfactory  results  from  this  op- 
eration in  over  400  patients  in  the  past 
twenty  years. 

In  the  Whitman11  operation  the  necrotic 
femoral  head  is  removed  and  the  trochanter 
together  with  the  abductor  muscles  is 
transplanted  downward  on  the  shaft  of  the 
femur.  The  upper  end  of  the  femur  is  then 


reshaped  and  inserted  into  the  acetabulum 
and  the  extremity  is  immobilized  in  abduc- 
tion in  plaster  for  about  eight  weeks. 


Fig.  5.  Whitman’s  reconstruction  operation,  in- 
dicated where  there  is  resorption  of  the  femoi’al 
neck  and  aseptic  necrosis  of  the  femoral  head. 


Henderson  reported  on  the  use  of  Whit- 
man’s operation  in  23  cases,  19  of  which 
were  available  for  end  result  studies.  The 
results  were  excellent  in  31.5  per  cent  of 
the  cases,  the  patient  being  able  to  get  about 
without  support  and  no  pain.  They  did, 
however,  have  some  limp  and  stiffness.  The 
results  were  good  in  36.8  per  cent  of  the 
cases,  the  patients  getting  about  with  a cane 
but  with  a moderate  amount  of  discomfort. 
The  results  were  poor  in  31.5  per  cent  of 
the  cases,  the  patients  getting  no  relief  of 
pain  and  were  still  using  crutches.  He  con- 
cluded that  the  reason  for  unsatisfactory 
results  in  cases  due  to  pain  was  probably 
due  to  the  presence  of  a preoperative  arth- 
ritic condition.  Henderson  also  stated  that 
the  Whitman  operation  is  the  one  of  choice 
in  cases  in  which  the  head  of  the  bone  can- 
not be  saved  for  various  reasons.  He  had 
not  used  the  Colonna  operation  at  that 
time.  One  can  readily  see  that  if  the 
cases  were  eliminated  which  had  arthritic 
changes,  the  results  of  this  operation  would 
be  better. 

Colonna’s12  operation : In  this  operation 
the  abductor  muscles  of  the  hip  are  severed 
by  sharp  dissection  of  the  greater  trochan- 
ter leaving  a fibromuscular  layer  over  the 
trochanter.  The  capsule  is  divided  near  the 
shaft  of  the  femur  and  the  necrotic  head  is 
excised.  With  the  trochanter  inserted  deep 
into  the  acetabulum,  the  abductor  muscles 
are  pulled  down  on  the  shaft  of  the  femur 
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as  far  as  possible,  and  at  this  point,  a win- 
dow is  removed  from  the  cortex  for  the  site 
of  future  re-implantation  of  the  abductor 
muscles.  The  trochanter  is  then  removed 
from  the  acetabulum  until  the  window  is 
made  with  holes  drilled  on  each  side  for 
passage  of  sutures.  The  trochanter  is  rein- 
serted into  the  acetabulum,  the  abductor 
muscles  are  implanted  in  the  trough  on  the 
lateral  aspect  of  the  femur  with  kangeroo 
tendon.  The  femur  is  abducted  about  20  or 
25  degrees  and  the  wound  is  closed  in  layers. 
Plaster  immobilization  follows  with  the  ex- 
tremity abducted  20  degrees  with  the  hip  in 
full  extension.  The  posterior  part  of  the 
plaster  is  removed  from  the  knee  distally 
in  two  weeks  when  flexion  of  the  knee  is 
started.  The  plaster  is  removed  entirely  at 
the  end  of  four  weeks  at  which  time  mo- 
tions are  started  at  the  hip.  It  is  important, 
early,  not  to  allow  the  extremity  to  go  into 
adduction.  Walking  with  crutches  is  started 
in  about  seven  weeks. 


Fig.  6.  Colonna’s  reconstruction  operation,  indi- 
cated where  there  is  resorption  of  the  femoral  neck 
and  aseptic  necrosis  of  the  femoral  head.  Results 
are  better  when  no  previous  surgery  has  been  done 
and  no  arthritic  changes  are  present. 

In  a recent  survey,  Colonna13  found  that 
this  operation  had  been  done  in  121  cases 
by  various  orthopedic  surgeons  throughout 
the  country.  It  was  found  that  in  82.5  per 
cent  of  the  cases  the  results  were  satisfac- 
tory, and  in  17.5  per  cent  they  were  un- 
satisfactory. Colonna  states  that  the  results 
are  better  in  cases  without  preoperative  evi- 
dence of  arthritis  about  the  joint  and  with- 
out previous  hip  joint  surgery.  Many  fail- 
ures from  this  operation  are  undoubtedly 


due  to  improper  selection  of  cases  and  to  in- 
adequate operative  technic  and  after  care. 

In  a recent  personal  communication  Co- 
lonna states  that  he  has  done  about  35  cases 
by  this  method  to  date  and  he  feels  that  the 
operation  offers  stability,  mobility  and  an 
increase  in  length  of  the  extremity  in  pa- 
tients who  are  able  to  stand  the  reconstruc- 
tion operation  and  who  have  absorption  of 
the  neck  with  necrosis  of  the  head  of  the 
femur. 

GROUP  4 

A MISCELLANEOUS  GROUP  OF  CASES  HAVING  ONE 
OP  THE  EOLLOWING  CONDITIONS  IN  ADDITION 
TO  NON-UNION  AT  THE  HIP 

1.  A poor  surgical  risk. 

2.  Arthritic  changes  in  the  joint. 

3.  Previous  surgery  with  poor  results. 

In  some  patients  the  general  condition 
may  be  so  poor  that  no  major  procedure  is 
warranted.  Some  of  these  cases  may  be 
benefited  by  the  high  osteotomy  as  it  is  a 
procedure  which  entails  little  shock  and 
may  be  done  in  a few  minutes. 


Fig.  7.  The  high  osteotomy  which  may  be  done 
in  any  case  of  non-union. 


Patients  who  have  arthritic  changes  in 
the  joint  should  not  be  subjected  to  any  of 
the  reconstructive  operations.  In  these  cases 
the  osteotomy  or  preferably  hip  joint  fusion 
should  be  done.  Some  orthopedic  surgeons 
are  inclined  to  fuse  the  hip  in  many  of  these 
cases  as  it  offers  the  best  opportunity  for 
stability  and  freedom  of  pain  at  the  expense 
of  motion. 

It  should  be  remembered  that  operations 
on  the  hip  are  among  the  most  major  of  all 
surgical  operations  and  for  this  reason  alone 
should  be  undertaken  only  by  those  who  are 
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accustomed  to  doing  this  type  of  work  and 
fully  equipped  to  cope  with  any  and  all  cir- 
cumstances which  may  arise.  It  naturally 
follows  that  only  the  patients  who  are  fairly 
young  and  robust  and  who  expect  to  resume 
normal  physical  activity  should  be  subjected 
to  the  reconstruction  procedures.  The  high 
osteotomy  can  always  be  done  in  the  older 
and  less  robust  patients.  Proper  attention  to 
details  is  as  necessary  in  the  after  care 
as  in  deciding  upon  and  executing  the  pro- 
cedure of  choice. 
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DISCUSSION 

Dr.  Albert  A.  Tisdale  (Lafayette)  : I think  we 
should  remember  that  in  the  acute  fracture  if 
there  is  accurate  reduction  performed,  and  con- 
firmed by  the  heel  to  palm  test,  that  the  per- 
centage of  union  is  materially  increased,  and 
therefore,  we  will  not  be  called  on  to  use  the  open 
method.  In  the  April  1940  issue  of  the  Journal 
of  Bone  and  Joint  Surgery,  Drs.  Compere  and 
Lee,  in  giving  the  treatment  of  fractures  of  the 
neck  of  the  femur  with  non-union,  mention  that 
they  prefer  the  use  of  the  tibial  bone  graft  com- 
bined with  five  Kirschner  wires  which  are  thread- 
ed at  the  end.  This  method  is  used  so  that  they 
can  get  the  patient  up  in  a couple  of  weeks  and 
this  prevents  holding  the  knee  joint  and  the  hip 
joint  immobilized  for  a long  period  of  time  in  a 


patient  who  no  doubt  has  been  immobilized  previ- 
ously for  a period  of  a month  or  more.  As  you 
know,  in  these  cases  that  are  immobilized  a long 
time,  in  the  elderly  patient,  there  is  likely  to  be 
limitation  or  even  loss  of  motion  in  the  knee  or 
hip  joint.  This  method  obviates  long  immobiliza- 
tion. It  is  also  better  not  to  use  large  metallic 
fixation,  so  these  authors  say,  due  to  the  fact  that 
it  is  likely  to  cut  off  what  little  circulation  re- 
mains. Circulation  in  the  head  and  neck  of  the 
femur  is  at  best  meager. 

Dr.  E.  D.  Fenner  (New  Orleans)  : I am  rather 
uneasy  when  I get  up  to  discuss  a paper  of  this 
kind.  I think  we  are  always  benefited  by  having 
some  one  of  our  members  call  attention  to  the  fact 
that  the  prognosis  of  fracture  of  the  neck  of  the 
femur  has  been  greatly  improved  in  the  last  ten 
years.  My  personal  conclusion  is  that  it  has  not 
been  as  much  improved  as  the  enthusiastic  writers 
who  present  papers  on  the  subject  would  lead  us 
to  believe.  Shakespeare  observes  that,  “The  evil 
men  do  lives  after  them;  the  good  is  often  interred 
with  their  bones.”  In  regard  to  the  results  in 
the  treatment  of  these  fractures  of  the  neck  of  the 
femur,  I think  the  situation  is  somewhat  reversed. 
I think  the  failures  are  very  frequently  interred, 
and  that  the  writers  forget  all  about  them. 

Of  course,  Dr.  Alldredge  did  not  attempt  to  give 
all  the  various  procedures  that  have  been  pro- 
posed for  the  treatment  of  non-union  of  fractures 
of  the  neck  of  the  femur.  For  instance,  he  did 
not  mention  Shanz  low  osteotomy,  which  has  been 
employed.  But  I think  other  men  who  are  going 
into  this  work  with  a great  deal  of  enthusiasm, 
should  be  advised  that  there  is  a moi’tality  in  these 
cases  of  fracture  of  the  neck  of  the  femur  which 
is  not  recorded.  The  great  objection,  the  great 
difficulty,  in  the  treatment  of  these  cases  is  wrap- 
ping these  patients  up  in  a long  hip  spiea  for  weeks 
and  weeks.  I remember  telling  Dr.  Whitman  once 
in  New  York  that  down  here  in  the  climate  of 
New  Orleans  in  the  summertime,  you  could  not 
put  a fat  old  woman  in  a hip  spica  in  abduction 
because  she  died,  not  of  the  fracture,  but  because 
of  the  treatment.  He  implied,  “You’re  just  a 
damn  fool.”  He  did  not  say  those  words  but  that 
is  what  he  meant.  I think  a great  many  develop 
complications  and  do  die  as  the  result  of  long  hip 
spicas.  Of  course,  in  doing  reconstruction  opera- 
tions, you  have  to  use  long  spicas.  In  spite  of  that, 
when  you  consider  how  badly  displaced,  how  much 
constant  pain  these  patients  suffer,  an  effort  to 
give  them  a stable  hip,  on  which  they  can  stand, 
is  certainly  justifiable,  and  the  only  thing  I would 
attempt  to  urge  on  the  younger  men  is  to  consider 
with  considerable  care  what  the  chances  are  that 
your  patient  is  able  to  stand  and  survive  the  sever- 
ity of  the  necessary  treatment. 

Personally,  I think  that  operations  which  de- 
mand opening  up  the  hip  joint  and  removing  the 
head  of  the  femur  are  much  more  dangerous,  more 
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prolonged,  and  a heavier  risk  than  the  simple 
procedure  which  Dr.  Alldredge  illustrated  of  oste- 
otomy high  up,  just  opposite  the  lesser  trochanter. 
I am  inclined  to  think  this  is  the  procedure  which 
is  more  applicable  in  the  larger  percentage  of 
cases  and  probably  will  give  just  as  satisfactory 
results  as  serious  procedures  such  as  Whitman’s, 
when  you  open  up  the  hip  joint  and  remove  the 
head  of  the  femur. 

Dr.  Guy  Caldwell  (New  Orleans)  : Dr.  Alldredge 
has  given  us  a most  excellent  review  and  summary 
of  the  indications  and  operative  procedures  used 
for  the  various  types  of  non-union  of  the  neck  of 
the  femur.  He  reminds  us  that  something  can  be 
done,  as  Dr.  Tisdale  has  said,  and  that  something 
should  be  done.  The  percentages  of  non-union  of 
fractures  of  the  neck  of  the  femur  as  quoted  in 
many  of  the  current  articles,  particularly  the  fig- 
ures given  as  related  to  internal  fixation,  are 
doubtless  premature  and  inaccurate.  We  may 
believe  that  about  90  per  cent  of  the  cases  under 
present  treatment  but  this  certainly  is  not  true 
of  our  work  in  the  Charity  Hospitals,  where  we  get 
the  worst  types  of  cases,  not  the  best  nursing  care 
and,  perhaps,  not  the  best  surgical  technic.  The 
mortality  in  our  Charity  Hospital  service  is  higher 
than  the  mortality  given  in  the  average  statistics, 
and  we  do  not  secure  union  in  nearly  so  many  as 
recent  reports  from  various  sources  indicate.  We 
have,  therefore,  our  own  failures  which  require 
some  type  of  reconstruction  operation  and,  in  ad- 
dition, many  failures  transferred  to  us  by  other 
hospitals  and  surgeons. 

With  reference  to  mortality,  the  patients  who 
have  already  survived  the  procedure  of  nailing  or 
of  fixation  in  plaster,  and  lived  two  to  six  months 
and  developed  non-union,  have  also  passed  through 
the  critical  stages  when  most  deaths  occur.  If 
they  survive  these  procedures,  it  is  fairly  good 
proof  they  are  good  surgical  risks  when  given 
good  preoperative  and  postoperative  treatment. 

As  to  the  selection  of  a reconstructive  procedure 
it  depends  on  the  vitality  of  the  head,  amount  of 
absorption  of  the  neck  and  the  presence  or  absence 
of  arthritic  changes,  as  Dr.  Alldredge  has  said. 
Perhaps  for  lack  of  time  he  did  not  stress  the 
proper  place  for  osteotomy.  I doubt  that  as  yet 
we  know  the  exact  indication  for  the  high  oste- 
otomy, which  is  undoubtedly  the  simplest  operative 
procedure  we  can  use.  In  all  probability  oste- 
otomy should  be  used  for  those  patients  with  early 
non-union  in  whom  there  is  no  absorption  of  the 
neck  but  are  not  good  enough  surgical  risks  to 
justify  the  more  formidable  operations  which  re- 
quire more  time  for  opening  the  hip  joint,  insert- 
ing grafts  or  reshaping  and  readjusting  the  frag- 
ments. 

Dr.  John  T.  O’Ferrall  (New  Orleans)  : Dr. 

Alldredge  has  given  us  a very  splendid  descrip- 
tion of  these  procedures  for  fractures,  with  non- 
union, of  the  neck  of  the  femur.  They  are,  of 


course,  more  or  less  standard.  They  are  well 
recognized  surgical  procedures. 

I was  an  intern  on  Dr.  Brackett’s  service  and 
liked  the  procedure  very  much,  and  since  being  in 
New  Orleans  I have  had  the  temerity  to  treat  three 
patients  with  ununited  fractures  according  to  the 
Brackett  method.  The  results  have  been  excel- 
lent. One  of  the  patients  is  extremely  active  and 
had  no  difficulty  since  operation.  The  other  is 
very  stout  and  has  not  gotten  about  as  actively  as 
she  might  have  if  she  had  been  willing  to  reduce 
her  weight.  The  third  patient  died  of  pneumonia 
four  months  after  operation. 

I believe  with  Dr.  Fenner  that  certainly  in  these 
secondary  procedures  for  ununited  fractures,  the 
patient  should  be  selected  extremely  carefully.  It 
is  a major  operation.  It  requires  a great  deal  of 
responsibility.  They  have  been  able  to  go  through 
one  shock  and  with  the  additional  test  of  standing 
a long  spica,  I think  we  should  select  our  patients 
carefully. 

Of  course,  it  is  to  be  hoped  with  the  recent  de- 
veloping of  pinning  methods  there  will  not  be  so 
many  ununited  fractures,  but  as  Dr.  Alldredge 
said,  there  are  going  to  be  a certain  number  of 
ununited  fractures,  irrespective  of  the  method 
used. 

Dr.  W.  Rogers  Brewster  (New  Orleans)  : I do 
not  think  that  I can  add  anything  to  what  has 
been  said.  The  proposition  in  so  far  as  I see  it 
has  just  been  called  to  your  attention  by  Dr.  O’Fer- 
rall, and  that  is  that  in  undergoing  a change  in 
the  treatment  and  the  handling  of  fresh  fractures 
from  the  older  methods  to  the  present  generally 
accepted  internal  fixation,  we  are  most  likely  go- 
ing to  see  a good  many  less  such  cases  of  non- 
union. That,  I think,  is  the  largest  part  in  the 
handling  of  non-union.  We  may  now  effectively 
use  prophylaxis  against  non-union,  by  the  handling 
of  fresh  cases  by  internal  fixation  as  the  method 
of  choice.  We  have  been  following  the  method 
developed  here  by  Dr.  Denegre  Martin,  introduced 
about  1920,  so  actually  in  this  locality  we  have 
been  using  internal  fixation  for  a longer  period 
than  most  other  places.  The  results  are  continuing 
to  be  excellent,  and  there  is  a very  low  incidence 
of  mortality  and  a very  low  incidence  of  non-union 
in  those  patients  seen  early.  In  those  patients  on 
whom  internal  fixation  has  been  tried  as  a de- 
layed method,  I mean  by  that  delay  of  some  period 
of  time,  we  have  not  been  particularly  successful. 
We  have  one  case  which  apparently  is  rather  re- 
markable, which  we  have  not  been  able  to  dupli- 
cate. Internal  fixation  was  applied  some  eight 
months  after  the  fracture  occurred,  internal  fixa- 
tion was  followed  by  union,  and  we  have  x-rays 
taken  eight  years  later  to  show  fixation.  I have 
attempted  since  that  time  two  cases  of  delayed 
internal  fixation,  one  over  a period  of  two  months, 
and  the  other  three  months,  I think,  and  in  neither 
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was  internal  fixation  successful  in  accomplishing 
the  union  desired. 

Dr.  Rufus  H.  Alldredge  (In  conclusion)  : I 

should  like  to  thank  Dr.  Fenner  for  mentioning 
the  Shanz  osteotomy,  which  I did  not  consider.  The 
Shanz  osteotomy,  I believe,  is  not  done  as  com- 
monly in  these  cases  as  the  high  osteotomy,  al- 
though I am  aware  that  it  has  been  done  quite 
often.  It  undoubtedly  will  give  results,  in  some 
of  the  cases.  I have  had  no  experience  with  it. 

I also  thank  Dr.  Fenner  for  reiterating  the  seri- 
ousness of  doing  these  reconstruction  operations. 
I have  already  said  that  they  are  serious  and  only 
those  who  are  qualified  to  do  hip  joint  surgery 
and  who  do  it  all  the  time  should  attempt  these 
reconstruction  operations.  I agree  with  Dr.  Fenner 
about  the  selection  of  cases  and  the  choice  o£| 
operation.  The  matter  of  postoperative  fixation 
in  plaster  has  been  an  objection  to  any  treatment 
undertaken  for  any  of  these  cases.  More  recently, 
certain  surgeons  have  started  using  in  addition  to 
a graft,  if  graft  is  used,  metal  fixation,  such  as  a 
Smith-Petersen  pin  or  wires.  That  is  applicable 
to  cases  in  which  the  head  and  neck  of  the  femur 
are  conserved.  In  cases  in  which  the  head  is  dead 
and  reconstruction  has  to  be  done,  this  cannot  be 
carried  out.  These  patients  must  be  subjected  to 
a period  of  plaster.  That  must  be  taken  into  con- 
sideration before  doing  these  procedures,  so  as  to 
decide  if  the  patient  can  stand  it. 

Dr.  Caldwell  has  already  pointed  out  that  the 
very  fact  that  patients  survive  the  original  frac- 
ture shows  them  to  be  of  stronger  fiber  than  the 
average. 

I wish  to  thank  Dr.  O’Ferrall  for  again  pointing 
out  the  seriousness  of  these  operations  and  the 
need  for  careful  selection  of  patients. 

0 

SURGERY  IN  THE  TREATMENT  OF 
PULMONARY  TUBERCULOSIS* 

P.  R.  GILMER,  M.  D. 

Shreveport 

Within  the  past  ten  years,  notably  with- 
in the  past  five  years,  surgery  has  become 
an  essential  procedure  in  the  treatment  of 
pulmonary  tuberculosis.  Patients  formerly 
committed  to  an  indefinite  period  of  chronic 
invalidism  are  now,  through  surgery,  re- 
stored to  health  and  returned  to  gainful  oc- 
cupation. 

The  above  paragraph,  while  containing 
only  two  sentences,  conveys  important  in- 
formation. First,  that  surgery  in  the  treat- 

*Read before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


ment  of  pulmonary  tuberculosis  is  no  longer 
experimental  or  optional,  but  essential  to 
recovery  in  selected  patients,  and  secondly, 
that  through  surgery  a long  period  of  con- 
valescence is  obviated  and  economic  securi- 
ty regained. 

It  was  with  these  two  dominant  thoughts 
in  mind,  and  the  necessity  of  emphasizing 
them,  that  this  paper  was  undertaken.  Ob- 
viously, all  surgical  procedures  cannot  be 
dealt  with — to  do  so  would  entail  a volume. 
It  was  of  paramount  importance  was  to 
focus  the  attention  of  this  Society  on  the 
more  commonly  used  procedures,  their  indi- 
cations and  contraindications,  and  wrhat 
might  reasonably  be  expected  in  the  matter 
of  results. 

GENERAL  INDICATIONS 

Alexander1  states  that  in  leading  tuber- 
culosis centers,  50  to  85  per  cent  of  all  pa- 
tients have  surgical  treatment  of  some  type. 
Of  this  number,  it  is  generally  conceded, 
fully  95  per  cent  of  operations  are  for  the 
purpose  of  closing  cavities.  This  does  not 
indicate,  however,  that  surgery  is  not  used 
for  chronic  fibrous  tuberculosis,  ulcerative 
tuberculosis  without  visible  or  audible  cavi- 
ty or  exudative  tuberculosis.  In  fact,  Melt- 
zer2  has  recently  reported  his  results  ob- 
tained in  five  patients  with  acute  progres- 
sive tuberculosis  upon  whom  he  did  a 
thoracoplasty. 

Needless  to  state,  pneumothorax  was  im- 
possible and  the  outlook  so  hopeless  that 
surgery  was  offered  and  accepted  as  a last 
resort.  Four  of  the  five  patients  showed  a 
favorable  response,  which  is  80  per  cent. 
Meltzer  makes  the  plea  that  indications  for 
surgery  be  made  less  rigid.  In  other  words, 
he  “fought  fire  with  fire”,  and  upon  this 
question,  I concur. 

It  is  a well  known  and  accepted  principle 
in  the  treatment  of  pulmonary  tuberculosis 
that  as  long  as  an  open  cavity  remains  in 
the  lung — just  so  long  is  permanent  recov- 
ery retarded.  In  fact,  the  patient’s  daily 
life  and  health  is  in  constant  jeopardy 
through  fear  of  spread  of  infection.  Acute 
bronchiogenic  and  hematogenous  spread  to 
the  lungs  eventually  occur,  to  say  nothing 
of  the  distressing  and  fearful  complications 
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of  laryngeal  and  intestinal  tuberculosis. 
After  these  unfavorable  changes  have  tak- 
en place,  surgery  of  course,  is  inadvisable. 

Therefore,  it  behooves  all  of  us  engaged 
in  tuberculosis  work  to  lend  every  effort 
within  our  power  to  effect  closure  of  all 
cavities.  Artificial  pneumothorax,  of 
course,  should  always  be  attempted,  and 
when  it  is  successful,  no  other  measures 
need  be  applied.  Should  pneumothorax 
prove  ineffectual,  no  time  should  be  lost  in 
adopting  the  suitable  surgical  measures  ad- 
vocated in  this  paper.  Perhaps,  very  often 
it  will  be  desirable  to  abandon  the  pneumo- 
thorax entirely,  re-expand  the  lung,  and 
proceed  directly  to  extrapleural  thora- 
coplasty. It  must  always  be  borne  in  mind, 
that  an  ineffectual — that  is  a pneumotho- 
rax which  does  not  close  cavities  and  con- 
vert sputum  from  positive  to  negative — is 
worse  than  no  pneumothorax  at  all.  For  it 
is  prone  to  furnish  a “false”  feeling  of  se- 
curity, and  in  the  meantime  a dangerous 
spread  may  occur. 

CONTRAINDICATIONS  TO  PNEUMOTHORAX 

Surgery,  occasionally,  is  inadvisable,  even 
though  definite  cavitation  exists,  and  the 
surgeon  must  have  sufficient  training  in 
the  medical  aspects  of  tuberculosis  to  recog- 
nize such  cases.  The  type  of  cavity  re- 
ferred to  is  known  as  the  “tennis  ball”  cavi- 
ty. The  mechanics  of  such  a cavity  are 
comparable  to  a tension  pneumothorax.  In 
other  words,  air  enters  the  cavity,  but  only 
with  great  difficulty  is  expelled.  Likewise 
sputum  is  extruded  with  great  effort  and 
paroxysmal  coughing.  Usually  an  ulcer 
(tuberculous)  of  the  bronchus  leading  to 
the  cavity,  and  which  upon  healing  pro- 
duces stenosis,  is  the  etiologic  factor. 

Clinically  such  cavities  are  identified  by 
a marked- wheezing  heard  at  the  patient’s 
mouth,  the  paroxysmal  coughing  attacks, 
and  the  paucity  of  sputum  raised.  From  a 
radiographic  standpoint,  these  cavities  are 
even  more  puzzling,  unless  one  keeps  such 
a cavity  in  mind.  They  vary  greatly  in  size 
on  serial  films,  and  may  even  disappear  en- 
tirely for  variable  lengths  of  time. 

In  explanation  of  the  peculiar  behavior 
of  such  a cavity,  Baum,3  in  a very  recent 


article,  gives  a convincing  and  logical  solu- 
tion. We  are  gently  chided  by  him  for  our 
neglect  to  consider  mathematics  in  our  deal- 
ings with  diseased  conditions,  and  are  re- 
minded that  “plus  + plus”  still  gives  plus, 
and  that  “minus  + minus”  still  gives  min- 
us. Applied  to  the  “tennis  ball”  cavity,  this 
means  that  when  the  stenosis  of  the  drain- 
ing bronchus  is  patent  sufficient  only  to  al- 
low air  to  enter  the  cavity,  there  is  a situa- 
tion of  “plus  -f  plus”,  and  the  cavity  be- 
comes larger  and  more  tense.  Conversely, 
when  the  stenosis  is  complete,  there  is  the 
reverse  condition,  “minus  + minus,”  that 
is,  the  air  in  the  cavity  becomes  less  and  less 
and  is  completely  absorbed.  The  cavity  it- 
self then  disappears. 

It  is  needless  to  state,  that  to  attempt  to 
collapse  such  a cavity,  either  by  pneumo- 
thorax, phrenic  nerve  interruption  or  tho- 
racoplasty, would  eventuate  in  unsuccess- 
ful, if  not  dire,  results.  The  proper  treat- 
ment, obviously,  is  to  promote  better  drain- 
age by  dilating  the  constricted  bronchus 
through  the  bronchoscope.  After  satisfac- 
tory drainage  has  been  established,  then 
thoracoplasty  or  other  collapse  measures 
may  be  applied.  Should  dilation  of  the 
bronchus  prove  impossible,  the  only  course 
left  would  be  lobectomy  or  pneumonectomy. 

METHODS  IN  COMMON  USE 

Having  now  briefly  considered  some  of 
the  indications  and  contraindications  for 
the  use  of  surgery  in  the  treatment  of  pul- 
monary tuberculosis,  it  is  now  in  order  to 
enumerate  some  of  the  more  common  pro- 
cedures. For  sake  of  convenience,  this  type 
of  surgery  may  be  divided  into  those  meas- 
ures which  are  extrapleural,  and  those 
which  are  intrapleural. 

Extrapleural  procedures  include  the  fol- 
lowing: (1)  Extrapleural  thoracoplasty, 

with  or  without  the  apicolysis  of  Semb;  (2) 
extrapleural  plombage,  including  (a)  pa- 
raffin; (b)  bags  (rubber);  (c)  muscle 
flaps;  (d)  other  materials  (experimental); 
(3)  extrapleural  pneumothorax;  (4)  phre- 
nic nerve  interruption,  temporary. 

Intrapleural  procedures  include  the  fol- 
lowing: (1)  Intrapleural  pneumonolysis; 
(2)  lobectomy;  (3)  pneumonectomy. 
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GENERAL  COMMENT  ON  EXTRAPLEURAL 
METHODS 

Extrapleural  thoracoplasty  has  been  so 
uniformly  used  and  has  given  such  uniform- 
ly excellent  results,  especially  in  recent 
years,  that  it  is  hardly  necessary  to  state 
this  operation  is  the  one  of  choice  of  the 
extrapleural  measures.  It  must  be  borne  in 
mind,  however,  that  no  one  standard  opera- 
tion can  possibly  meet  all  the  various  situa- 
tions and  conditions  encountered.  It  is  for 
this  reason  that  other  extrapleural  methods 
have  been  developed. 

In  certain  instances,  patients  may  not  be 
suitable  surgical  risks  for  the  more  drastic 
thoracoplasties,  and  for  such  individuals 
some  method  of  plombage  may  be  advisable. 
Often  times  too,  thoracoplasty  is  supple- 
mented with  plombage.  This  is  particular- 
ly true  where  huge  apical  cavities,  located 
more  anteriorly,  are  encountered.  The 
transplanting  of  the  pectoralis  major  mus- 
cle has  been  very  successfully  used  in  nu- 
merous instances. 

Paraffin  probably  has  been  used  more  of- 
ten and  with  better  results  than  any  other 
one  substance.  Rubber  bags  and  other  ma- 
terials have  all  had  trial,  and  recently  Mat- 
son  of  Portland,  Oregon,  has  been  working 
with  a new  plastic  material ; results  with 
it  will  be  published  shortly. 

In  brief  the  technic  of  plombage  is  the 
establishing  of  an  extrapleural  space,  by 
locating  the  endothoracic  fascia,  subperio- 
steally,  and  establishing  a line  of  cleavage. 
Having  created  such  a space  it  is  then  filled 
with  paraffin  or  other  material.  It  has  the 
advantage  that  only  a portion  of  one  rib 
need  be  resected  and  consequently  there  is 
no  deformity  whatever.  Out  of  35  such  op- 
erations, using  the  posterior  approach,  in 
which  cleavage  was  satisfactory,  Alexan- 
der4 states  that  cavities  became  closed  in 
85.5  per  cent  and  tubercle  bacilli  disap- 
peared from  the  sputum  in  82.2  per  cent. 
Occasionally  extrapleural  cleavage  is  unsat- 
isfactory due  to  dense  fibrous  adhesions. 
At  such  times  the  procedure  must  be  aban- 
doned, and  if  possible  first  stage  thoraco- 
plasty be  done. 

Extrapleural  pneumothorax  through  the 
work  of  Graf5  with  certain  modifications 


by  Schmidt0  recently  has  come  into  con- 
siderable prominence.  Here  again,  the 
technic  of  establishing  the  extrapleural 
space,  subperiosteally,  in  the  endothoracic 
fascia  is  very  much  the  same  as  preparing 
the  space  for  paraffin.  The  important  dif- 
ference, however,  is  that  the  space  must  be 
more  extensively  developed.  Such  a space 
having  been  created  is  maintained  by  refill- 
ing with  air.  Dolley,  Jones  and  Skillen7  of 
Los  Angeles  report  their  experience  in  over 
80  cases.  In  a large  number  of  these  cases, 

I participated  in  the  operations  and  had  the 
responsibility  of  postoperative  care.  There 
was  no  instance  of  unsuccessful  cleavage. 

Phrenic  nerve  interruption  has  now  been 
in  such  general  usage  for  the  past  ten  years 
that  it  needs  only  to  be  mentioned.  Of  im- 
portance, however,  in  this  connection  is  the 
almost  total  abandonment  of  exeresis.  It 
is  now  in  the  light  of  accumulated  data 
deemed  more  advisable  to  crush  the  nerve, 
rather  than  to  sever  and  extract  it.  It  has 
been  shown  that  permanent  interruption  at 
times  actually  has  had  an  adverse  effect. 
This  is  particularly  significant  in  the  in- 
stance of  blocked  or  “tennis  ball”  cavities. 
Should  the  temporary  paralysis  of  the 
crushing  prove  advantageous,  later,  it  may 
be  recrushed — or  if  thought  best — severed. 
Accessory  phrenic  nerves  should  be  sought 
diligently,  and  the  identification  and  sever- 
ance of  them  often  means  the  success  or 
failure  of  the  operation. 

GENERAL  COMMENTS  ON  INTRAPLEURAL 
METHODS 

Intrapleural  pneumonolysis,  closed  tech- 
nic, comprises,  to  date,  about  90  per  cent 
of  all  such  procedures.  Open  pneumonoly- 
sis has  been  done,  and  very  successfully,  but 
the  percentage  of  success  does  not  compare 
with  the  closed  method. 

In  1913  Jacobaeus8  of  Stockholm  devised 
this  ingenious  operation  for  the  severance 
of  certain  adhesions  encountered  in  artifi- 
cial pneumothorax,  and  which  prevented  by 
their  presence,  satisfactory  closure  of  cavi- 
ties. His  technic  is  used  today  with  only 
slight  modifications.  It  consists  of  the  in- 
troduction, at  suitable  points,  of  two  can- 
nulae  into  the  pleural  (pneumothorax) 
space.  Through  one  a telescope  for  visuali- 
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zation  of  the  adhesions  is  placed  and  the 
other  carries  the  cautery  element.  Coryllos 
has  devised  a lens  system  for  the  telescope, 
employing  the  foroblique  principle,  which 
to  some  operators  has  a distinct  advantage. 
Cutler  and  others  have  combined  in  one  unit 
the  lens  system  and  cutting  unit.  By  this 
means  only  one  cannula  need  be  introduced. 
Matson  and  his  co-workers  also  have  special 
instruments. 

Regardless  of  the  type  of  instruments 
used,  intrapleural  pneumonolysis  has  proved 
to  be  the  greatest  and  most  successful  op- 
eration, to  date,  of  the  intrapleural  class. 

It  is  a far  cry  indeed  from  the  old  rest 
in  bed,  raw  eggs,  milk  and  climatic  therapy 
of  not  so  very  long  ago  to  the  present  sur- 
gical treatment  of  lobectomy  and  pneu- 
monectomy for  pulmonary  tuberculosis. 

As  long  ago  as  1881,  Block9  of  Danzig  re- 
sected the  apices  of  both  lungs  in  one  opera- 
tion, and  upon  the  death  of  his  patient,  sui- 
cided without  recording  detailed  observa- 
tions of  the  patient.  It  is  reported  by  Wal- 
ton10 that  the  medico-legal  inquest  disclosed 
the  patient  did  not  have  tuberculosis. 

Ruggi,11  Tuffier,12  Lowson13  and  others 
did  pioneer  work  in  this  field  in  the  latter 
part  of  the  19th  century.  More  recently,  in 
1935,  Eloesser14  and  O’Brien15  each  report- 
ed lobectomy  for  tuberculous  cavities. 
Jones  and  Dolley10  report  four  cases  of 
lobectomy  and  pneumonectomy  for  tuber- 
culosis without  mortality.  Two  of  these  pa- 
tients are  well  and  two  are  greatly  im- 
proved. 

Obviously  cases  for  lobectomy  and  pneu- 
monectomy must  be  carefully  selected,  but 
it  is  believed,  that  in  the  future,  such  op- 
erations will  become  more  frequent  and  suc- 
cessful. The  fact  that  these  operations 
have  been  done  is  most  encouraging. 

OPTIMUM  TIME  FOR  SURGICAL  INTERVENTION 

The  time  for  surgical  intervention  is  at 
hand  when  it  has  been  demonstrated  that 
other  measures  have  failed  and  when  the 
patient’s  general  condition  is  such  as  to  per- 
mit major  surgery. 

The  above  point  needs  all  the  emphasis 
possible.  How  often,  in  the  experience  of 
all  of  us,  have  we  unduly  delayed  operat- 


ing, only  to  have  the  patient  suffer  a spread 
of  infection  that  precluded  surgery.  It  must 
be  kept  in  mind  too,  that  a patient  is  a bet- 
ter surgical  risk  if  allowed  out  of  bed  daily 
for  a few  weeks.  The  complete  bed-rest  pa- 
tient’s general  muscular  and  cardiac  weak- 
ness is  at  too  low  an  ebb  to  tolerate  ma- 
jor surgery. 

SUMMARY 

This  paper,  though  brief,  has  endeavored 
to  bring  out  the  more  commonly  used  sur- 
gical procedures  in  the  treatment  of  pulmo- 
nary tuberculosis.  Any  one  of  the  methods 
advocated  might  well  be  the  subject  of  an 
entire  full  length  paper.  Obviously  surgi- 
cal technic  could  not  be  given,  for  that  was 
not  the  object  of  the  paper.  The  main  point 
was  to  focus  the  attention  of  this  Society  on 
what  can  be  done  and  to  urge  that  patients 
be  given  full  benefit  of  these  procedures. 
It  has  also  been  clearly  shown  and  reiterat- 
ed that  delay  in  turning  to  surgery  is  dan- 
gerous. And  finally  it  is  emphasized  that 
it  is  most  important  for  the  surgeon  to  have 
a thorough  medical  knowledge  of  pulmo- 
nary tuberculosis,  otherwise  he  will  be 
caught  attempting  procedures  doomed  to 
failure.  Lacking  this  knowledge  himself, 
he  must  work  in  close  cooperation  with  a 
trained  internist,  who  has  specialized  in  the 
treatment  of  this  disease.  For  those  read- 
ers interested  particularly  in  the  technic  of 
the  various  procedures,  the  appended  bib- 
liography will  prove  helpful. 
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DISCUSSION 

Dr.  Joseph  E.  Heard  (Shreveport)  : I can  not 
help  but  feel  that  surgery  in  this  type  of  work  is 
still  more  or  less  in  its  infancy.  Surgery  of  the 
chest  has  made  rapid  strides  in  the  last  few  years 
and  is  still  going  forward  very  fast.  Surgical 
treatment  of  tuberculosis  has  only  been  used 
within  the  last  few  years  and  any  one  who  has 
watched  surgical  measures  applied  to  these  cases, 
that  were  previously  considered  hopeless,  would 
certainly  be  astounded  with  the  results.  Many 
surgical  measures  have  been  used  and  still  are 
being  tried  but  at  the  present  very  few  really  are 
giving  satisfactory  results. 

Of  these,  one  of  the  simplest  is  phrenic  inter- 
ruption. There  is  still  some  controversy  among 
authorities  on  this  subject.  Personally,  I think  it 
is  a well  worthwhile  procedure.  I know  I have 
seen  splendid  results  with  phrenic  interruption, 
when  properly  indicated.  In  this  type  of  surgery 
I feel  that  one  can  get  into  serious  trouble  with 
all  of  the  measures  used.  One  may  think  phrenic 
interruption  is  comparatively  simple  but  many  ac- 
cidents have  happened.  Arteries,  nerves  and  many 
vital  structures  have  been  damaged.  Temporary 
interruption,  in  other  words  crushing  of  the  nerve, 
now  is  used  in  place  of  severing  or  twisting  out 
the  nerve.  I still,  however,  believe  this  is  a good 
measure  in  selected  cases. 

Another  surgical  procedure  is  intrapleural  pneu- 
monolysis, cutting  adhesions  in  the  chest.  This  is 
a splendid  procedure  in  certain  selected  cases,  but 
these  patients  should  be  carefully  chosen  as  there 
is  only  a comparatively  small  number  to  which 
this  measure  may  be  applied  successfully.  There 
is  more  danger  when  there  are  many  adhesions 
present.  Blood  vessels  in  adhesions  must  be  con- 
sidered. This  procedure  always  has  dangers.  The 
patient  can  have  a fatal  hemorrhage  several  hours 
later  after  the  adhesions  have  been  cut,  the  lung 
can  be  punctured  and  the  intercostal  vessels  dam- 


aged. However,  it  is  still  a splendid  measure  and 
has  worked  out  very  satisfactorily. 

Thoracoplasty  is  probably  giving  better  results 
than  other  measures.  Thoracoplasty  does  not  al- 
ways, however,  give  the  desired  results.  It  is  a 
comparatively  simple  matter  to  do  a subperiosteal 
resection  on  the  ribs  but  when  you  go  back  and 
see  a cavity  the  same  size,  it  is  rather  discourag- 
ing. Technic  has  been  worked  out  where  it  is  done 
in  stages;  one,  two,  or  three  stages  as  the  case 
may  require,  not  taking  out  more  than  three  ribs 
at  one  time.  The  first  stage  consists  of  removing 
the  three  upper  ribs  which  are  removed  practically 
in  their  entirety.  The  second  stage,  takes  three 
more  ribs  below.  From  the  second  rib  down  in 
cavities  deeply  situated  in  the  back,  the  transverse 
processes  should  be  resected  according  to  Alexan- 
der’s technic.  To  get  the  ribs  and  transverse 
processes  out  is  not  always  as  easy  as  it  seems 
and  requires  very  careful  work.  Thoracoplasty  is 
yielding  beautiful  results  and  it  is  really  astound- 
ing to  see  the  improvement  in  patients  where  the 
cavity  has  been  closed  following  a properly  carried 
out  thoracoplasty.  Doubtless  in  the  near  future 
the  technic  will  be  improved  and  probably  other 
more  satisfactory  measures  used.  I do  not  have 
any  doubt  but  that  in  the  future  the  results  of 
this  type  of  work  will  be  far  better  than  they  are 
today,  although  at  present  the  results  of  surgery 
in  the  treatment  of  pulmonary  tuberculosis  are 
nothing  short  of  marvelous. 

Dr.  Russ:ll  H.  Frost  (Monroe)  : My  brief  dis- 
cussion of  Dr.  Gilmer’s  excellent  paper  is  con- 
tributed from  the  standpoint  of  the  sanatorium 
physician  who  sends  most  of  these  tuberculous 
patients  to  the  thoracic  surgeon,  and  hence  is  con- 
cerned not  with  questions  of  surgical  procedures 
themselves  but  with  one  or  two  other  important 
aspects  of  the  subject. 

At  the  risk  of  emulating  Daniel  in  the  lions’  den 
— with  possibly  a less  fortunate  outcome  for  my- 
self— I want  to  make  plain  my  belief  that  thoracic 
surgery,  particularly  as  it  pertains  to  the  collapse 
therapy  of  pulmonary  tuberculosis,  has  now  be- 
come a specialty  within  the  special  field  of  sur- 
gery, and  that  it  should  therefore  be  attempted 
only  by  the  man  who  is  not  only  a competent 
“general  surgeon”  but  who  has  also  had  the  benefit 
of  an  ample  period  of  training  and  experience 
under  an  established  thoracic  surgeon  on  a busy 
service.  To  omit  such  special  training  results  only 
too  often,  in  my  experience,  in  the  injudicious  se- 
lection of  patients  who  are  subjected  to  too  much 
or  too  little  surgery  and  who  receive  inadequate 
postoperative  care — all  of  which,  as  may  easily  be 
imagined,  contribute  to  disappointing  end-results. 

I think  this  premise  gains  support  from  the  un- 
doubted fact  that  few  if  any  other  fields  of  sur- 
gery have  advanced  so  much  in  recent  years  or 
are  at  present  in  such  a constantly  changing, 
dynamic  state  of  flux,  when  it  is  difficult  merely 
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to  keep  abreast  of  the  knowledge  of  the  changing 
indications  for,  and  types  of,  chest  surgery  in 
tuberculosis,  let  alone  to  master  the  surgical  tech- 
nics themselves. 

Time  permits  the  mention  of  only  one  late  de- 
velopment which  is  of  great  interest  to  those  of 
us  charged  with  the  preoperative  preparation  of 
these  patients.  I refer  to  the  several  recent  com- 
munications suggesting  the  value  of  administering, 
preoperatively,  adrenal  cortical  extract  or  the  new 
synthetic  hormone,  desoxycorticosterone  acetate, 
not  only  to  those  suffering  from  Addison’s  disease 
but  to  all  debilitated  patients,  whatever  the  cause. 
In  many  such  cases  this  has  apparently  resulted 
in  a greatly  decreased  incidence  of  shock  and  in 
a surprisingly  smooth  and  rapid  convalescence.  If 
these  first  favorable  reports  can  be  substantiated 
this  development  should  find  wide  application  in 
the  surgery  of  the  aged  and  in  the  field  of  elective 
surgical  procedures  in  general,  particularly  in  the 
debilitated,  bad  risk  patient.  It  should  be  especially 
valuable  in  the  always  debilitated,  never  good  risk 
tuberculous  candidate  for  major  chest  surgery, 
and  may  lower  the  already  respectably  low  opera- 
tive mortality  rates  in  these  cases  as  well  as  make 
possible  the  surgical  treatment  of  certain  types  of 
patient  now  denied  this  boon. 

Dr.  C.  R.  Gowen  (Shreveport)  : There  is  very 
little  that  can  be  added  to  the  selection  of  opera- 
tion and  technic  as  covered  by  Dr.  Gilmer  and  Dr. 
Heard.  As  a medical  man,  I feel  that  it  is  the 
responsibility  of  the  clinician  to  select  patients  and 
give  preoperative  and  postoperative  care.  In  no 
other  line  of  surgery  can  preoperative  preparation 
of  the  patient  and  postoperative  care  be  more 
emphasized,  both  by  the  clinician  and  surgeon, 
because  constantly  there  are  conditions  arising  in 
chest  surgery  that  require  the  attention  of  the 
surgeon,  as  well  as  the  medical  man,  following 
operation.  Very  often  there  are  disastrous  results 
in  early  operations.  In  the  treatment  of  clinical 


tuberculosis  twelve  years  ago,  before  the  advent 
of  surgery,  80  per  cent  died  without  collapse.  Now 
this  is  changed,  80  per  cent  are  in  fair  degree  of 
health  with  some  form  of  collapse. 

This  is  really  the  beginning  of  a new  line  of 
work.  There  is  a great  deal  to  be  said  and  much 
to  be  done.  This  is  the  first  time  we  are  able  to 
offer  the  tuberculous  patient  something  substantial 
and  something  real,  and  that  is  some  form  of 
thoracic  surgery. 

Dr.  Gilmer  (In  conclusion)  : As  it  has  been 

brought  out,  it  would  be  impossible  to  go  into  the 
various  technics  and  follow  through  postoperative 
care  of  types  of  operations  here. 

Dr.  Heard  rightfully  says  that  surgery  in  the 
chest  has  made  enormous  strides,  particularly  in 
the  last  five  years.  Surgical  thoracoplasty  has 
been  revolutionized  almost  entirely.  Before,  there 
was  inadequate  exposure,  now  adequate,  and  a 
lot  more  can  be  done.  It  is  generally  conceded 
that  three  ribs  is  the  maximum  number  to  be  re- 
moved in  one  stage;  however,  the  point  where 
more  can  be  resected  at  one  stage  would  be  in  a 
patient  whose  pleura  is  very  thick  and  very  rigid 
and  therefore  less  paradoxical  respiration,  than 
the  patient  with  thin  and  yielding  pleura.  Para- 
doxical respiration  is  one  of  the  chief  complica- 
tions with  which  we  have  to  deal. 

Dr.  Frost  has  brought  out  the  point  of  judicious 
selection  of  patients.  The  man  doing  this  surgery 
should  have  a thorough  knowledge  of  the  subject 
so  that  he  will  not  be  tricked  or  misled.  It  is  very 
important  to  pick  the  right  cases. 

The  postoperative  complications,  as  brought  out, 
require  the  attention  of  the  internist,  but  pri- 
marily the  man  trained  in  thoracic  surgery  should 
be  the  leader  in  planning  what  should  be  done. 
Postoperative  atelectasis  is  one  serious  complica- 
tion. The  thoracic  surgeon  should  be  familiar  with 
this. 
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PHYSICIANS  AND  THE  CONSCRIP- 
TION ACT 

The  selective  service,  or  conscription  act, 
has  now  been  passed  by  both  houses  of 
Congress,  and  signed  by  President  Roose- 
velt, to  become  the  United  States’  first 
peacetime  draft  bill.  A proclamation  has 
been  issued  naming  October  16  as  the  day 
of  registration  for  all  men  between  the 
ages  of  21  and  35,  inclusive.  The  effect  of 
this  act  upon  the  medical  profession  will  be 
quite  varied.  Physicians  in  this  age  group 


will  of  course  be  required  to  register. 
Whether  or  not  these  men  will  be  called  to 
active  training  remains  to  be  seen.  In  the 
selection  of  the  men  for  training,  physi- 
cians in  all  parts  of  the  country  will  be 
called  upon  to  contribute  their  services  in 
the  most  important  task  of  determining  the 
physical  fitness  of  these  candidates. 

Draft  boards  are  being  organized  now 
throughout  each  state,  and  each  board  will 
require  the  services  of  a physician.  The 
getting  together  of  the  physicians  who  will 
volunteer  their  services  for  this  patriotic 
duty  is  being  handled  by  Dr.  C.  G.  Cole, 
with  the  councilors  of  the  several  congres- 
sional districts  acting  in  conjunction  with 
him.  In  addition,  there  will  be  special 
examining  boards  for  the  final  decisions 
on  the  physical  status  of  candidates.  It  is 
certain  that  this  task  will  find  the  medical 
profession  willing  and  anxious  to  con- 
tribute as  they  did  so  willingly  and  effici- 
ently during  the  first  World  War. 

The  American  medical  profession  is  do- 
ing its  part  in  the  plan  of  national  pre- 
paredness. The  recent  questionnaire  sent 
out  by  the  Committee  on  Medical  Prepared- 
ness of  the  American  Medical  Association 
was  answered  by  52  per  cent  of  the  179,- 
796  physicians  up  to  September  6.  All  of 
these  questionnaires  returned  represented 
a wholehearted  willingness  on  the  part  of 
physicians  in  all  parts  of  the  country  to  do 
their  part.  It  is  hoped  that  all  physicians 
who  have  for  any  reason  delayed  in  return- 
ing this  questionnaire  will  do  so  as  prompt- 
ly as  possible.  The  information  secured 
from  this  source  will  greatly  assist  the  au- 
thorities in  selecting  physicians  for  the 
services  for  which  they  are  most  suited  and 
will  benefit  both  the  military  authorities 
and  the  physicians  themselves.  In  another 
section  of  the  Journal  is  printed  a letter 
from  the  President  of  the  Louisiana  State 
Medical  Society,  acting  State  Chairman  of 
the  American  Medical  Association  Com- 
mittee on  Medical  Preparedness,  again  urg- 
ing all  members  of  the  profession  in  Louisi- 
ana to  respond  to  this  questionnaire. 

The  task  which  national  preparedness 
will  give  to  the  medical  profession  is  no 
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small  one.  It  will  mean  careful,  honest 
effort,  sacrifice  and  hard  work,  with  little 
if  any  remuneration,  except  the  knowledge 
that  we  as  a profession  are  again,  as  al- 
ways in  the  past,  willing  and  anxious  to  do 
more  than  our  part  for  the  benefit  of  the 
nation. 

o 

HYPERTENSION 

Most  physicians  are  fully  aware  of  the 
frequency  of  hypertension,  but  many  fail 
to  realize  how  serious  this  common  dis- 
ease is,  and  how  large  its  annual  toll  is. 
It  has  been  estimated  that  500,000  people 
die  annually  in  the  United  States  of  cardio- 
vascular-renal disease,  and  that  hyperten- 
sion is  responsible  for  from  one-half  to 
three-fourths  of  these  deaths.  This  means 
that  the  annual  death  rate  for  hyperten- 
sion is  two  to  three  times  greater  than  that 
for  cancer. 

It  is  very  discouraging  in  the  face  of 
these  figures  that  while  our  knowledge  of 
the  experimental  production  of  hyperten- 
sion has  increased  greatly  in  the  past  sev- 
eral years,  we  are  still  a long  way  off  from 
understanding  the  cause  and  mechanism  of 
the  disease  in  man.  Certainly  it  is  true  too 
that  the  experimental  work  has  helped  the 
clinician  very  little. 

In  a discussion  of  this  subject,  Allen  and 
Adson*  comment  on  these  facts  and  prop- 
erly lament  the  scarcity  of  drugs  which 
help  this  condition.  They  state  that  with 
the  exception  of  potassium  sulfocyanate  the 
sedatives  are  the  best  and  phenobarbital  is 
probably  as  good  as  any. 

Potassium  sulfocyanate  has  been  used 
for  many  years.  While  many  are  enthusi- 
astic about  its  effects,  there  are  many 
drawbacks  to  its  general  use.  Many  toxic 
symptoms  may  occur  and  it  is  therefore  not 
without  danger.  Its  use  should  be  properly 
controlled  by  frequent  determinations  of 
the  blood  concentration  of  cyanates,  which 
should  range  between  8 and  14  mg.  for 
100  c.  c.  of  blood.  As  these  authors  state, 
it  is  discouraging  to  realize  that  the  pres- 

* Allen,  Edgar  V.,  and  Adson,  Alfred  W.:  The 
treatment  of  hypertension;  medical  versus  surgi- 
cal, Ann.  Int.  Med.,  14:288,  1940. 


ent  day  medical  treatment  of  hypertension 
is  practically  the  same  as  Elliott  outlined 
25  years  ago  and  Moschcowitz  suggested 
20  years  ago. 

Because  of  this  unsatisfactory  status  of 
the  medical  management  of  hypertension, 
sympathectomies  have  been  performed  in 
the  attempt  to  relieve  hypertension  surgi- 
cally. The  relationship  of  the  sympathetic 
nervous  system  to  the  mechanism  of  the 
production  of  essential  hypertension  is 
still  debatable  both  clinically  and  experi- 
mentally. However,  it  has  been  shown  that 
extensive  sympathectomy  does  reduce  the 
blood  pressure  in  many  patients  with  es- 
sential hypertension. 

This  study  is  a review  of  postoperative 
results  in  224  cases.  There  were  no  opera- 
tive deaths.  The  clinical  symptoms  invari- 
ably disappeared  with  a reduction  of  blood 
pressure,  and  in  a number  of  cases  the 
patients  were  free  from  symptoms  even 
though  there  was  a gradual  return  of 
elevated  blood  pressure.  They  conclude 
from  their  experiences  that  the  operation 
is  justified  in  the  treatment  of  essential 
hypertension.  Individuals  seen  early  in  the 
course  of  the  disease,  before  irreversible 
damage  to  the  cardiorenal  vascular  tissues, 
will  receive  the  most  benefit  from  surgical 
treatment.  This  necessitates  an  early 
recognition  of  the  hypertension  and  a very 
careful  complete  study  to  determine  the 
presence  or  absence  of  organic  changes 
which  will  determine  the  selection  of  pa- 
tients for  surgical  treatment. 

o 

SULFATHI  AZOLE 

Following  the  successful  use  of  sulfanila- 
mide and  sulfapyridine,  the  ever  increasing 
search  for  efficient  and  less  toxic  chemicals 
has  led  to  the  investigation  of  the  thiazole 
analog  of  sulfapyridine  which  is  known  as 
sulfathiazole.  Spink  and  Hansen*  review 
their  experience  with  sulfathiazole  in  the 
treatment  of  128  patients  with  pneumonia, 
staphylococcic  sepsis,  and  infections  of  the 
urinary  tract.  They  found  that  sulfathia- 
zole was  no  more  toxic  than  sulfanilamide 


*Spink,  Wesley  W.,  and  Hansen,  Arild  E.: 
Sulfathiazole,  J.  A.  M.  A.,  115:840,  1940. 
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or  sulfapyridine,  the  nausea  and  vomiting 
was  not  so  frequent  as  with  the  other 
drugs,  dermatitis  was  more  frequent,  and 
sulfathiazole  appeared  to  have  the  same 
value  as  sulfapyridine  in  the  treatment  of 
pneumococcic  pneumonia.  Sulfathiazole 
was  definitely  more  effective  than  sulfa- 
pyridine in  the  treatment  of  staphylococcic 
septicemia  and  apparently  is  the  best  drug 
for  this  infection.  It  also  seemed  to  be 
valuable  in  certain  infections  of  the  urinary 
tract. 

In  pneumonia  the  dosage  in  adults  and 
older  children  consisted  of  an  initial  dose 
of  from  2 to  4 gm.  and  then  1 gm.  every 
four  hours  until  the  temperature  remained 
normal  for  forty-eight  hours.  The  dose  was 
then  reduced  gradually  and  discontinued 
on  the  seventh  day.  The  administration  of 
sodium  bicarbonate  did  not  seem  necessary. 
In  33  patients  with  lobar  or  atypical  pneu- 
monia, there  was  only  one  death.  Type 


specific  serum  was  used  additionally  in 
three  of  these  cases. 

No  improvement  was  obtained  in  two 
cases  of  subacute  bacterial  endocarditis. 
In  a group  of  15  patients  with  staphylococ- 
cic septicemia  treated  with  sulfathiazole, 
all  recovered. 

It  would  appear  from  this  report  that 
sulfathiazole  is  especially  valuable  in 
staphylococcic  infections,  especially  septi- 
cemia. Its  use  is  apparently  as  efficacious 
in  pneumonia  as  sulfapyridine,  and  it  has 
been  suggested  that  it  may  be  less  toxic, 
more  readily  absorbed,  and  more  rapidly 
excreted.  It  is  probable,  too,  that  sulfathia- 
zole may  be  more  efficient  in  the  treatment 
of  urinary  tract  infections. 

Further  experimental  and  clinical  studies 
will  be  necessary  to  further  clarify  the 
indications,  contraindications,  and  choice 
of  these  three  most  valuable  recent  adjuncts 
to  modern  therapeusis,  sulfanilamide,  sul- 
fapyridine, and  sulfathiazole. 
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CALENDAR 


October  1. 
October  2. 

October  3. 
October  7. 

October  8. 
October  9. 

October  10. 
October  14. 
October  15. 


Eye,  Ear,  Nose  and  Throat  Staff, 
8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphitheatre, 
1 :30  p.  m. 

Hutchinson  Memorial  Clinic  Staff,  8 
p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  m. 
Orleans  Parish  Medical  Society  Board 
of  Directors,  8 p.  m. 

Clinico-pathologic  Conference,  Hotel 
Dieu,  8:15  p.  m. 

Eye,  Ear,  Nose  and  Throat  Society, 
8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphitheatre, 
1 :30  p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

New  Orleans  Hospital  Council,  City 
Hospital  for  Mental  Diseases,  8 p.  m. 
Orleans  Parish  Medical  Society,  8 

p.  m. 

Charity  Hospital  Medical  Staff,  8 

p.  m. 


October  16. 


October  17. 
October  18. 


October  21. 
October  22. 
October  23. 


October  24. 

October  25. 
October  30. 


October  31. 


Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphitheatre, 
1:30  p.  m. 

Charity  Hospital  Surgical  Staff,  8 
p.  m. 

The  Orleans  Tuberculosis  Hospital 
Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  nr. 
I.  C.  R.  R.  Hospital  Staff,  12  noon. 
New  Orleans  Dispensary  for  Women 
and  Children  Staff,  8 p.  m. 

Hotel  Dieu  Staff,  8 p.  m. 

Baptist  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphitheatre, 
1 :30  p.  m. 

French  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  m. 
L.  S.  U.  Faculty  Club,  8 p.  m. 
Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphitheatre, 
1:30  p.  m. 

Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  m. 


The  following  physicians  were  elected  to  active 
membership  in  the  Society:  Clarence  A Bishop, 
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Walter  J.  Crawford,  Lucien  C.  Delery,  Manuel 
Garcia,  Ralph  G.  Greenlee,  Audrey  U.  Heintz, 
Charles  Midlo,  Harry  D.  Morris,  and  Marvin  C. 
Smith;  to  intern  membership:  Wilfred  Finkel- 
stein,  Sam  Levi,  and  Carl  H.  Rabinowitz. 

The  Secretary  reports  with  regret  the  loss  of 
Drs.  M.  P.  H.  Bowden  and  A.  L.  Levin,  two  of 
the  Society’s  active  members. 


SCIENTIFIC  MEETINGS  WILL  BE  RESUMED 
IN  OCTOBER 

The  Scientific  Essays  Committee  announces  that 
plans  have  been  formulate?!  for  the  fall  program; 
the  first  meeting  to  be  held  Monday,  October  14. 
The  meetings  will  include,  as  they  have  in  the 
past,  a biographical  sketch  of  an  individual  promi- 
nent in  medicine  and  medical  education  in  Louisi- 
ana, interesting  case  reports,  and  appropriate  un- 
related subjects  or  symposia. 


NEWS  ITEMS 

Dr.  C.  L.  Brown  has  returned  from  Temple  Uni- 
versity where  he  took  a postgraduate  course  in 
broncho-esophagoscopy  and  gastroscopy  under  the 
direction  of  Prof.  Chevalier  L.  Jackson. 


Dr.  Charles  J.  Bloom  addressed  the  Seventh  Dis- 
trict Medical  Society  in  Jennings,  June  6.  His 
subject  was  “Spastic  Colitis  in  Infancy  and  Child- 


hood.” Dr.  Bloom  also  presented  a paper  on 
“Diarrheas  in  Children”  before  the  Coast  County 
Medical  Society  in  Biloxi,  July  3. 


Dr.  A.  L.  Whitmire  recently  presented,  over 
radio,  a talk  on  “Eye  Strain.”  His  subject  covered 
a three  year  observation  of  children  of  parochial, 
schools. 


Drs.  R.  Alec  Brown,  W.  H.  Perkins  and  J.  L. 
Wilson  were  speakers  at  a I’ecent  meeting  held  to 
discuss  means  of  lowering  the  tuberculosis  mor- 
tality rate  in  New  Orleans. 


Dr.  W.  B.  Clark  was  recently  appointed  head  of 
the  department  of  ophthalmology  of  the  Tulane 
University  School  of  Medicine. 


Dr.  Edmund  Connely  spoke  on  hypnotism  at  a 
meeting  of  the  Health  Builders  Club,  August  13. 


Dr.  B.  G.  Efron  was  recently  elected  to  member- 
ship in  the  American  Statistical  Association, 


Dr.  Roy  W.  Wright  has  been  elected  to  member- 
ship in  the  American  College  of  Hospital  Adminis- 
trators. 

Edwin  L.  Zander,  M.  D.,  Sec. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


NATIONAL  PREPAREDNESS  PROGRAM 
To  the  Medical  Profession  of  the  State: 

We  are  definitely  in  the  midst  of  a National 
Preparedness  Program.  We  can  no  longer  guess 
or  predict  that  the  Draft  Bill  will  or  will  not  pass 
the  United  States  Senate  or  House  of  Representa- 
tives. The  Draft  Bill  has  already  been  enacted 
into  laAv  and  President  Roosevelt  has  signed  the 
nation’s  first  peacetime  draft  bill  and  issued  a 
proclamation  setting  October  16  as  the  day  of 
registration  when  over  16,000,000  men  between  the 
ages  of  21  and  35  inclusive  will  be  required  to 
register  subject  to  call  for  training. 

Under  such  a program,  we  of  the  medical  pro- 
fession must  realize  our  imperative  duty  and  the 
part  we  must  play  in  this  preparedness  program, 
and  we  should  accept,  and  I believe  will  assume, 
our  responsibility  in  that  same  spirit  of  patriotism 


which  has  always  prompted  our  actions  in  the  past 
and  will  wholeheartedly  respond  likewise  to  the 
present  great  emergency. 

We  gave  a good  account  of  ourselves  during  the 
World  War,  over  30,000  members  of  our  profession 
doing  military  duty  with  armed  forces  and  a like 
number  doing  their  part  in  a semi-military  ca- 
pacity, assuming  their  responsibility  and  duty  in 
looking  after  the  civilian  population  at  home. 

We  cannot  fall  down  in  our  duty  to  the  present 
emergency  and  I urgently  request  you  to  cooperate 
in  every  way  possible  with  the  state  and  national 
draft  boards  and  committees. 

If  you  have  not  filled  out  the  questionnaire  sent 
to  you  by  the  American  Medical  Association,  please 
do  so  at  once.  One  of  the  chief  objects  of  the  ques- 
tionnaire is  to  obtain  first-hand  information  from 
you  as  to  the  service  you  are  best  fitted  for  or 
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most  desire,  which  facts,  will  permit  your  assign- 
ment to  the  best  advantage  to  yourself  as  well  as 
for  the  good  of  the  service. 

You  must  understand  that  this  preparedness 
program  is  a plan  in  which  the  civilian  population 
as  well  as  the  armed  forces  are  to  be  cared  for 
and  I again  appeal  to  you,  in  the  name  of  duty  and 
patriotism  to  fill  out  this  questionnaire  without 
delay  and  mail  it  to  the  American  Medical  Asso- 
ciation. If  by  any  chance  you  have  misplaced  or 
lost  your  questionnaire,  I will  be  glad  to  mail  you 
another  on  request. 

Organization  of  the  profession  is  going  forward 
as  rapidly  as  possible  and  we  sincerely  request 
your  help  and  cooperation. 

C.  Grenes  Cole,  M.  D., 
State  Chairman  of  the  American 
Medical  Association  Committee 
on  Medical  Preparedness. 


ORGANIZATION  OF  STATE  SOCIETY  FOR 
EXAMINING  DRAFTEES 
Dr.  C.  Grenes  Cole,  Chairman  of  the  Medical 
Preparedness  Program,  with  the  assistance  of  the 
several  Councilors  of  the  State  Society,  in  cooper- 
ation with  Dr.  J.  H.  Musser  as  the  Governor’s 
representative,  has  arranged  for  practically  every 
draft  board  to  have  excellent  medical  examiners. 
The  doctors  of  the  State  who  have  offered  their 
services  for  this  purpose  are  to  be  congratulated 
wholeheartedly  on  their  patriotic  self-sacrifice.  In 
addition  to  the  examinations  of  the  draftees,  nine 
Medical  Advisory  Boards  have  been  set  up  and 
organized  by  the  same  group.  These  Boards  will 
also  function  as  follows:  Three  in  New  Orleans, 
one  in  Monroe,  one  in  Baton  Rouge,  one  in  Lafay- 
ette, one  in  Lake  Charles  and  one  in  Alexandria. 
These  Boards  will  have  their  headquarters  at  one 
or  another  of  the  hospitals  in  their  respective  dis- 
tricts. In  New  Orleans  the  three  Boards  will  func- 
tion respectively  at  the  Charity  Hospital,  Touro 
Infirmary  and  Baptist  Hospital. 

POSTGRADUATE  INSTRUCTION 
On  Monday,  October  7,  the  Faculty  of  the  School 
of  Medicine  of  Tulane  University  will  open  a week 
of  intensive  postgraduate  instruction.  Organized 
under  the  Department  of  Graduate  Medicine,  these 
annual  clinics  or  courses  of  instruction  are  becom- 
ing more  and  more  important.  Physicians  from 
rather  distant  states  are  becoming  more  frequent 
attendants. 

Practically  the  whole  field  of  clinical  medicine 
is  covered  by  dry  clinic,  lecture  and  demonstration. 
Activities  begin  promptly  at  8:00  a.  m.  daily  and 
continue  through  the  afternoon. 

All  licensed  physicians  are  welcome.  The  only 
charge  is  the  registration  fee  of  $5.00. 

SEVENTH  DISTRICT  MEDICAL  SOCIETY 
At  a meeting  held  on  Thursday,  September  12, 
in  Crowley,  the  scientific  program  was  as  follows: 


Dr.  John  H.  Musser  spoke  on  “The  Contagious 
Diseases”;  Dr.  Lucien  LeDoux  gave  a paper  on 
“Therapy  of  Functional  Uterine  Bleeding,”  and 
Dr.  Randolph  Unsworth  spoke  on  “Cerebral  Tuber- 
culoma.” Dr.  Stanley  Peterman  was  host  at  a 
barbecue  supper  at  the  Crowley  Country  Club. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  annual  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates 
will  be  held  in  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  4,  1941,  at 
2:00  p.  m. 


JUNIOR  MEDICAL  OFFICERS  SOUGHT 
FOR  GOVERNMENT  SERVICE 

The  U.  S.  Civil  Service  Commission  has  an- 
nounced examinations  to  fill  two  classes  of  junior 
medical  officer  positions  (rotating  internship  and 
psychiatric  resident)  at  St.  Elizabeth’s  Hospital, 
Washington,  D.  C.  The  salary  for  the  positions 
is  $2,000  a year,  less  a retirement  deduction  of 
3 % per  cent  and  a deduction  of  $60  a year  for 
quarters,  laundry,  and  medical  attention. 

Further  information  regarding  the  examinations 
may  be  obtained  from  the  Secretary  of  the  Board 
of  U.  S.  Civil  Service  Examiners  at  any  first-  or 
second-class  post  office,  or  from  the  U.  S.  Civil 
Service  Commission,  Washington,  D.  C. 

PAY  YOUR  DOCTOR  WEEK 

“Pay-Your-Doctor  Week,”  inaugurated  two 
years  ago  by  California  Bank  in  Los  Angeles  on 
a purely  local  basis,  will  be  observed  this  year 
from  October  27  to  November  2 in  scores  of  cities 
throughout  the  country  with  banks  in  the  various 
communities  sponsoring  the  movement. 

NEWS  ITEMS 

At  the  nineteenth  annual  scientific  session  of 
the  American  Congress  of  Physical  Therapy,  held 
in  Cleveland,  September  2-6,  1940,  Dr.  Nathan  H. 
Polmer,  president-elect,  was  inducted  as  president 
for  the  coming  year.  The  subject  of  Dr.  Polmer’s 
presidential  address  was  “The  Evolution  of  Physi- 
cal Therapy.” 

There  is  an  opening  for  a physician  in  Jean- 
erette,  Louisiana.  Further  information  may  be 
secured  from  the  office  of  the  Journal. 

CORRESPONDENCE 

British  Consulate  General, 
New  Orleans,  La., 
September  7,  1940. 

The  Secretary, 

Louisiana  State  Medical  Society. 

Dear  Sir: 

I should  be  grateful  if  you  could  give  me  any 
cooperation  in  the  following  matter: 

His  Majesty’s  Government  would  welcome  appli- 
cations for  employment  in  the  United  Kingdom 
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Emergency  Medical  Service  from  approved  doctors 
who  are  citizens  of  the  United  States  of  America, 
hold  approved  qualifications  granted  in  the  United 
States  of  America,  and  are  licensed  by  the  compe- 
tent authorities  to  practice  in  one  or  more  of  the 
States. 

Arrangements  would  be  made  to  exercise  emer- 
gency powers  to  register  such  doctors  in  the  for- 
eign list  of  the  United  Kingdom  Medical  Register 
for  the  period  within  which  their  services  are 
likely  to  be  required. 

Those  doctors  claiming  remuneration  would  re- 
ceive salaries  of  the  appropriate  Emergency  Medi- 
cal Service  grade,  namely,  £800  (surgeons  of  about 
10  years  experience)  and  £550  (general  duty  men 
of  3 to  5 years  experience)  per  annum  respectively 
with  free  board  and  lodging. 

The  intention  for  the  present  is  to  register  the 
names  of  applicants,  who  would  be  called  upon  to 
proceed  to  the  United  Kingdom  only  as  and  when 
the  need  for  their  services  had  actually  arisen. 
They  would  serve  in  a civilian  capacity  and  there 
would  be  no  question  of  their  enrollment  in  the 
medical  branches  of  the  armed  froces. 

I should  be  very  grateful  if  you  would  take  what 
measures  appear  to  you  to  be  suitable  to  bring  the 
above  proposals  to  the  knowledge  of  your  members. 

Yours  faithfully, 

D.  J.  Rodgers, 

H.  B.  M.  Consul  General. 


GOVERNMENT  TO  NEED  TEMPORARY  AND 
PART-TIME  CIVILIAN  MEDICAL  OFFICERS 

The  expansion  of  the  army  creates  a need  for 
about  600  civilian  medical  officers  in  various 
grades  for  temporary  and  part-time  service.  The 
duties  of  full-time  officers  will  be  to  act  as  doctors 
of  medicine  in  active  practice  in  hospitals,  in  dis- 
pensaries, and  in  the  field.  The  duty  of  part-time 
officers  will  be  to  report  for  sick  call  at  a fixed 
hour  each  day  and  to  be  subject  to  emergency  call 
at  all  times. 

The  Civil  Service  Commission  in  making  this  an- 
nouncement calls  particular  attention  to  the  fact 
that  part-time  officers  will  be  able  to  continue 
their  regular  practice.  In  order  that  this  may  be 
done,  appointments  to  the  part-time  positions  will 
be  made  of  medical  officers  in  the  vicinity  of  the 
place  of  duty. 

Information  concerning  these  positions  may  be 
obtained  from  the  Secretary  of  the  Board  of  U. 
S.  Civil  Service  Examiners  at  any  first-  or  second- 
class  post  office,  or  from  the  United  States  Civil 
Service  Commission,  Washington,  D.  C.  Physicians 
are  urged  to  apply  at  once.  This  work  is  of  the 
greatest  importance  to  the  success  of  the  National 
Defense  Program. 

INFECTIOUS  DISEASE  IN  LOUISIANA 

The  weekly  morbidity  report  the  Bureau  of 
Epidemiology  of  the  Louisiana  State  Board  of 


Health  for  the  thirty-fourth  week  of  1940,  ending 
August  24,  showed  that  next  to  syphilis,  which 
headed  the  list  with  236  cases,  hookworm  had  the 
next  largest  number  of  cases  reported.  There  were 
70  cases  of  hookworm  infection  listed  this  week 
as  against  no  cases  for  the  previous  week  and 
only  eight  for  the  same  week  in  1939.  There  was 
also  a great  increase  in  the  number  of  reported 
cases  of  whooping  cough,  there  being  57  cases 
this  week  in  contrast  to  the  eight  reported  last 
week  and  three  reported  for  the  same  week  of 
1939.  There  was  an  increase  in  the  number  of 
cases  of  pulmonary  tuberculosis  to  47,  and  the  34 
cases  of  pneumonia,  36  of  cancer,  26  of  gonorrhea, 
10  of  poliomyelitis  were  all  increases  over  the 
previous  week.  The  number  of  malaria  cases  had 
decreased  to  18  instances  from  38.  There  were 
24  cases  of  typhoid  fever,  only  one  of  which  was 
reported  from  Orleans  Parish.  Of  the  total  num- 
ber of  10  cases  of  diphtheria,  six  were  reported 
from  Orleans  Parish,  the  largest  incidence  in  any 
one  parish.  Four  cases  of  typhus  fever  were  re- 
ported from  East  Baton  Rouge,  Orleans,  Ouachita, 
and  Vermilion.  Two  cases  of  diphtheria,  two  cases 
of  poliomyelitis,  and  one  case  of  typhoid  fever  re- 
ported in  New  Orleans  were  imported.  In  the 
next  weekly  report,  ending  August  31,  the  inci- 
dence of  hookworm  disease  had  dropped  again  to 
two  reported  cases.  As  noticed  in  the  previous 
summary,  this  high  incidence  of  hookworm  disease 
must  be  the  result  of  some  type  of  routine  survey. 
While  syphilis  headed  the  report  as  usual,  the 
number  of  cases  had  decreased  to  150;  likewise, 
there  was  a decrease  to  33  cases  of  cancer,  31  of 
pneumonia,  35  of  pulmonary  tuberculosis,  10  of 
gonorrhea,  11  of  malaria,  five  of  diphtheria,  and 
seven  of  poliomyelitis.  There  were  two  cases  of 
undulant  fever  from  Caddo  reported  for  this  week. 
For  the  week  ending  September  7,  the  reported 
cases  of  gonorrhea  had  increased  to  70.  There 
were  25  cases  of  typhoid  fever  reported  of  which 
six  reported  by  the  New  Orleans  City  Board  of 
Health  were  imported.  Syphilis  accounted  for  249 
reported  cases  as  against  148  for  the  same  week 
of  the  previous  year.  Pneumonia  had  decreased 
to  21  cases,  though  this  number  showed  an  in- 
crease over  the  12  reported  cases  for  the  same 
week  of  1939.  Gonorrhea  led  the  list  with  43  cases 
for  the  thirty-seventh  week,  ending  September  14, 
with  the  exception  of  the  usual  large  number  of 
reported  cases  of  syphilis,  namely  179.  On  the 
whole,  the  reported  cases  for  this  week  showed  a 
definite  decrease  in  all  the  more  commonly  re- 
ported diseases.  There  was  a case  of  leprosy  re- 
ported this  week  as  having  been  imported  to  the 
City  of  New  Orleans. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  reported  130  deaths  in  the  City  of  New 
Orleans  for  the  week  ending  August  17,  1940. 
This  compared  favorably  with  the  three  year  aver- 
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age  death  rate  of  145  for  the  corresponding  week 
of  1937-1939.  Of  the  total  deaths,  76  were  white 
and  54  negro.  There  were  15  deaths  under  one 
year  of  age,  eight  white  and  seven  negro.  In  the 
following  week,  ending  August  24,  the  total  deaths 
had  increased  to  149,  and  the  infant  deaths  to  17. 
The  proportion  between  white  and  negro  deaths 
remained  about  the  same,  namely  90  white  and  59 
negro,  and  was  about  the  same  as  the  total  deaths 
reported  for  the  three  year  average.  In  the  week 
ending  August  31,  the  number  of  deaths  was 
approximately  the  same,  148;  the  infant  deaths 
had  decreased  to  12.  This  total  number  was  a de- 
crease of  three  over  the  average  for  the  three 
years  ending  1939.  The  total  number  of  deaths 
of  118  for  the  week  ending  September  7 showed 
a definite  decrease  from  the  previous  week  and 
also  fi’om  the  three  year  average  for  that  week, 
128;  likewise,  the  deaths  under  one  year  of  age 
had  decreased  to  six  as  compared  to  12  for  the 
previous  week  and  17  for  the  three  year  average. 
Of  the  total  deaths  86  were  white  and  32  negro; 
in  the  infant  deaths  four  wei’e  white  and  two 
negro. 

MHW— — — 

MARGARET  PAULINE  H.  BOWDEN 
(1877-1940) 

On  September  5,  1940,  the  medical  profession 
was  sorrowed  by  the  loss  of  Dr.  Margaret  P.  H. 
Bowden,  of  New  Orleans.  A graduate  of  Tulane 
University  Class  of  1919,  ®r.  Bowden  was  one  of 
the  first  two  women  to  take  the  full  four  year 
course  at  Tulane,  and  one  of  the  first  two  women 
interns  at  Charity  Hospital.  She  was  appointed 
an  intern  in  pathology,  and  later  served  as  as- 
sistant pathologist  of  Touro  Infirmary  and  Charity 
Hospital,  and  as  a member  of  the  faculty  of  the 
Tulane  University  School  of  Medicine. 

She  had  been  a member  of  the  State  Medical 
Society  since  her  graduation  in  1919. 


ABRAHAM  LOUIS  LEVIN 
(1880-1940) 

Dr.  A.  L.  Levin,  well-known  gastroenterologist 
of  New  Orleans,  died  September  15,  1940.  Pro- 
fessor of  Gastroenterology  at  Louisiana  State  Uni- 
versity and  Chief  of  the  Gastroenterological  Sec- 
tion at  Charity  Hospital,  Dr.  Levin  was  nationally 
known.  In  1921  he  designed  the  duodenal  tube 
wkich  bore  his  name. 

A native  of  Suwalki,  Poland,  he  was  graduated 
from  Tulane  University  in  1907  and  was  asso- 
ciated on  the  staff  of  Touro  Infirmary  for  many 
years. 


WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 

OUACHITA  PARISH 

The  Woman’s  Auxiliary  to  the  Ouachita  Parish 
Medical  Society  held  its  first  meeting  at  the  Lotus 
Club  on  September  12.  The  hostesses  on  this  oc- 
casion were  Mrs.  C.  B.  Flinn,  Mrs.  J.  W.  Cummins, 
Mrs.  L.  L.  Shlenker,  and  Mrs.  John  Bostick. 

Mrs.  A.  D.  Tisdale,  presided  over  the  meeting 
and  introduced  the  guest  speaker,  Dr.  D.  T. 
Milam,  President  of  the  Ouachita  Parish  Medical 
Society,  who  gave  a most  interesting  address  on 
the  “Medical  Care  of  Soldiers  during  War  Maneu- 
vers.” Mrs.  Rogers  read  an  article  on  “Traditions 
of  Medicine”  by  Dr.  Charles  Heyd. 

The  aims  and  projects  of  the  auxiliary,  namely 
Hygeia,  philanthropic  activities,  doctors’  day, 
indigent  physicians’  fund,  public  health  education, 
anti-tuberculosis  campaign,  entertainment  for 
Southern  Tuberculosis  Convention,  entertainment 
for  graduating  class  of  nurses  at  St.  Francis 
Sanitarium,  were  discussed.  Two  new  members, 
Mrs.  Edmond  Campbell  and  Mrs.  Glenn  Gallaspy, 
were  introduced  to  the  Auxiliary. 

The  officers  and  chairmen  of  standing  commit- 
tees were  presented,  as  follows:  president,  Mrs. 

A.  D.  Tisdale;  president-elect,  Dr.  D.  T.  Milam; 
first  vice-president,  Mrs.  R.  W.  O’Donnell;  second 
vice-president,  Mrs.  I.  J.  Wolff;  treasurer,  Mrs. 
H.  V.  Collins;  recording  secretary,  Mrs.  Henson 
Coon;  corresponding  secretary,  Mrs.  Prentice 
Gray;  publicity  secretary,  Mrs.  C.  B.  Flinn;  his- 
torian and  exhibit,  Mrs.  John  Bostick;  parliamen- 
tarian, Mrs.  Clifford  Johnson;  program  chairman, 
Mrs.  Armand  McHenry;  courtesy  and  visiting 
chairman,  Mrs.  A.  L.  Peters;  telephone  and  mem- 
bership, Mrs.  C.  H.  Hill;  education  and  Hygeia, 
Mrs.  R.  W.  O’Donnell;  anti-tuberculosis  campaign, 
Mrs.  I.  J.  Wolff;  public  relations,  Mrs.  J.  P. 
Brown;  doctors’  day,  Mrs.  D.  T.  Milam;  indigent 
physicians’  fund,  Mrs.  H.  V.  Collins. 

Mrs.  C.  B.  Flinn, 

Press  and  Publicity  Chairman. 

Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 

Press  and  Publicity  Chairman. 
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Problems  of  Ageing:  Edited  by  E.  V.  Cowdry. 

Baltimore,  Williams  & Wilkins  Co.,  1939.  Pp. 

758.  Price  $10.00. 

The  problems  of  ageing  continue  to  attract  the 
attention  of  increasingly  larger  numbers  of  phy- 
sicians and  their  allies  in  kindred  professions. 
There  can  be  no  question  but  that  in  a community 
and  time  like  the  one  in  which  we  now  live,  and 
in  which  it  is  readily  apparent  to  all  serious  stu- 
dents that  the  percentage  of  older  men  and  women 
is  a proved  reality,  the  profession  will  be  obliged 
to  engage  in  a much  greater  activity  in  the  treat- 
ment and  prevention  of  diseases  peculiar  to  old 
age.  It  is  then  a matter  of  more  than  passing 
comment  to  note  the  appearance  of  this  magni- 
ficent symposium  on  the  ageing  individual.  The 
contributors  are  authorities  in  their  chosen  fields 
and  a recital  of  the  names  reads  like  a “Who’s 
Who”  in  science. 

Ageing  is  dealt  with  in  its  biologic  and  medical 
aspects.  Thus  one  notes  in  the  contents  such  dis- 
cussions as  ageing  in  plants,  in  insects,  in  verte- 
brates, and  in  invertebrates.  A statistical  study 
of  longevity  as  well  as  a study  of  human  cultural 
levels  is  considered.  In  addition  one  notes  dis- 
cussion of  ageing  in  the  vital  organs,  the  humors 
and  the  endocrines  of  the  body.  Other  chapters 
deal  with  psychologic  and  chemical  aspects  of  age- 
ing and  the  relationship  of  ageing  to  resistance 
of  disease.  Finally,  ageing  from  the  viewpoint 
of  the  clinician  is  a splendid  closing  to  a book  re- 
plete with  scholarly  and  authoritative  presenta- 
tions. 

The  introduction  by  the  philosopher  John  Dewey 
is  excellent,  especially  as  it  reveals  to  the  physi- 
cian the  serious  implications  of  ageing  as  it  affects 
the  social  and  economic  structure  of  our  present 
civilization.  Each  chapter  concludes  with  a sum- 
mary and  a bibliography.  The  viewpoint  of  each 
author  is  peculiarly  his  own,  but  so  fine  a work 
has  Cowdry  done  as  editor  that  one  feels  in  read- 
ing the  book  the  thread  of  continuity  woven 
through  its  entire  length,  and  appreciates  the  in- 
valuable contributions  to  the  prolongation  of  life, 
the  lessening  of  its  handicaps  and  the  course  of 
future  studies  pertinent  to  biologic  old  age.  This 
book  must,  for  us,  become  a standard  work  in  a 
field  of  medicine  most  emphatically  asserting  its 
great  and  growing  importance  in  the  future  prac- 
tice of  the  physician. 

I.  L.  Robbins,  M.  D. 


Index  of  Treatment:  Edited  by  Sir  Robert 

Hutchison,  Bt.,  M.  D.,  LL.  D.,  P.  R.  C.  P.,  Balti- 
more, Williams  & Wilkins  Co.,  1940.  Pp.  996. 
Price  $12.00. 

Any  volume  which  has  passed  through  twelve 
fully  revised  editions  between  1907  and  1940,  must 
have  filled  a much  needed  place  in  the  literary 
armamentarium  of  large  groups  of  doctors. 


The  preface  to  the  first  edition  indicated 
clearly  in  one  sentence  the  object  of  the  volume: 
“The  present  work  is  intended  to  provide 
the  practitioner  with  a complete  guide  to 
Treatment  in  moderate  compass,  and  in  a 
form  convenient  for  reference.” 

The  modest  desire  on  the  part  of  the  authors  to 
encompass  within  the  covers  of  a single  volume, 
an  encyclopedia  of  all  branches  of  medicine  is  a 
rather  pretentious  effort.  Encyclopedias  and 
compends  serve  a useful  purpose  for  those  who 
either  have  not  the  time,  or  the  inclination,  to 
provide  themselves  at  first  hand,  with  modern, 
current,  scientific,  progressive  methods.  Such  a 
volume  as  the  “Index  of  Treatment”  is  bound  to 
serve  a useful  purpose  to  the  above  group.  It 
is  manifestly  impossible  for  any  one  or  any  group 
of  editors  to  encompass  the  entire  field  of  medi- 
cine adequately  within  the  limitations  of  a single 
volume. 

Probably  the  most  valuable  chapter  from  the 
standpoint  of  the  type  of  reader  who  will  utilize 
such  a volume  and  make  it  a guide  for  his  treat- 
ment, is  the  introductory  chapter,  written  by  Sir 
Robert  Hutchison.  The  advice  contained  in  this 
introductory  chapter  might  well  be  published  as 
a separate  essay,  and  this  used  as  a guide  inde- 
pendently of  everything  else  in  the  volume: 

“Let  the  plan  be  as  simple  as  possible,  for 
like  most  good  things  in  life,  successful  treat- 
ment is  usually  simple.  All  elaborate  and 
minutely  detailed  schemes  are  to  be  shunned; 
they  generally  partake  of  the  nature  of  the 
cure  which  is  worse  than  the  disease.  In  a 
word,  beware  of  fussiness.” 

“Faddiness  must  be  eschewed  at  all  costs.” 

In  the  last  paragraph  of  the  introduction  Sir 
Robert  Hutchison,  gives  one  admonition  which 
would  be  wise  for  all  to  follow: 

“It  is  well  to  remember  always  the  limita- 
tions of  treatment — not  merely  that  some 
diseases  are,  of  their  very  nature,  insus- 
ceptible of  cure,  and  can  only  be  alleviated 
symptomatically;  but  there  is  in  the  course 
of  every  mortal  illness  a stage  beyond  which 
further  curative  treatment  is  not  only  useless 
but  cruel.” 

One  will  find  that  many  a chapter  within  this 
encyclopedic  volume  would  prove  valuable  for 
ready  reference.  For  those  who  must  have  an 
immediate  short,  concise,  and  authoritative  volume 
of  this  kind,  I believe  the  “Index  of  Treatment,” 
will  serve  a useful  purpose. 

Isidore  Cohn,  M.  D. 


Chemistry  of  the  Brain:  By  Irvine  H.  Page,  A.  B. 
(Chem.),  M.  D.  Springfield,  111.,  Charles  C. 
Thomas,  1937.  Pp.  444.  Price  $7.50. 

This  book  is  a compendium  of  virtually  all  of 
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the  pertinent  data  which  may  have  a bearing 
upon  the  chemistry  of  brain  and  central  nervous 
system  tissue.  Certainly  it  is  the  most  detailed 
and  informative  work  on  this  subject  to  be  found 
in  the  literature. 

Approximately  one  third  of  the  book  concerns 
itself  with  the  various  phases  of  lipid  chemistry 
and  metabolism,  especially  in  so  far  as  these  in- 
volve nerve  tissue.  There  are  several  compre- 
hensive sections  on  carbohydrates  and  nitrogen 
metabolism  and  several  other  phases  of  nerve 
tissue  physiology. 

Dr.  J.  A.  Quastel  has  contributed  a chapter  on 
oxidation  reduction  mechanisms  which  is  one  of 
the  highlights  of  the  book. 

It  is  suggested  that  the  book  will  find  most 
favor  with  those  interested  in  nerve  cell  physi- 
ology, and  to  a lesser  extent  with  those  dealing 
with  the  clinical  manifestations  of  nerve  tissue 
disorders.  Encyclopedic  in  its  scope,  the  book 
requires  fairly  adequate  technical  training  to  be 
comprehensible  to  the  reader. 

Samuel  B.  Nadler,  M.  D. 


Artificial  Pneumothorax:  Contributions  by  Sar- 
anac Lake  Physicians  to  the  Studies  of  the 
Trudeau  Foundation-'  Editorial  Committee: 
Edward  N.  Packard,  M.  D.,  John  N.  Hayes, 
M.  D.,  Sidney  F.  Blanchet,  M.  D.  Philadelphia, 
Lea  and  Febiger,  1940.  Pp.  300.  Price  $4.00. 
Since  the  publication  of  Clive  Riviere’s  work 
on  artificial  pneumothorax  in  1927  there  has 
been  no  new  English  or  American  manual  on 
pneumothorax  therapy.  In  that  interval  the  use 
of  this  method  of  treatment  for  pulmonary  tuber- 
culosis has  increased  tremendously.  Therefore  a 
definite  need  is  now  filled  by  this  book  on  the 
practical  application  of  artificial  pneumothorax 
by  the  physicians  of  Saranac  Lake.  It  is  a con- 
cise and  practical  guide  to  the  proper  use  of  this 
form  of  therapy  in  pulmonary  tuberculosis.  The 
chapters  on  the  physiology  of  pneumothorax, 
selection  of  cases,  application,  technic  of  the  oper- 
ation, conduct  of  treatment,  and  duration  and 
termination  of  treatment  are  especially  valuable 
in  this  respect.  The  chapters  on  accidents  during 
the  operation  and  on  pleural  complications  should 
be  carefully  studied  by  the  physician  before  under- 
taking or  advising  pneumothorax  treatment  cas- 
ually. The  chapter  on  results  gives  a broad,  un- 
biased summary  of  the  experience  with  artificial 
pneumothorax  in  Saranac  Lake  over  a period  of 
many  years.  It  indicates  fairly  and  conservatively 
what  may  be  expected  from  this  form  of  treat- 
ment when  properly  applied. 

Dr.  Packard  and  his  associates  are  to  be  con- 
gratulated upon  furnishing  the  medical  profession 
with  this  excellent  and  useful  book.  It  is  highly 
recommended  as  an  addition  to  the  working  library 
of  every  physician  who  is  either  doing  or  con- 
templating artificial  pneumothorax  therapy. 

J.  L.  Wilson,  M.  D. 


In  Memoria  del  Prof.  Fabio  Rivalta:  La  “Reazioni 
di  Rivalta  Scritti  Medici  in  Suo  Onore"  •'  By 
Societa  Medico  Chirurgica  di  Romagna.  Faenza, 
Fratelli  Lega,  1939.  Pp.  398. 

As  the  title  indicates  this  volume  is  dedicated, 
by  the  “Societa  Medico  Chirurgica  di  Romagna” 
to  the  memory  of  Professor  Fabio  Rivalta,  whose 
test,  known  as  the  “Reaction  of  Rivalta,”  is  well 
known  throughout  the  medical  world. 

Contributing  to  this  volume  are  many  outstand- 
ing medical  men,  namely:  Internists,  obstet- 

ricians, surgeons,  and  others,  who  have  had  ex- 
perience in  the  use  of  the  Rivalta  test.  Many 
of  the  men  who  contributed  to  this  fine  little  vol- 
ume were  colleagues  and  former  students  of 
Professor  Rivalta. 

The  studies  of  each  contributor  in  his  use  of 
the  Rivalta  test  have  been  reported  in  individual 
papers,  making  up  the  entire  volume,  from  the 
point  of  view  of  many  fields  in  medicine  and  surg- 
ery. The  reader  who  is  interested  in  this  reaction, 
is  referred  to  each  individual  article  which  ex- 
plains the  use  of  this  test  in  the  particular  field 
of  medicine  in  which  he  is  interested.  A discus-  ; 
sion  of  the  use  of  this  test  in  each  particular 
field  of  medicine  would  be  entirely  too  lengthy  for  ; 
this  review.  The  laboratory  diagnostician,  as  i 
well  as  the  internist,  will  find  in  this  volume  an 
interesting  amount  of  valuable  information. 

Frank  L.  Loria,  M.  D. 

Introduction  to  Dermatology:  By  Norman  Walker,: 
Kt.,  M.  D.,  LL.  D.,  F.  R.  C.  P.,  and  G.  H.  Per- 
cival,  M.  D.,  Ph.  D.,  F.  R.  C.  P.  Baltimore,  The 
Williams  and  Wilkins  Co.,  1939.  Pp.  391.  Price 
$7.00. 

A book  of  this  size  does  not  profess  to  be  a 
standard  text  in  dermatology,  but  covers  the  main 
diseases  and  material  placed  before  students  during 
their  undergraduate  work. 

The  arrangement  of  the  material  is  excellent, 
as  are  the  illustrations.  The  methods  of  treatment 
are  not  those  generally  followed  in  this  country. 
The  section  on  syphilis  is  very  poor  and  detracts; 
from  the  value  of  the  book.  There  is  no  mention 
of  sarcoidosis  in  the  book,  a subject  which  should 
have  been  included.  The  section  on  pellagra  is  not 
up  to  date,  no  mention  having  been  made  of  vita- 
min deficiency.  The  book  could  be  usefully  read,: 
however,  by  one  wishing  to  acquaint  himself  with 
the  general  principles  of  dermatology. 

Barrett  Kennedy,  M.  D. 
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CARCINOMA  OF  THE  PANCREAS : 

WITH  A CLINICAL  REVIEW  OF  EIGHT 
CASES* 

T.  P.  LLOYD,  M.  D.f 

AND 

W.  F.  DRUMMOND,  M.  D.f 
Shreveport 

Carcinoma  of  the  pancreas  was  first  de- 
scribed by  Mondiere  in  1836  but  little  was 
added  to  the  clinico-pathologic  picture  until 
recent  years.  A revival  of  interest  in  these 
tumors  followed  the  first  successful  resec- 
tion of  the  tail  of  the  pancreas  for  hyperin- 
sulinism  due  to  islet  tumors.  Additional  in- 
terest was  noted  when  occasional  reports  of 
successful  removal  of  malignant  tumors 
were  published. 

Cancer  of  the  pancreas  accounts  for  be- 
tween 1 and  2 per  cent  of  all  malignant  tu- 
mors,1 but  this  condition  is  more  prevalent 
than  these  figures  would  lead  one  to  believe. 
Between  the  years  1928  and  1930  cancer  of 
the  pancreas  accounted  for  4.8  per  cent  of 
all  cancer  deaths  in  the  hospitals  of  Massa- 
chusetts.2 Hoffman,3  in  1931,  reported  that 
4,000  deaths  a year  in  the  United  States 
were  due  to  carcinoma  of  the  pancreas. 
Rivers  found  that  approximately  half  of  the 
men  40  years  or  more  of  age  who  came  to 
the  Mayo  Clinic  primarily  because  of  dys- 
pepsia had  gastrointestinal  or  accessory 
gastrointestinal  disease.  Every  sixth  man 


*Read  before  the  sixty -first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

fFrom  the  Department  of  Medicine,  Highland 
Clinic,  Shreveport,  Louisiana. 


of  this  group  was  found  to  have  cancer  of 
the  stomach,  pancreas  or  intestine. 

SYMPTOMATOLOGY 

A lengthy  discussion  of  the  symptomatol- 
ogy and  diagnosis  of  cancer  of  the  pancreas 
is  not  warranted  but  a few  timely  points 
should  be  mentioned.  Bard’s  and  Pic’s4  de- 
scription, in  1888,  of  the  “pancreatico- 
biliare”  syndrome  of  continuous  painless 
jaundice,  distended  gallbladder,  cachexia 
and  weight  loss  is  familiar  to  all;  but  we 
now  know  that  painful  jaundice  is  present 
in  76  per  cent  of  these  cases.1  Chauffard’s 
“pancreatico-solaire”  syndrome,  first  de- 
scribed in  1908,  comprises  about  10  per 
cent6  of  all  pancreatic  carcinoma.  Attacks 
of  severe  pain  due  to  pressure  of  the  tumor 
mass  on  nerves  and  blood  vessels  behind 
the  pancreas  are  often  diagnostic  problems 
of  considerable  magnitude.  In  such  cases 
jaundice  and  distention  of  the  gallbladder 
are  rare  and  terminal  in  nature. 

The  occurrence  in  a man  at  middle  life  of 
digestive  disturbances,  epigastric  fullness 
and  discomfort,  pain  and  weight  loss,  war- 
rants a thorough  study  by  all  available 
means.  Complete  roentgenologic  examina- 
tion of  the  gallbladder  and  gastrointestinal 
tract  is  indicated.  By  these  studies  a wide 
sweep  of  the  duodenum  around  the  head  of 
the  pancreas  may  be  noted.  The  greater 
curvature  of  the  stomach  may  be  en- 
croached on  by  an  obviously  extra-gastric 
lesion.  Biliary  drainage  may  demonstrate 
the  presence  of  blood  and  suggest  cancer  of 
the  pancreas.  Blood  may  be  persistently 
present  in  the  stools  of  those  cases  in  which 
the  tumor  has  invaded  the  duodenum  or 
stomach.  Repeated  studies  for  the  possibil- 
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ity  of  an  increase  in  serum  bilirubin  may 
reveal  sufficient  further  evidence  to  war- 
rant exploration  of  the  upper  part  of  the 
abdomen.  Pancreatic  duct  obstruction  due 
to  an  encroaching  tumor  mass  may  result 
in  atrophy  of  the  islet  tissue  and  produce  a 
clinical  picture  of  mild  diabetes  mellitus.7 
Psychoneurosis  or  intestinal  neurosis  is  a 
frequent  diagnosis  in  cases  of  cancer  of  the 
pancreas.8  Recently  it  has  been  observed  in 
cases  of  obstructive  jaundice  due  to  stone 
that  the  initial  average  prothrombin  concen- 
tration was  much  higher  than  in  cases  in 
which  obstruction  was  due  to  carcinoma. 
The  response  to  vitamin  K therapy  was 
more  rapid,  the  dose  smaller  and  the  final 
preoperative  prothrombin  concentration 
was  nearer  normal  in  cases  in  which  the  ob- 
struction was  due  to  stone.9 

TREATMENT 

It  must  be  recognized  that  abdominal  ex- 
ploration in  cancer  of  the  pancreas  carries 
a mortality  often  quoted  as  high  as  14  per 
cent.  The  average  length  of  life  after  ex- 
ploration is  less  than  when  no  operative 
procedure  is  performed.10  Postoperative 
hemorrhage  is  the  greatest  single  cause  of 
death  in  patients  with  obstructive  jaundice, 
one-third  of  all  postoperative  deaths  being 
attributable  to  this  cause.11  The  fear  of 
postoperative  hemorrhage  has  handicapped 
the  surgeon.  Recent  developments  in  the 
diagnosis  and  treatment  of  this  hemorrhag- 
ic tendency  should  result  in  a marked  di- 
minution in  hemorrhage  as  a postoperative 
complication  and  should  open  the  field  for 
a more  radical  surgical  attack  on  neoplasms 
of  the  pancreas. 

Although  it  is  still  a controversial  ques- 
tion, some  authorities  believe  that  pancre- 
atic malignancies  are  quite  sensitive  to  ra- 
diation. Lahey1  reports  that  regardless  of 
the  type  of  operative  procedure,  radiation 
therapy  doubles  the  life  expectancy.  With 
added  experience  in  this  field  it  is  felt  that 
more  can  be  offered  to  these  patients  in  the 
future  than  has  been  in  the  past. 

A number  of  palliative  surgical  proce- 
dures may  be  carried  out  for  common  duct 
obstruction  due  to  cancer  of  the  pancreas. 
If  the  gallbladder  has  not  been  removed  at 


a previous  operation,  cholecystogastros- 
tomy,  cholecystoduodenostomy,  cholecysto- 
jej unostomy,  or  cholecystostomy  may  be 
performed.  In  cases  in  which  a cholecystec- 
tomy has  been  performed  one  is  left  with 
only  two  alternatives,  either  choledochoduo- 
denostomy  or  simple  drainage  of  the  com- 
mon duct  with  a T-tube.  The  procedure  of 
choice  depends  upon  the  condition  of  the 
patient,  the  degree  of  dilatation  of  the  com- 
mon duct,  and  the  accessibility  and  mobility 
of  the  descending  portion  of  the  duodenum. 
Cholecystogastrostomy  is  an  undesirable 
surgical  procedure,  for  often  powerful  gas- 
tric peristaltic  waves  force  gastric  contents 
into  the  smaller  bile  passages.  The  stomach 
wall  is  thick  and  has  a loose  redundant  mu- 
cosa which  makes  accurate  anastomosis  to 
a stretched  out  thin-walled  gallbladder  dif- 
ficult. One  side  of  the  sutured  viscera  is 
fixed  and  the  other  side  moves  with  diges- 
tion or  vomiting;  hence,  this  suture  line 
must  be  exposed  at  times  to  considerable 
strain. 

Cholecystoduodenal  anastomosis  is  also 
hazardous,  for  both  structures  are  relative- 
ly fixed  and  accurate  approximation  is  dif- 
ficult. The  rise  and  fall  of  the  liver  with 
diaphragmatic  motion  which  at  times  is 
quite  violent  must  jeopardize  the  security 
of  this  suture  line. 

By  attaching  the  jejunum  to  the  liver 
capsule  at  the  time  of  the  cholecystojej  uno- 
stomy the  objections  to  the  two  other  pro- 
cedures are  overcome.  This  is  the  operative 
procedure  of  choice  and  the  one  most  fre- 
quently employed  at  present. 

An  analysis  of  a large  series  of  cases  of 
cancer  of  the  pancreas  does  not  appear  fre- 
quently. Although  this  series  contains  only 
eight  cases,  a few  observations  are  worthy 
of  comment. 

DISCUSSION 

The  diagnosis  was  made  in  each  case 
either  from  the  operative  findings,  biopsy, 
or  necropsy.  The  average  age  of  these  pa- 
tions  was  54  years,  with  a range  from  43 
to  65  years.  Five  of  these  cases  were  in  the 
fifth  decade.  There  were  five  men  and  three 
women. 
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The  average  duration  of  the  disease  be- 
fore admission  was  three  months,  with  a 
range  from  one  to  five  months.  It  was  not 
until  severe  pain,  loss  of  weight,  or  jaundice 
appeared,  that  these  patients  came  to  the 
hospital.  Loss  of  weight  was  recorded  in 
six  cases,  the  average  amount  being  26 
pounds,  with  a range  from  15  to  37  pounds. 
Pain  was  part  of  the  presenting  symptom 
in  all  patients,  though  a constant  type  and 
distribution  were  lacking.  Jaundice  was 
present  in  all  cases  with  an  average  icterus 
index  of  90  in  the  six  cases  in  which  deter- 
minations were  made,  the  range  being  from 
10  to  200.  Clay  colored  stools  were  noted 
in  five  cases. 

Abdominal  tenderness  was  present  in  all 
cases,  and  muscular  rigidity  was  conspic- 
uously absent.  In  only  one  case  was  a pal- 
pable gallbladder  noted.  In  only  three  of  the 
cases  was  a palpable  liver  present  at  the 
time  of  admission,  though  at  the  time  of  op- 
eration or  autopsy  six  of  the  eight  cases 
showed  a distended  gallbladder  and  an  en- 
larged liver.  This  cannot  be  attributed  to  a 
clinical  error  because  of  the  interval  of 
time  between  the  date  of  admission  and  the 
latter  observation. 

Gastrointestinal  roentgenograms  were 
made  in  three  cases,  and  were  repeated  in 
one  case,  and  at  no  time  were  positive  or 
suggestive  findings  noted.  This  is  not  in  ac- 
cord with  clinical  findings  elsewhere  where 
positive  roentgenograms  were  noted  in  76 
per  cent  of  the  cases  reported  from  one 
clinic.1 

Duodenal  drainage  was  done  in  only  one 
case,  with  both  bile  and  blood  being  ob- 
tained. 

Fasting  blood  sugars  were  obtained  in 
four  cases  with  155,  145,  125,  108  mgm.  re- 
spectively. At  necropsy  the  first  case 
showed  considerable  atrophy  of  the  pan- 
creatic parenchyma  probably  due  to  pan- 
creatic duct  obstruction. 

A cholecystojej unostomy  was  done  in 
three  cases,  cholecystogastrostomy  in  one 
case,  a cholecystectomy  in  one  case  and  a 
simple  abdominal  exploration  in  the  re- 
maining case.  The  case  in  which  cholecys- 
tectomy was  performed  showed  innumer- 


able gall  stones.  It  is  noteworthy  that  Wal- 
ters12 in  a recent  review  of  extra-hepatic 
surgery  from  Mayo  Clinic  states  that  he  has 
never  seen  gall  stones  and  primary  pan- 
creatic carcinoma  in  the  same  patient.  All 
patients  survived  the  operation  and  were 
uncomplicated  by  postoperative  bleeding, 
even  though  the  icterus  index  in  four  cases 
averaged  112  units.  Prothrombin  determi- 
nations were  not  performed.  All  of  the  pa- 
tients had  a progressive  loss  of  jaundice 
following  operation,  with  complete  clearing 
of  the  skin  or  subclinical  icterus  occurring 
anywhere  from  10  to  24  days  postoperative- 
ly.  The  average  length  of  life  after  opera- 
tion was  four  months  in  the  five  cases  that 
could  be  followed.  Radiation  therapy, 
though  considered  in  one  case,  was  not 
given. 

CONCLUSIONS 

1.  Early  diagnosis  is  paramount  if  life 
expectancy  is  to  be  increased. 

2.  Biliary  drainage  should  be  done  on  all 
cases  of  the  middle  aged,  dyspeptic  group. 

3.  Fasting  blood  sugar  determinations 
are  often  of  considerable  diagnostic  value. 

4.  Subclinicai  icterus  values  (9-13)  are 
often  sufficient  added  evidence  to  warrant 
exploration,  especially  if  such  are  rising. 

5.  By  the  use  of  vitamin  K and  bile  salts 
the  postoperative  mortality  in  obstructive 
jaundiced  patients  should  be  reduced  by 
one-third.  Though  still  in  the  experimental 
stage  prothrombin  determinations  might 
aid  in  the  diagnosis  of  the  clinically  ob- 
structive jaundiced  patient. 

REFERENCES 

1.  Lahey,  F.  H.,  and  MacKinnon,  D.  C. : Carcinoma 

of  the  pancreas,  Surg.  Clin.  N.  A.,  18:695,  1938. 

2.  Bigelow,  G.  H.,  and  Lombard,  H.  L. : Cancer  and 
Other  Chronic  Diseases  in  Massachusetts.  Boston,  Hough- 
ton Mifflin  Company,  1933.  p.  264. 

3.  Hoffman,  F.  L. : San  Francisco  Cancer  Survey, 

Seventh  Preliminary  Report.  Newark,  N.  Y.  Prudential 
Press,  1931.  p.  218. 

4.  Bard,  L.,  and  Pic,  A. : Contribution  a l’etude 

Clinique  et  anatomopathologique  du  cancer  primitif  du 
pancreas.  Rev.  de  med.,  8:257,  1888. 

5.  Chauffard,  A.:  Le  cancer  du  corps  du  pancreas, 

Bull.  l’Acad.  de  med.,  60:242,  1908. 

6.  Leven,  N.  L. : Primary  carcinoma  of  the  pancreas, 

Am.  J.  Cancer,  18:852,  1933. 

7.  Hick,  F.  K.,  and  Mortimer,  H.  M. : Carcinoma  of 

the  pancreas,  J.  Lab.  & Clin.  Med.,  19:1058,  1934. 

8.  Yaskin,  J.  C. : Nervous  symptoms  as  earliest  mani- 

festations of  carcinoma  of  pancreas,  J.  A.  M.  A.,  96:1664, 
1931. 


226 


Lloyd  and  Drummond — Pancreatic  Carcinoma 


9.  Stewart,  J.  D„  and  Rouke,  B.  A.,  et  al. : Control  of 

postoperative  bleeding  in  obstructive  jaundice,  Ann.  Surg., 
110:693,  1939. 

10.  Clute,  H.  M. : The  problem  of  cancer  of  the  pan- 

creas, J.  A.  M.  A.,  107:91,  1936. 

11.  Crile,  G.,  Jr. : Recent  advances  in  the  treatment 

of  obstructive  jaundice,  Cleveland  Clinic  Quarterly,  6:116, 
1939. 

12.  Walters,  Waltman:  Lesions  of  the  extra-hepatic 

biliary  tract,  J.  A.  M.  A.,  111:2477,  1938. 

DISCUSSION 

Dr.  Allan  Eustis  (New  Orleans):  When  Dr. 

Drummond  sent  me  his  paper  I thought  at  that 
time  it  was  a very  timely  subj'ect,  but  since  he 
states  that  he  has  had  three  more  cases  since  writ- 
ing the  paper,  I am  even  more  persuaded  that  it 
is  timely.  I looked  over  my  records  in  the  office 
since  1911,  and  found  only  three  cases  of  primary 
carcinoma  of  the  pancreas.  I was  always  under  the 
impression  that  it  was  a comparatively  rare  condi- 
tion, but  he  has  seen  so  many  patients  in  such  a 
short  time,  that  I will  have  to  alter  my  opinion. 

There  is  not  a great  deal  I can  add,  but  I would 
like  to  elaborate  on  some  of  the  points  made.  Dr. 
Drummond  stated  that  76  per  cent  of  these  pa- 
tients with  chronic  jaundice  had  pain.  I have  for- 
gotten the  name  of  the  man  at  The  Mayo  Clinic 
who  claimed  that  chronic  jaundice  without  pain  is 
pathognomonic  of  pancreatic  carcinoma.  You  may 
have  pain  with  jaundice,  but  absence  of  pain  with 
jaundice  is  more  than  suggestive  of  carcinoma  of 
the  pancreas,  that  is,  chronic  pronounced  jaundice. 

One  other  point  is  very  important.  I may  have 
gotten  the  wrong  impression,  but  he  states  that 
the  mortality  in  persons  who  had  exploratory  lapa- 
rotomy was  14  per  cent,  and  that  those  not  op- 
erated on  live  longer  than  those  who  are.  I think 
probably  he  did  not  mean  to  advocate  not  exploring 
these  patients,  because  as  he  goes  on  he  mentions 
that  the  treatment  is  surgical.  The  importance  of 
an  exploratory  operation  is  well  exemplified  in  two 
cases  I want  to  report. 

The  first  case  is  that  of  Mrs.  J.  W.,  68  years  of 
age,  with  painless  jaundice  of  two  months’  dura- 
tion. I treated  her  in  1926  and  saw  her  again  in 
1939.  I treated  her  in  1926  for  chronic  cholecystitis 
and  chronic  pancreatitis.  She  had  non-painful  jaun- 
dice of  two  months’  duration  in  1939;  I referred 
her  to  Dr.  Urban  Maes,  who  operated  on  her  and 
found  a distended  gallbladder.  The  gallbladder  was 
very  large  with  thin  walls.  There  was  a large  mass 
in  the  head  of  the  pancreas,  a mass  of  glands  ex- 
tending up  and  down  the  peritoneal  space  and  a 
diagnosis  of  carcinoma  of  the  pancreas  was  made. 
Cholecystojej unostomy  was  done,  anastomosis  be- 
ing made  in  the  first  portion  of  the  jejunum.  She 
had  no  evidence  of  postoperative  complications  and 
was  discharged  on  May  10.  I heard  from  her  about 
seven  months  ago;  she  had  gained  25  pounds  in 
weight  and  was  in  perfect  health;  no  more  jaun- 
dice, and  has  had  no  symptoms  of  any  malignancy. 

A case  prior  to  this  impressed  upon  me  the  im- 
portance of  draining  these  gallbladders  and  not 


just  closing  up  the  abdomen.  This  case  was  one  that 
I thought  certainly  had  carcinoma  of  the  head  of 
the  pancreas,  but  having  seen  this  case  in  1920 
with  Dr.  Carroll  Allen,  I said,  “Let’s  drain  the 
gallbladder,  maybe  there  is  no  malignancy.”  In 
1920,  she  came  with  painless  chronic  jaundice.  She 
had  already  been  operated  on  in  1916  and  her  gall- 
bladder drained.  At  that  time,  Dr.  Allen  and  I de- 
cided not  to  remove  the  gallbladder  although  she 
had  gallstones.  She  had  again  obstructive  painless 
jaundice.  We  decided  to  wait  a month.  She  came 
back  in  a month  and  Dr.  Allen  operated  on  October 
6,  1920.  Operation  was  through  a high  midline  in- 
cision. Adhesions  were  encountered — to  make  a long 
story  short — apparently  there  was  a definite  pan- 
creatic carcinoma;  the  common  duct  was  drained 
for  several  months.  That  woman  is  still  alive  to- 
day, without  any  jaundice  and  without  any  symp- 
toms of  carcinoma.  So  when  you  do  an  exploratory 
laparotomy,  do  a drainage  of  the  gallbladder  or 
common  duct  and  do  not  just  close  the  abdominal 
incision  with  the  idea  that  the  case  is  hopeless. 
There  maybe  a chronic  fibrosis  of  the  pancreas  in- 
stead of  a carcinoma. 

Dr.  Ambrose  H.  Storck  (New  Orleans):  Both 

the  essayist  and  Dr.  Eustis  have  already  indicated 
the  need  for  surgical  intervention  in  cases  of  car- 
cinoma of  the  head  of  the  pancreas.  The  unusually 
high  survival  rate  in  the  group  of  cases  presently 
reported  is  remarkable.  The  average  mortality  fol- 
lowing exploration  or  performance  of  short  circuit- 
ing operations  for  relief  of  the  biliary  obstruction 
caused  by  carcinoma  of  the  head  of  the  pancreas 
is  usually  about  14  per  cent. 

Several  recent  developments  applicable  in  the 
management  of  such  cases  should  result  in  a gen- 
eral lowering  of  the  mortality  near  to  that  which 
was  attained  in  the  series  of  cases  presented  by 
Drs.  Lloyd  and  Drummond.  Ansbacher  found  that 
the  synthetic  substance,  methylnaphthoquinone,  has 
an  action  very  similar  to  vitamin  K;  Macfie,  Ba- 
charach  and  Chance  found  that  if  this  substance 
is  given  intramuscularly  in  corn  oil,  a lowering  of 
prothrombin  time  as  much  as  48  per  cent  can  be 
accomplished  in  eight  hours.  The  demonstration  of 
the  effectiveness  of  this  substance  administered 
parenterally  indicates  the  possibility  of  relieving 
the  hemorrhagic  diathesis  present  in  cases  of  car- 
cinoma of  the  head  of  the  pancreas  even  in  the 
presence  of  nausea,  vomiting,  or  severe  diarrhea. 
Andrus  and  Lard  have  very  recently  reported  their 
experience  with  methylnaphthoquinone  in  the  April 
6 issue  of  the  Journal  of  the  American  Medical 
Association, 

Zollinger’s  method  of  performing  a valvular 
cholecystgastrostomy  is  intended  to  prevent  the  un- 
desirable regurgitation  of  stomach  content  into  the 
gallbladder  and  biliary  tree,  an  occurrence  which 
so  often  vitiates  the  good  results  of  cholecystgas- 
trostomy. The  procedure  employed  by  the  authors, 
that  is,  cholecyst jejunostomy,  may  be  preferable  to 
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any  type  of  cholecystgastrostomy  or  cholecystduo- 
denostomy. 

The  report  of  Pack  and  McNeer  concerning  ra- 
diation therapy  in  the  management  of  carcinoma  of 
the  head  of  the  pancreas  deserves  consideration. 
These  observers  do  not  advocate  dependence  on  ra- 
diation therapy  alone  but  advise  its  use  in  con- 
junction with  biopsy  and  abdominal  exploration. 
Such  a plan  of  therapy  in  their  hands  has  been  re- 
warded with  better  than  average  results. 

Although  radical  extirpation  of  the  carcinoma 
bearing  portion  of  the  pancreas  has  been  reported, 
such  a procedure  is  probably  applicable  only  in  oc- 
casional particularly  good  risk  cases.  Short  circuit- 
ing operations  in  conjunction  with  adequate  preop- 
erative and  postoperative  care  of  patients  with 
carcinoma  of  the  head  of  the  pancreas  will  probably 
remain  as  the  operation  of  choice  for  some  time  to 
come. 

The  administration  by  mouth  of  pancreatic  en- 
zyme preparation  to  compensate  for  the  deficiencies 
of  these  substances  resulting  from  obstruction  of 
the  pancreatic  duct  is  usually  neglected.  Especially 
in  the  instance  of  long  standing  biliary  and  pan- 
creatic obstruction,  such  substitution  therapy  is  of 
obvious  value. 

Dr.  G.  G.  McHardy  (New  Orleans)  : It  is  only 

occasionally  that  one  encounters  carcinoma  limited 
to  the  tail  of  the  pancreas.  Extremely  rarely  is  a 
clinical  diagnosis  made  due  to  the  paucity  of  symp- 
toms referable  to  pancreatic  involvement  and  def- 
inite lack  of  what  is  called  a “clinical  syndrome.” 
At  Touro  within  the  past  eight  months  we  had  two 
patients  studied  peritoneoscopically  and  by  this 
procedure  made  a prenecropsy  diagnosis. 

The  first  patient  was  a 46  year  old  woman  who 
had  complained  so  bitterly  of  “gas”  that  she  was 
considered  functional  and  wandered  from  Charity 
to  Tulane  to  Touro  and  for  six  months  prior  to  our 
study  frequented  the  neuropsychiatric  service.  In- 
vestigation of  her  case  revealed  manifestations  sim- 
ulating steatorrhea  with  quite  marked  avitamin- 
osis which  did  not  respond  to  the  usual  measures. 
Peritoneoscopy  revealed  hepatic  metastases.  Six 
months  later  at  autopsy,  the  primary  lesion  was 
found  well  localized  in  the  pancreatic  tail.  Whether 
exploration  earlier  in  the  illness  would  have  re- 
vealed the  lesion  and  permitted  curative  resection 
is  problematic. 

The  second  case  was  an  obese  male  with  ascites. 
Peritoneoscopy  revealed  the  omentum  and  perito- 
neum studded  with  neoplastic  nodules.  This  clinical 
history  was  of  only  three  weeks’  duration.  Certain- 
ly, an  earlier  diagnosis  was  not  available. 

We  feel  that  as  yet  the  facilities  for  making  an 
early  diagnosis  of  carcinoma  of  the  pancreatic 
body  and  tail  are  not  yet  available. 

Dr.  W.  F.  Drummond  (Shreveport)  : Dr.  Mc- 

Hardy said  that  there  was  no  typical  symptomatol- 
ogy of  carcinoma  of  the  tail  of  the  pancreas.  Car- 
cinoma of  the  tail  of  the  pancreas  occurs  in  ap- 
proximately 10  per  cent  of  all  pancreatic  cancer, 


and  it  does  present  a fairly  typical  clinical  pic- 
ture. In  cases  with  only  idiopathic  steatorrhea, 
such  occurs  rather  rarely;  but  a chronic  idiopathic 
steatorrhea  as  part  of  the  clinical  picture  will  oc- 
cur in  something  like  40  per  cent  of  all  carcinoma 
of  the  tail  of  the  pancreas.  As  mentioned  in  the 
paper,  Dr.  McHardy’s  and  other  cases  have  fre- 
quently been  called  “intestinal  neurosis.” 

I mentioned  that  14  per  cent  was  the  mortality 
for  abdominal  operation.  That  has  hindered  the 
surgeon,  but  as  Dr.  Storck  said,  it  is  with  vitamin 
K,  and  not  koagamin  which  has  been  used  erron- 
eously by  many  men,  that  perhaps  in  the  future  the 
surgeon  will  attempt  a resection  of  the  pancreas  in 
such  cases.  In  none  of  our  cases  did  we  use  vitamin 
K.  It  was  not  available  at  the  time  these  cases  came 
to  our  attention,  but  we  had  no  mortality. 

I seriously  doubt  the  diagnosis  in  any  case  of 
carcinoma  of  the  pancreas  without  biopsy,  operated 
upon  and  diagnosed  as  cancer  of  the  pancreas, 
that  lives  ten  months.  That  is  why  our  cases  were 
reported  as  proved  by  operative  biopsy  or  necropsy. 

O 

THE  CAUSE  AND  PREVENTION  OF 
THE  LOSS  OF  TEETH* 

C.  C.  BASS,  M.  D.f 
New  Orleans 

Practically  all  loss  of  teeth  is  the  result 
of  either  caries  or  periodontoclasia.  Often 
both  diseases  exist  for  a long  time  before 
a given  tooth  is  finally  lost  from  either. 
These  diseases  and  the  resulting  loss  of 
teeth  are  so  prevalent  that  they  are  gen- 
erally considered  to  be  necessary  and  un- 
avoidable burdens  of  life.  Loss  of  teeth 
increases  and  advances  so  certainly  as  age 
advances,  that  it  is  generally  considered, 
even  by  physicians  and  dentists,  to  be  a 
part  of  the  aging  process  and  actually  al- 
ways to  be  expected,  if  one  lives  long 
enough.  We  are  so  accustomed  to  our  own 
association  of  bad  teeth,  absence  of  teeth 
and  the  makeshift  of  artificial  teeth,  with 
advancing  age,  until  we  are  hardly  pre- 
pared to  realize  the  fact  that  these  condi- 
tions are  entirely  preventable  and  unneces- 
sary at  any  age. 

Even  the  physisian,  who  should  be  in 
better  position  than  others,  to  realize  the 
harmful  effects  of  the  loss  of  teeth  upon 


*Read  before  the  Orleans  Parish  Medical  Society, 
July  8,  1940. 

fFrom  the  Department  of  Medicine,  School  of 
Medicine,  Tulane  University  of  Louisiana. 
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health  and  comfort  throughout  life  and 
actually  upon  the  length  of  life  itself,  is 
usually  quite  indifferent  and  neglectful  of 
the  matter.  Not  only  does  he  surely  have 
periodontoclasia  himself,  and  most  likely 
caries  also,  from  which  he  gradually  loses 
his  teeth  as  he  grows  older,  but  if  he  looks 
for  it  he  finds  the  same  condition  in  prac- 
tically every  adult  patient  he  examines. 
He  does  nothing  that  effectively  prevents 
the  loss  of  his  own  teeth,  or  to  help  his 
patients  save  theirs. 

Many  a medical  history  includes  such 
notations  in  the  physical  examination  rec- 
ord as  “oral  hygiene  poor,  bad  or  very 
bad”,  so  many  “teeth  absent.”  In  most  in- 
stances nothing  further  is  said  or  done 
about  it.  Seldom  does  one  find  any  record 
of  the  patient’s  being  advised  of  the  im- 
portance of  the  matter;  nor  is  any  such 
advice  given.  Neither  is  he  instructed  how 
to  take  care  of  his  teeth  and  to  save  them 
against  any  further  deterioration,  or  im- 
pressively informed  that  it  can  and  should 
be  done. 

About  all  that  a physician  does  for  his 
patient  concerning  the  health  of  his  teeth 
is  to  refer  him  to  the  dentist.  Physicians 
place  about  the  same  amount  of  blind  faith 
in  the  ability  and  interest  of  the  dentist  to 
render  the  dental  health  services  needed, 
as  the  layman  is  expected  to  place  in  him 
(the  dentist).  He  does  not  venture  to 
question  the  qualifications  or  disposition 
of  the  dentist,  not  only  to  diagnose  and 
properly  treat  the  damage  that  has  already 
occurred,  but  especially  to  advise  and  help 
the  patient  to  prevent  any  further  progress 
of  the  deterioration  of  his  teeth. 

If  the  physician  will  only  be  a close  ob- 
server in  this  regard  and  will  allow  him- 
self to  see  what  he  sees,  he  will  learn  in 
most  instances  that  the  dentist,  to  whom 
he  refers  his  patients  or  the  one  whom  he 
consults  for  his  own  personal  dental  health 
service,  is  losing  his  own  teeth  from  the 
very  diseases  for  which  treatment,  and 
especially  prevention,  is  needed  by  almost 
everybody.  If  the  physician  allows  him- 
self to  think  and  to  see,  he  will  realize  that 
he  and  his  patients  who  are  under  the  care, 


more  or  less,  of  their  respective  dentists, 
are  surely  losing  their  teeth,  as  the  years 
go  by,  regardless  of  the  fact  that  the  usual 
advice  to  “see  your  dentist  twice  a year” 
is  faithfully  followed. 

Casual  observation  of  people  as  they  talk 
and  laugh  reveals  only  the  gross  diseases 
and  abnormalities  of  the  teeth  and  the  ab- 
sence of  some  that  have  already  been  lost. 
More  thorough  examination  reveals  a much 
worse  state  of  affairs  than  was  thought. 
That  is  especially  true  with  regard  to  peri- 
odontoclasia which  is  usually  much  more 
prevalent  and  much  further  advanced  than 
either  the  casual  observer  or  even  the  pa- 
tient himself  realizes. 

Nowadays,  in  the  special  features  at  the 
picture  shows,  one  sees  and  hears  brief 
talks  from  a great  many  of  the  foremost 
people  in  private  and  in  public  life.  It  is 
impressive  to  note  how  many  of  them  have 
perfectly  obvious  absence  of  a part  of  their 
teeth,  diseases  from  which  others  will  be 
lost,  and  artificial,  often  misfitting  sub- 
stitutes. I mention  this  to  emphasize  the 
fact  that  those  who  should  be  able  to  have 
every  advantage  available,  do  not  now  re- 
ceive the  dental  health-service  and  infor- 
mation which  are  necessary  to  prevent  the 
loss  of  teeth.  The  economic,  cultural,  edu- 
cational and  commanding  environmental 
status  of  such  people  as  I suggest  places 
them  in  the  best  position  to  have  the  best 
dental  health  service  available  in  the  land. 
They  are  able  to  pay  for  it,  they  should 
appreciate  the  need,  they  should  know  what 
can  be  done  and  they  are  in  a position  to 
demand  the  best.  If  those  who  have  every 
reason  not  to  lose  their  teeth  are  doing  so 
anyway,  what  can  be  expected  for  those 
who  are  in  less  advantageous  position  in 
this  regard?  The  truth  is  that  this  deplor- 
able situation  with  regard  to  oral  health 
runs  through  all  walks  of  life  and  that  more 
or  less  disease  and  loss  of  teeth  sooner  or 
later  afflicts  practically  all  people.  In 
most  people  it  begins  even  before  adult 
age  is  reached.  To  whatever  extent  these 
conditions  have  developed  at  any  age,  the 
unfortunate  individual  goes  through  the  re- 
mainder of  his  life  thus  handicapped. 
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If  all  this  is  true,  and  it  surely  is,  as  to 
the  almost  universal  prevalence  of  the  con- 
ditions and  as  to  the  present  extremely  in- 
adequate oral  health  service  and  oral  health 
advice  now  available,  then  there  is  urgent 
need  for  an  awakening  to  the  situation  and 
for  steps  to  be  taken  to  make  available  to 
all  people  correct  information  as  to  the 
cause  of  the  loss  of  teeth  and  how  it  can 
be  prevented. 

The  layman  does  not  know  why  he  loses 
his  teeth.  Often  he  thinks  it  is  because  he 
has  “soft  teeth”,  or  bad  teeth  or  just  be- 
cause it  is  natural  for  nearly  everybody  to 
lose  them  as  the  years  go  by.  In  many  in- 
stances the  other  members  of  his  family 
also  have  the  same  kind  of  so-called  bad 
teeth  and  they  all  feel  that  there  is  nothing 
to  do  about  it  except  to  get  dental  repair 
work  done  from  time  to  time  and  finally 
lose  them  all  and  get  artificial  teeth  or 
have  none,  as  the  financial  circumstances 
will  permit. 

Such  woeful  ignorance  and  blindness  to 
the  facts  and  the  amazing  gullibility  of  peo- 
ple in  general  for  quack  remedies,  make 
this  one  of  the  most  productive  fields  there 
is  today  for  proprietary  remedies  and  other 
nostrums.  The  harangue  of  high  pressure 
sales  talks  and  advertising  of  dentifrices 
(from  “powder”, to  “paste”,  to  “liquid”)  is 
to  be  heard  over  the  radio  every  day  and 
almost  every  hour  of  the  day.  Other  chan- 
nels of  advertising  are  full  of  it  too.  All 
kinds  of  claims  for  superiority  or  of  spec- 
ial benefits  are  made  for  each,  when  the 
truth  is  that  one  cannot  save  his  teeth  by 
the  use  of  any  such  remedy,  and  further 
that  he  can  save  his  teeth  as  well  or  better 
without  using  them.  If  these  remedies  did 
no  other  harm,  the  promotion  of  their  use 
and  the  false  claims  made  for  them,  lead 
to  placing  reliance  in  them  and  neglecting 
the  care  that  is  necessary  to  save  the  teeth. 

It  is  a fact  that  some  teeth  are  harder 
and  more  resistant  to  decay  than  others. 
Notwithstanding  some  variation  in  this  re- 
gard in  the  teeth  of  different  individuals, 
no  tooth  is  soft  enough  to  decay  if  it  is 
kept  clean.  A clean  tooth  does  not  decay. 


CARIES 

Dental  caries  is  caused  entirely  by  the 
breaking  down  or  decomposition  of  carbo- 
hydrate containing  food  retained  on  and 
between  the  teeth,  by  the  action  of  aciduric 
bacteria.  Such  bacteria,  as  they  grow  in 
the  mouth,  produce  acids  in  the  same  way 
as  they  do  when  grown  in  the  test  tube  in 
culture  media  containing  the  same  kind  or 
similar  carbohydrates.  Such  acids,  when  in 
sufficient  concentration  ;or  strength,  de- 
calcify the  tooth  structure  at  that  point. 
The  enamel  is  very  resistant  and  breaks 
down  very  slowly.  After  the  lesion  finally 
extends  through  the  enamel,  the  underly- 
ing dentin  yields  rapidly.  Once  a cavity, 
however  small,  is  produced,  it  affords  a 
more  favorable  place  for  food  to  lodge  and 
be  retained  and  decompose,  thus  keeping  up 
and  accelerating  the  production  of  acids 
and  further  damage  to  the  tooth.  The  de- 
calcification and  breaking  down  of  the 
tooth  structure  now  progresses  more  rap- 
idly until  the  pulp  is  reached,  infection  rap- 
idly progresses  down  the  canal  and  the 
tooth  is  devitalized  and  finally  lost  in  one 
way  or  another. 

At  this  point  I wish  to  call  attention  to 
a fundamental  fact  relative  to  the  growth 
and  production  of  acids  by  aciduric  bac- 
teria which  must  be  recognized  if  one  is 
to  understand  clearly  the  prevention  of 
caries.  When  suitable  culture  media  are 
inoculated  with  aciduric  bacteria,  the  cul- 
ture must  be  incubated  for  hours  before 
sufficient  growth  and  multiplication  occurs 
to  begin  to  produce  appreciable  acidity. 
Even  milk  inoculated  with  pure  cultures  of 
the  different  kinds  of  aciduric  bacteria 
usually  found  in  the  flora  of  the  mouth, 
begins  to  sour,  only  after  a good  many 
hours  of  incubation.  Within  twenty-four 
hours  considerable  acid  has  been  produced. 
Readings  on  acid  and  gas  production  in 
such  cultures  in  the  laboratory  are  usually 
not  taken  until  after  a still  longer  period 
— sometimes  several  days.  This  means 
that  all  food  (particles  and  solution)  in 
which  aciduric  bacteria  may  grow  and  pro- 
duce acids  must  be  removed  from  the  teeth 
and  mouth  at  least  as  often  as  every  twen- 
ty-four hours,  to  prevent  caries.  It  should 
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be  done  at  night  before  retiring.  Then 
there  follows  a period  of  several  hours  be- 
fore more  food  is  taken  the  next  morning. 
From  the  first  meal  of  the  day  until  time 
to  clean  the  teeth  again  at  night  before 
retiring,  is  usually  only  twelve  to  fifteen 
hours — not  long  enough  for  harmful  acid 
decomposition  to  occur.  Cleaning  the  teeth 
and  mouth  of  all  food  every  night  before 
retiring  is  all  that  is  necessary  entirely  to 
prevent  caries.  Nothing  less  can  be  ex- 
pected to  do  it. 

PERIODONTOCLASIA 

Recently  I have  employed  a different 
technical  method  from  that  heretofore  gen- 
erally used  for  that  purpose,  in  studying 
periodontoclasia.  The  method  consists  es- 
sentially of  examining  under  the  dissecting 
microscope,  recently  extracted  teeth.  Usual- 
ly they  are  stained  with  a 1 per  cent  aque- 
ous solution  of  safranin  or  some  other 
suitable  stain.  This  stains  and  brings  out 
the  remaining  peridental  membrane  which 
is  still  attached  to  the  root  of  the  tooth, 
and,  in  a most  impressive  way,  the  bacter- 
ial film  on  the  crown  of  the  tooth  and 
especially  where  it  is  heaviest  near  and 
just  beneath  the  former  gingival  margin. 

With  suitable  delicate  instruments  one 
can  remove  small  amounts  of  this  material 
from  selected  spots  and  make  preparations 
for  examination  under  high  magnification. 
In  this  way  only,  can  one  fully  realize  and 
appreciate  the  large  amount  and  the  char- 
acter of  this  film  which  is  composed  most- 
ly of  countless  millions  of  micro-organisms, 
usually  of  many  different  kinds. 

The  specimen  can  now  be  cleaned  off  by 
brushing  it  well  with  an  ordinary  tooth- 
brush. This  removes  the  bacterial  film 
and  other  loosely  attached  material  but  does 
not  remove  the  peridental  membrane. 
Quite  vigorous  brushing  does  not  disturb  it. 

Such  a previously  stained  and  cleaned- 
off  specimen  is  most  satisfactory  for  ex- 
amination under  the  dissecting  microscope. 
Any  one  genuinely  interested  in  studying 
the  pathologic  process  of  this  disease  should 
see  such  specimens  for  himself  to  realize 
their  suitability  for  the  purpose,  especially 


for  studying  the  early  stages  of  periodonto- 
clasia. 

Periodontoclasia  is  due  entirely  to  the  ir- 
ritation and  inflammation  at  and  beneath 
the  gingival  margin,  caused  by  the  mass 
of  food  particles,  debris  and  principally 
bacteria,  on  the  tooth.  It  begins  between 
the  teeth  in  most  instances,  where  there  is 
greater  tendency  for  such  material  to  ac- 
cumulate and  be  retained.  As  the  disease 
progresses  and  the  tissues  recede  the  space 
becomes  larger  and  more  favorable  for  ac- 
cumulation and  retention  of  the  irritating 
material — and  in  larger  quantity. 

As  the  process  progresses  the  lesions  ex- 
tend deeper  and  deeper  until  much  of  the 
tissues  supporting  the  tooth  have  been  de- 
stroyed, usually  accompanied  by  suppura- 
tion (pyorrhea).  But  this  is  the  far-ad- 
vanced stage  of  the  disease,  and  is  relative- 
ly of  little  importance  so  far  as  prevention 
of  the  loss  of  teeth  is  concerned ; for  most 
of  such  teeth  are  finally  lost,  even  if  such 
treatment  as  is  now  available  is  applied. 

The  irritating  material  which  causes 
periodontoclasia  is  constantly  accumulating 
and  being  replaced.  That  present  at  any 
given  time  includes  some  food  particles, 
debris  and  bacteria  that  have  lodged  and 
have  been  retained  there  for  several  days. 

All  that  is  necessary  to  prevent  this  dis- 
ease and  to  stop  its  further  progress  (ex- 
cept perhaps  for  the  most  advanced  le- 
sions) is  to  remove  this  material  sufficient- 
ly frequently.  For  this  purpose,  as  in 
caries,  cleaning  of  the  teeth  must  be  done 
at  night  before  retiring.  There  follows  a 
considerable  period  of  freedom  from  the 
irritation  by  foreign  material  and  rapid 
restoration  of  the  tissues  to  normal  occurs. 

CLEANING  THE  TEETH 

For  practical  purposes  we  may  think  of 
a tooth  as  presenting  five  different  sides 
or  surfaces  for  cleaning,  viz : the  grinding 
surface,  the  lingual  surface,  the  buccal  sur- 
face and  two  proximal  surfaces  between 
the  teeth.  One  can  quickly  and  easily  clean 
the  first  three  well  by  brushing  with  the 
ordinary  toothbrush.  He  cannot  clean  the 
other  two  surfaces  by  any  kind  or  amount 
or  brushing.  They  can  be  cleaned  only  by 
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the  proper  use  of  dental  floss.  A piece  of 
this  material  must  be  passed  between  the 
teeth  and  then  drawn  diagonally  against 
the  sides  of  each  of  them. 

With  practice  and  patience  one  soon 
learns  to  clean  all  of  his  teeth  in  this  way. 
The  brushing  and  the  cleaning  with  dental 
floss  should  be  followed  by  vigorous  rinsing 
and  forcing  water  back  and  forth  between 
the  teeth.  One  soon  realizes  that  in  this 
way  he  is  able  to  maintain  a better  condi- 
tion of  oral  hygiene  than  ever  before.  There 
is  no  further  development  of  caries  or  pe- 
riodontoclasia. 

SUMMARY 

1.  Practically  all  people  sooner  or  later 
lose  part  or  all  of  their  teeth  from  caries 
or  periodontoclasia  or  both. 

2.  Dental  health-service  and  advice  avail- 
able at  the  present  time  are  woefully  inade- 
quate to  protect  people  in  any  walk  of  life 
from  these  diseases. 

3.  Both  of  these  diseases  and  the  result- 
ing loss  of  teeth  can  be  entirely  prevented 
by  cleaning  the  teeth  with  the  toothbrush 
and  dental  floss  every  night  before  re- 
tiring. 

4.  They  cannot  be  prevented  in  any  other 
way. 

o 

ADVANCED  PATHOLOGY  OF  THE 
ESOPHAGUS* 

REPORT  OF  A CASE 

J.  E.  KNIGHTON,  JR.,  M.  D. 

Shreveport 

Esophageal  pathology  includes  many 
types  of  conditions,  varying  from  the  sim- 
ple irritation  caused  by  harsh  food  or  bone, 
to  the  malignant  neoplasm.  Many  of  the 
lesser  lesions  pass  almost  without  notice  by 
the  patient  as  well  as  the  physician.  Of  the 
more  important  conditions,  most  are  readily 
recognizable  by  the  presently  available 
methods  of  study,  and  the  benign  disorders 
usually  respond  quite  well  to  properly  se- 
lected therapeutic  measures.  The  case  to  be 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


reported  illustrates  the  progression  of  a 
simple  condition  into  one  which  presented 
interesting  problems  of  diagnosis  and  of 
therapeusis. 

CASE  REPORT 

The  patient,  a white  male,  58  years  of  age,  was 
seen  on  January  17,  1940,  through  the  courtesy 
of  Dr.  D.  W.  Kennedy.  Aside  from  factors  re- 
lated to  the  present  illness,  there  was  nothing  of 
importance  in  the  past  clinical  history.  The  family 
history  revealed  that  one  sister  had  died  of  carci- 
noma. The  patient  was  married,  and  the  father 
of  two,  both  of  whom  are  normal,  healthy  adults. 
Employed  in  the  oil  industry  the  patient  had  al- 
ways done  outdoor  work,  but  his  position  does  not 
call  for  heavy  physical  labor. 

The  onset  of  the  present  complaint  was  dated 
back  about  fifteen  years.  It  was  stated  that  dys- 
phagia was  first  noted,  in  that  material  which  was 
swallowed  seemed  to  pass  into  the  stomach  with 
difficulty.  There  was  very  little  pain,  if  any, 
associated  with  the  act  of  eating,  but  a definite 
sensation  of  discomfort  was  experienced.  Later, 
regurgitation  of  food  became  a prominent  feature, 
and  this  has  followed  each  meal  for  many  years. 
There  has  been  no  nausea,  and  vomiting  has  been 
spontaneous  and  not  projectile  in  type.  Most  fre- 
quently regurgitation  occurred  immediately  after 
eating,  often  before  a meal  was  completed,  but  at 
other  times  it  was  delayed  for  several  hours.  It 
was  not  unusual  for  regurgitation  to  occur  directly 
after  eating,  then  be  repeated  after  an  interval 
of  time.  The  patient  did  not  recall  that  food  eaten 
on  the  previous  day  had  ever  been  noted  in  the 
material  which  was  vomited.  There  was  no  par- 
ticular odor  or  marked  sourness  noted  in  the 
material.  Liquids,  even  water,  prompted  regurgi- 
tation as  readily  as  did  solid  foods. 

Despite  the  loss  of  much  food  there  had  been  no- 
great  diminution  in  weight,  but  physical  strength 
was  definitely  below  normal.  The  appetite  was 
unimpaired,  and  there  were  no  other  complaints 
referable  to  the  digestive  tract.  The  nervous  sys- 
tem had  become  unstable,  and  in  an  effort  to 
control  this  condition  tobacco  and  alcohol  had 
been  used  excessively  for  several  years. 

General  physical  examination  revealed  a pau- 
city of  positive  findings.  The  patient  appeared 
somewhat  undernourished,  quite  nervous  and 
anxious.  The  skin  and  mucous  surfaces  presented 
moderate  pallor.  Arcus  senilis  was  present,  as 
was  fairly  marked  sclerosis  of  the  peripheral  ves- 
sels. Artificial  teeth  were  present,  the  pharynx 
normal,  and  no  abnormalities  noted  about  the 
neck.  The  chest  was  full,  with  a fair  degree  of 
expansion,  but  the  percussion  note  and  breath 
sounds  suggested  the  presence  of  emphysema.  No 
other  abnormalities  were  noted.  The  heart  pre- 
sented no  enlargement,  irregularity,  or  murmur, 
but  the  rate  was  accelerated  to  100  per  minute. 
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The  blood  pressure  was  within  normal  limits.  Ex- 
amination of  the  abdomen  revealed  no  palpable 
organs  or  masses,  and  there  was  no  tenderness 
or  rigidity.  The  prostatic  and  rectal  examina- 
tions were  negative  except  for  the  presence  of  a 
rigid  anal  sphincter.  The  extremities  were 
normal. 

The  laboratory  reported  normal  findings  for 
urinalysis,  white  and  differential  counts,  and 
only  a very  slight  secondary  anemia.  Blood  Was- 
sermann  and  Kline  tests  were  negative. 

The  findings  justified  a controversial  diagnosis 
of  esophageal  diverticulum  versus  cardiospasm, 
and  the  patient  was  referred  for  radiographic 
study.  This  procedure,  carried  out  by  Dr.  0.  O. 
Jones,  revealed  findings  which  were  quite  diffi- 
cult to  explain.  In  its  upper  portion,  at  the  level 


Fig.  1.  Showing  kink  in  upper  esophagus  at 
level  of  manubrium  sternii. 


of  the  manubrium  sternii,  the  esophagus  was  seen 
to  be  sharply  angulated  to  the  right.  Below  this 
it  opened  into  a large  pouch  which  extended  down- 
ward, through  the  diaphragm  into  the  upper  left 
quadrant  of  the  abdomen,  where  it  emptied  into 
the  stomach.  The  junction  with  the  stomach  was 
at  a point  well  below  the  diaphragm  and  midway 
between  the  spine  and  the  lateral  wall.  At  its 
lower  end  the  pouch  was  sharply  cut  off,  being 
released  at  intervals  to  allow  the  passage  of  the 
barium  meal.  There  were  markings  simulating 


gastric  rugae  in  the  pouch,  and  there  appeared  to 
be  peristaltic  waves  in  its  wall,  but  these  could 
not  be  followed  throughout  the  length  of  the 
structure.  The  constriction  at  the  lower  end 


Fig.  2.  Showing  extensive  dilatation  of  esopha- 
gus. Note  suggestion  of  peristaltic  waves,  and 
appearance  at  lower  end  simulating  a pylorus  and 
cap.  Normal  stomach  below. 

presented  identically  the  appearance  of  a pylorus, 
below  which  the  barium  was  seen  to  spread  out 
into  an  area  resembling  a cap.  From  this  point 
the  opaque  material  dropped  into  the  fundus  of 
an  entirely  normal  stomach,  and  the  remaining 
portions  of  the  gastrointestinal  tract  were  found 
to  be  devoid  of  any  abnormality.  There  was  a 
small  six  hour  retention  in  the  thoracic  pouch. 

This  examination  suggested  the  startling  pos- 
sibility that  the  patient  might  have  an  accessory 
stomach.  Certainly  the  outline  and  general  con- 
tour of  the  structure  resembled  that  of  a stomach 
with  the  lower  end  directed  to  the  left  instead  of 
to  the  right.  The  constriction  at  the  lower  end 
with  the  clear  cut  separation  of  the  barium,  and 
its  periodic  release  to  allow  passage  of  barium 
was  indicative  of  the  presence  of  a muscular 
sphincter  such  as  the  pylorus.  Then  with  the 
suggestion  of  a cap,  the  presence  of  peristaltic 
waves  and  rugal  patterns  it  would  seem  certain 
that  such  a condition  was  present.  Furthermore 
the  findings  coincided  well  with  textbook  descrip- 
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tions  in  that  one  “stomach”  was  partially  in  the 
thorax,  one  was  smaller  than  the  other,  and  there 
was  obviously  an  abnormal  opening  in  the  dia- 
phragm which  might  be  considered  a diaphrag- 
matic hernia.  Yet  the  rarity  of  multiple  stomach 
would  not  let  me  accept  what  seemed  obvious.  The 
literature  contains  reports  of  many  types  of 
anomalies  of  the  stomach,  and  of  intrathoracic 
cysts  containing  gastric  mucosa,  but  I have  found 
only  one  report  of  double  stomach.1 

It  was  not  until  this  stage  of  the  examination 
had  been  reached  that,  upon  closer  questioning  re- 
garding past  history,  it  was  learned  the  patient 
had  at  one  time  consulted  Dr.  Knighton,  Sr.  This 
record,  under  date  of  June  19,  1912,  listed  dys- 
phagia as  the  chief  symptom.  This  complaint  had 
been  noted  for  several  months,  but  there  had  been 
no  regurgitation.  General  examination  was  neg- 
ative, a diagnosis  of  cardiospasm  was  made  and 
anti-spasmodics  were  prescribed.  A large  bougie 
was  passed  without  difficulty.  In  September,  1913, 
the  patient  returned,  stating  that  he  had  been 
having  the  same  trouble  and  that  at  times  nothing 
could  be  swallowed.  Again  examination  was  neg- 
ative, and  an  Ewald  test  meal  was  given.  After 
one  hour  a stomach  tube  was  introduced,  but  only 
bloody  mucus  was  obtained.  The  note  on  the 
record  expressed  doubt  that  the  tube  entered  the 
stomach.  Radiography  of  the  stomach  was  then 
undertaken,  and  the  note  reads  as  follows,  “Bis- 
muth meal  given  and  x-ray  picture  made  imme- 
diately afterwards.  The  bismuth  had  passed 
promptly  into  the  stomach  showing  that  organ  to 
be  normal  in  size,  shape,  and  location.  No  bis- 
muth shown  in  esophagus.”  He  was  not  seen 
again,  nor  did  he  report  by  mail. 

These  findings  on  the  record  in  1912-13  were 
strongly  against  a diagnosis  of  accessory  stom- 
ach, for,  of  course,  this  would  have  been  a con- 
genital structure.  Even  without  the  benefit  of 
fluoroscopy,  and  recognizing  the  inadequacy  of 
radiographic  equipment  of  that  time,  this  report 
seemed  acceptable. 

It  was  felt  that  chemical  studies  might  definite- 
ly answer  the  question,  and  the  patient  was  hos- 
pitalized. On  the  first  morning  after  lavage  of 
the  upper  pouch,  using  an  Einhorn  tube,  an  alco- 
hol test  meal  was  introduced. 

Fractional  examination  gave  the  following  re- 


suits: 

Time 

Total 

minutes 

Free  HC1 

acidity 

15 

0 

10 

30 

0 

15 

60 

0 

27 

75 

0 

25 

On  a second  morning  the  fasting  state  showed 
secretions  in  the  upper  pouch,  the  quantity  of 
which  measured  120  c.  c.  This  material  was  clear 
and  had  a high  content  of  mucus.  Titration  re- 
vealed no  free  hydrochloric  acid,  but  total  acidity 
was  measured  at  25°,  and  lactic  acid  was  present. 


After  ether  extraction  of  lactic  acid  the  total 
acidity  was  reduced  from  25  to  18  degrees.  Fol- 
lowing this  aspiration  an  Ewald  test  meal  was 
given,  and  withdrawn  after  one  hour.  Titration 
revealed  total  acid  of  6°,  and  no  free  hydrochloric 
acid.  Lactic  acid  was  present,  but  in  less  amount 
than  in  the  fasting  specimen. 

On  another  morning  tubes  were  introduced  into 
the  upper  pouch  and  the  stomach  proper  simul- 
taneously, and  their  positions  verified  by  x-ray. 
Aspiration  was  done  to  empty  the  structures,  after 
which  histamine  acid  phosphate  (50  mg.)  was 
given  parenterally.  Fractional  withdrawal  of  the 
secretions  revealed  the  following  titration  figures. 


UPPER  POUCH 


Time 

Total 

minutes 

Free  HC1 

acidity 

15 

0 

3.0 

30 

0 

7.0 

45 

0 

6.4 

60 

0 

8.0 

80 

0 

6.0 

STOMACH 

Time 

Total 

minutes 

Free  IICl 

acidity 

15 

45.5 

57.9 

30 

95 

125.0 

45 

56 

66.0 

60 

35 

48.0 

80 

46 

70.0 

It  was  further  noted  that  the  secretions  from 
the  upper  pouch  exerted  no  digestive  action  upon 
egg  albumin,  while  digestion  by  the  gastric  secre- 
tions was  normal. 

These  examinations  indicate  quite  clearly  that 
the  lining  of  the  upper  pouch  does  not  contain  cells 
such  as  are  found  in  gastric  mucosa.  The  acidity 
present  in  the  upper  pouch  is  evidently  due  to 
organic  acids  as  a result  of  stagnation  and  fermen- 
tation, for  the  acidity  of  the  fasting  residual  was 
always  higher  than  in  the  samples  after  lavage 
and  the  introduction  of  secretory  stimulants. 

DISCUSSION  OF  FINDINGS 

Being  convinced  that  the  condition  was 
one  of  cardiospasm  of  long  standing  with 
secondary,  though  massive,  dilatation  of  the 
esophagus,  the  foremost  problem  became 
that  of  therapy.  Because  of  the  dilatation 
and,  presumably,  thinning  of  the  esopha- 
geal wall,  it  was  thought  best  to  withhold 
tubes  and  bougies  with  the  attendant  dan- 
ger of  perforation.  Esophagoscopy  was  like- 
wise not  requested.  The  patient  was  kept  at 
rest  with  simple  sedatives  and  a bland  diet, 
and  reported  definite  improvement  in  his 
feelings.  Regurgitation,  however,  continued 
daily.  After  two  weeks  the  patient  lost  his 
optimism  and  his  physician,  too,  was  near 
the  point  of  recommending  surgery.  The 
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operation  under  consideration  was  gastros- 
tomy, with  retrograde  dilatation  of  the 
cardia.  A careful  attempt  at  bouginage  was 
decided  upon  before  resorting  to  surgery, 
and  the  Hurst  mercury-filled  bougies  se- 
lected. Using  the  size  36  French,  and  under 
fluoroscopic  control  it  was  found  that  by 
having  the  patient  lean  to  the  right  the 
bougie  passed  the  angulated  esophagus  in 
the  region  of  the  manubrium,  without  dif- 
ficulty. Then  by  having  him  lean  to  the  left 
as  the  bougie  progressed  it  avoided  the  de- 
pendent part  above  the  right  diaphragm, 
and  by  its  weight  continued  toward  the 
cardia.  At  this  point  there  was  a delay  of 
about  a minute  after  which  time  the  bougie 
accomplished  the  dilatation  and  passed  into 
the  stomach.  On  the  following  morning  the 
same  bougie  was  introduced  with  less  delay 
at  the  cardia,  and  was  followed  by  the  size 
40  French.  On  successive  days  the  46 
French  and  52  French  bougies  were  em- 
ployed, and  the  larger  of  these  was  contin- 
ued daily  for  several  days,  then  with  inter- 
vals of  three  to  five  days.  It  was  found  that 
if  used  regularly  this  bougie  could  be  passed 
without  difficulty,  but  after  an  interval  of 
a few  days  there  would  be  an  appreciable 
delay  at  the  cardia.  It  was  obvious  that  more 
complete  divulsion  of  the  cardia  was  neces- 
sary. The  old  hydrostatic  dilator  was  defi- 
nitely contraindicated  in  this  case  because 
of  its  rigidity,  but  the  pneumatic  dilator 
designed  by  Drs.  Browne  and  McHardy  was 
found  to  be  ideal.  Because  of  its  flexibility 
and  its  mercury  weighted  construction  this 
instrument  could  be  guided  by  posture  in  its 
descent,  and  directed  to  the  proper  point. 
Dilatation  was  carried  out  at  weekly  inter- 
vals using  a pressure  of  twelve  to  fifteen 
pounds,  and  three  successive  treatments 
were  given. 

Results  of  treatment  have  been  quite 
gratifying.  Since  the  third  introduction  of 
the  Hurst  bougies  there  has  been  no  regur- 
gitation of  food,  and  since  the  use  of  the 
pneumatic  dilator  even  the  feeling  of  tight- 
ness and  of  hindrance  to  the  passage  of 
food  has  disappeared.  Nearly  a month  has 
passed  without  any  instrumentation,  and 
the  patient  states  that  he  does  not  remem- 


ber when  he  felt  so  well.  In  addition  to  the 
dilatations,  treatment  has  included  a prep- 
aration of  ferrous  sulphate  and  thiamin 
chloride;,  and  a non-irritating,  but  suffi- 
cient, diet.  Despite  the  fact  that  there  had 
been  no  great  loss  of  weight  the  patient 
has  gained  25  pounds  since  the  institution 
of  treatment. 

Fluoroscopic  observation  of  the  upper 
alimentary  tract  was  repeated  on  April  15, 
1940,  and  changes  were  observed  which 
were  truly  unexpected.  The  angulation  in 
the  upper  esophagus  had  disappeared,  al- 
lowing straight  descent  of  the  barium.  The 
esophagus  just  above  the  diaphragm  was 
about  half  as  large  in  diameter  as  it  had 
been  previously,  and  the  portion  below  the 
diaphragm  appeared  almost  normal  in  size. 
Of  greatest  importance,  there  was  very  lit- 
tle stagnation  of  the  barium  above  the 
cardia,  and  in  less  than  five  minutes  the 
'esophagus  was  almost  empty. 

CONCLUSION 

The  future  for  the  patient,  whose  case 
history  has  been  recorded,  is  quite  bright, 
and  he  is  most  grateful  for  relief  which 
might  have  been  afforded  years  ago  had  he 
'not  failed  to  return  for  treatment. 
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DISCUSSION 

Dr.  Daniel  N.  Silverman  (New  Orleans)  : I 

think  Dr.  Knighton  has  presented  a clinical  case 
which  is  certainly  a complete  study  of  this  indi- 
vidual with  esophageal  disease.  He  had  expert 
opportunity  of  studying  the  case  through  his 
father’s  record  28  years  before,  as  he  mentioned. 
The  only  case  I have  seen  so  greatly  dilated,  con- 
taining so  much  material,  was  a patient  of  the  late 
Dr.  Frank  Smithies,  in  his  clinic,  in  1924,  where 
the  esophagus  contained  about  2000  c.  c.  and  they 
had  a label  around  this  man’s  identification  card, 
“In  case  of  my  death,  my  body  belongs  to  Dr. 
Frank  Smithies.” 

Esophageal  disease,  including  cardiospasm,  is 
not  frequently  enough  recognized,  and  very  often 
due  to  our  own  fault.  It  is  unpardonable  when  an 
individual  who  complains  of  gastric  distress  and 
indigestion,  is  sent  to  the  radiologist  for  a G.  I. 
series,  and  we  do  not  ask  for  an  esophageal  study. 
What  I mean  is  that  we  should  ask  that  the  esopha- 
gus be  examined  in  detail,  with  substances  that 
are  heavier  than  barium  mixture,  the  esophagus 
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will  be  outlined  and  lesions  can  be  detected  in  the 
esophagus  not  commonly  observed  in  the  ordinary 
G.  I.  series. 

More  lesions  of  the  esophagus  of  a serious  na- 
ture, such  as  malignancy,  are  seen  today  in 
younger  individuals  than  ever  before;  carcinoma 
of  the  esophagus  in  individuals  not  thirty  years 
old  is  not  rare. 

Esophageal  disease  may  give  referred  symptoms 
to  the  stomach,  or  even  to  the  lower  abdomen; 
rarely,  however,  but  not  infrequently  to  the  epi- 
gastrium. Just  recently,  epigastric  distress  was 
found  to  be  caused  by  a diverticulum  of  the  esopha- 
gus, as  far  up  as  the  hyoid  level.  It  is  never 
truly  diagnostic  co  say  an  individual  has  a particu- 
lar disease  of  the  esophagus  unless  that  individual 
has  been  esophagoscoped.  A mere  spasm  under 
the  fluoroscope  might  under  the  esophagoscope  be 
revealed  as  a reflex  symptom  or  sign  of  a lesion  in 
that  esophagus,  such  as  a peptic  ulcer,  which,  al- 
though not  common,  is  seen  from  time  to  time  in 
the  lower  esophagus.  On  the  other  hand,  a filling 
defect,  such  as  an  ulcer,  may  be  seen  in  the  esoph- 
agus under  esophageal  examination,  and  removal 
of  a section  may  reveal  that  an  apparently  benign 
ulcer  is  a carcinoma  of  the  esophagus.  When  we 
have  a case  of  cardiospasm,  the  esophagus  must 
be  dilated  forcefully,  and  it  is  best  to  use  a pneu- 
matic dilator,  in  order  to  cure  the  patient  of  the 
cardiospasm. 

The  one  important  point  is  that  we  should  look 
more  carefully  for  esophageal  disease  in  more 
cases  of  gastrointestinal  disturbances. 

Dr.  Philip  J.  Bayon  (New  Orleans):  I think  it 
is  very  unkind  to  tell  someone  who  has  caught  a 
large  fish  that  you  have  seen  one  just  as  large. 

I had  occasion  recently  to  see  a dilated  esophagus 
about  as  large  as  that  of  Dr.  Knighton’s  patient — 
it  was  a little  larger.  The  patient  had  most  of  the 
symptoms  that  were  present  in  this  case.  She  had 
been  to  a large  clinic  in  Philadelphia  where  she 
received  the  usual  dilatations  of  the  esophagus 
and  had  also  been  tried  on  the  Hurst  mercury- 
filled  bougie.  She  would  experience  a little  relief 
for  a few  days,  then  revert  to  her  original  condi- 
tion. We  aspirated  1500  c.  c.  of  turbid  fluid  from 
the  dilated  esophagus,  examined  the  esophagus 
esophagoscopically,  and  dilated  the  esophagus  with 
bougies,  following  which,  the  Hurst  bougie  was 
used.  Since  she  did  not  improve,  Dr.  Ochsner  was 
asked  to  see  her  and  he  performed  an  esopha- 
gogastrostomy.  This  was  six  months  ago.  About 
six  weeks  ago,  she  was  seen  again  and  examined 
esophagoscopically,  and  has  had  so  far  satisfactory 
results. 

She  did  not  receive  thiamin  chloride.  I was  very 
happy  to  hear  Dr.  Knighton  mention  that  his 
patient  had  received  thiamin  chloride.  In  a series 


of  six  patients  whom  I have  under  observation,  I 
have  used  thiamin  chloride  in  two.  Those  two  did 
not  respond  to  the  usual  methods  of  dilatation. 
They  did  respond  after  using  thiamin  chloride, 
and  I should  like  to  ask  Dr.  Knighton  if  he  has 
other  cases  with  cardiospasm  in  which  he  has  used 
thiamin  chloride  routinely,  and  with  what  result? 

I think  it  is  unfortunate  that  the  esophagoscope 
was  not  passed  into  the  esophagus,  because  it 
might  have  been  interesting  to  determine  whether 
the  folds  which  have  been  shown  roentgenographi- 
cally  might  not  have  been  folds  of  a dilated  esopha- 
geal pouch.  The  color  of  the  mucosa  might  have 
been  of  some  value  in  determining  whether  it  was 
stomach  or  esophagus.  Generally,  the  color  of  the 
esophagus  is  in  marked  contrast  to  the  color  of 
the  stomach. 

Dr.  W.  A.  Dial  (Baton  Rouge)  : I would  like 
to  ask  Dr.  Knighton  if  he  tried  sympathetic  block 
on  the  patient. 

Dr.  J.  E.  Knighton  (In  conclusion)  : In  answer 
to  Dr.  Dial’s  question,  we  did  not  use  any,  not 
even  minor  surgery,  in  this  case. 

Regarding  Dr.  Bayon’s  fish  story,  the  one  with 
the  smaller  fish  can  always  say  his  dried  out 
before  being  weighed.  We  never  did  fill  up  this 
pouch;  he  would  take  three  glasses  of  barium 
mixture,  and  we  thought  that  enough.  This  case 
was  the  largest  I have  ever  seen. 

Regarding  the  thiamin  chloride,  I do  not  recall 
that  I have  given  it  to  any  other  patient  with 
cardiospasm,  but  I think  along  the  lines  Dr.  Bayon 
suggests,  I will.  It  deserves  thorough  trial  and  I 
know  it  helped  this  individual. 

I appreciate  Dr.  Silverman’s  comments.  He  is 
entirely  right  in  saying  that  esophagoscopy  should 
have  been  done.  We  recognize  the  fact  that  it 
probably  would  have  answered  the  question,  by 
direct  observation  of  the  mucous  membrane,  as 
to  whether  it  was  gastric  or  esophageal,  but  we 
were  afraid  to  introduce  anything  with  any  de- 
gree of  rigidity  as  we  could  not  help  but  feel  that 
this  pouch  was  quite  thin.  From  his  recovery,  it 
must  have  had  more  residual  strength  than  we 
anticipated. 

This  man  could  have  had  a peptic  ulcer  in  the 
lower  esophagus  many  years  ago.  It  may  be  my 
optimism,  but  I do  not  think  he  has  now.  Cer- 
tainly, with  the  tenacity  that  this  condition  ex- 
erted over  this  long  period  of  years,  it  would 
suggest  something  unusual  as  a cause,  unless  we 
accept  the  usual  concept  that  it  is  a neurogenic 
condition. 

This  case  emphasizes  another  thing  to  me  also, 
the  importance  of  the  clinical  history  and  record. 

I was  very  glad  to  find  that  old  record  made  by 
my  father  for  this  particular  individual. 
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IMMUNIZATION  AGAINST  DISEASE 
IN  INFANTS  AND  CHILDREN* 

H.  AUBREY  WHITE,  M.  D. 

Alexandria 

It  has  been  said  that  he  who  cures  dis- 
eases may  be  the  most  skillful,  but  he  who 
prevents  disease  is  the  safest  physician.  It 
is  known  that  some  diseases  of  infants  and 
children  may  now  be  prevented  by  immuni- 
zation, and  every  physician  must  know 
what  diseases  can  be  prevented  and  at  what 
time  of  life  the  immunizations  must  be  giv- 
en. In  this  paper  I will  outline  some  of 
the  procedures,  what  preparations  to  use 
and  at  what  age  they  should  be  ad- 
ministered. 

It  is  well  to  note  that  the  age  of  a child 
exerts  a controlling  influence  on  suscepti- 
bility to  some  diseases,  and  susceptibility  is 
a necessary  factor  when  considering  the  ad- 
ministration of  an  immunizing  agent.  It 
is  generally  known  that  infants  are  suscep- 
tible to  whooping  cough,  chickenpox,  and 
smallpox  from  birth,  and  that  they  are  not 
susceptible  to  or  possess  some  immunity 
against  diphtheria,  scarlet  fever,  and  mea- 
sles, probably  up  to  six  months  and  possibly 
throughout  the  first  year  of  life. 

It  is  for  these  reasons  that  early  immuni- 
zation against  whooping  cough  and  small- 
pox is  desirable  and  that  immunization 
against  diphtheria  may  be  postponed  until 
the  latter  part  of  the  first  year. 

WHOOPING  COUGH 

It  is  more  likely  that  an  infant  will  be 
exposed  to  whooping  cough  than  smallpox, 
so  my  first  immunization  procedure  is 
against  whooping  cough  which  is  done  at 
five  or  six  months  of  age. 

There  is  no  test  for  immunity  against 
whooping  cough.  Until  other  means  of 
proving  immunity  against  whooping  cough 
have  been  perfected,  exposure  remains  the 
ultimate  test.  There  are  two  preparations 
used  for  active  immunization  against 
whooping  cough : Sauer’s  vaccine  and  Kru- 
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ger’s  endo-antigen,  or  Kruger’s  undena- 
tured bacterial  antigen. 

In  a controlled  study  of  pertussis  prophy- 
laxis, Singer-Brooks,  found  that  in  95  chil- 
dren injected  with  an  undenatured  bacte- 
rial antigen,  34  were  exposed  and  28,  or 
29.4  per  cent  of  the  95,  developed  whooping 
cough.  In  a second  group  of  272  children 
injected  with  phase  1 Haemophilus  per- 
tussis vaccine,  or  Sauer’s  vaccine,  42  were 
exposed  and  only  seven,  or  2.5  per  cent  of 
the  272,  developed  whooping  cough.  Along 
with  these  series,  256  children  were  used 
as  controls  of  which  71  were  exposed  and 
62,  or  24.2  per  cent,  developed  pertussis. 
From  this  study  actually  more  children  de- 
veloped whooping  cough  who  had  the  unde- 
natured bacterial  antigen  than  those  of  the 
control  group;  however,  Singer-Brooks  ad- 
mits that  these  series  should  have  further 
observation  and  study.  It  is  evident  that, 
of  the  two  immunizing  agents,  Sauer’s  vac- 
cine offers  the  better  results. 

There  are  two  strengths  of  Sauer’s  vac- 
cine, single  and  double.  The  single  strength 
contains  10,000  million  killed  pertussis 
bacilli  per  c.  c.,  and  the  double  strength  con- 
tains 20,000  million  killed  pertussis  bacilli 
per  c.  c.  Both  are  prepared  from  several 
recently  isolated  strains  of  pertussis  bacilli 
tested  for  phase  I characteristic.  If  the 
single  strength  is  used,  the  following  pro- 
cedure is  followed : One  c.  c.,  or  10,000  mil- 
lion pertussis  bacilli,  is  given  in  the  upper 
deltoid  region  of  both  arms,  two  injections 
at  one  time.  One  week  later  1.5  c.  c.  is 
given  in  the  biceps  region  of  both  arms,  and 
still  another  week  later,  1.5  c.  c.  is  given  in 
the  triceps  region  of  both  arms.  Thus  in 
three  weeks  six  doses,  containing  80,000 
million  pertussis  bacilli,  are  given. 

For  children  over  two  years  of  age  an  in- 
creased amount  of  vaccine  must  be  given. 
The  dose  in  these  cases  is  1 c.  c.  in  each 
arm  at  the  first  dose ; 2 c.  c.  in  each  arm  for 
the  second  and  third  doses,  giving  a total 
of  100,000  million  bacilli. 

If  the  double  strength  Sauer’s  vaccine  is 
used,  the  procedure  is  as  follows:  A single 
injection  at  weekly  intervals  is  given,  using 
first  1 c.  c.,  or  20,000  million  pertussis 
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bacilli,  in  the  deltoid  region  of  the  left  arm, 
second  injection  of  2 c.  c.  in  the  deltoid  re- 
gion of  the  right  arm,  and  the  third  injec- 
tion, one  week  later,  of  2 c.  c.  in  the  triceps 
region  of  the  left  arm.  Thus,  in  three 
weeks,  100,000  million  pertussis  bacilli  have 
been  given.  For  immunizing  children  over 
two  years  of  age  with  the  double  strength 
Sauer’s  vaccine,  single  doses  of  2 c.  c.  at  in- 
tervals of  one  to  two  weeks  are  adminis- 
tered, giving  a total  of  120,000  million 
bacilli. 

The  local  and  systemic  reactions  are  usu- 
ally quite  mild.  Parents  should  be  told  that 
there  may  be  a transient  rise  in  tempera- 
ture with  malaise,  but  this  should  not  be  of 
any  consequence.  The  local  reaction,  such 
as  tenderness,  redness  and  induration,  are 
practically  never  severe  enough  to  postpone 
subsequent  injections.  A movable  subcu- 
taneous nodule  may  persist  for  a few  weeks. 
Infections  of  the  skin  are  most  rare.  Sauer 
believes  that  sufficient  immunity  is  not  ob- 
tained until  four  months  after  the  vaccine 
is  given.  In  spite  of  the  pros  and  cons  as 
to  pertussis  immunization,  it  is  far  easier 
to  prevent  whooping  cough  than  it  is  to  in- 
fluence its  course  after  actual  exposure  has 
already  occurred. 

DIPHTHERIA 

The  specific  test  of  susceptibility  to  diph- 
theria is  the  Schick  test.  The  test  is  done 
by  injecting  intradermally  0.1  c.  c.  diphthe- 
ria toxin  diluted  in  normal  saline,  in  the  in- 
ner aspect  of  the  forearm.  The  reaction  is 
read  in  48  to  72  hours.  If  the  area  of  red- 
ness is  0.5  cm.  or  larger  in  diameter  the 
test  is  positive  and  the  child  is  susceptible 
to  diphtheria.  Pseudo  reactions  may  occur 
but  usually  only  in  hypersensitive  or  aller- 
gic children,  especially  if  they  have  been 
previously  immunized. 

A large  proportion  of  children  during  the 
last  half  of  the  first  year  of  age  are  suscep- 
tible to  diphtheria  and  may  be  immunized 
without  prior  Schick  test.  Older  children, 
specially  those  over  four  years  of  age  are 
more  prone  to  exhibit  unpleasant  reactions 
after  immunizing  injections;  therefore  only 
known  susceptibles  as  determined  by  the 
Schick  test  should  be  immunized.  The 


Schick  test  routinely  should  be  made  six 
months  after  active  immunization  to  deter- 
mine the  establishment  of  immunity.  Im- 
munization should  begin  at  nine  months  of 
age. 

Several  preparations  are  recommended 
for  the  active  immunization  against  diph- 
theria. Of  these  for  the  infant,  plain  tox- 
oid and  alum  precipitated  toxoid,  and  for 
the  older  child  a toxin-antitoxin  mixture. 
These  are  of  proved  value.  More  recently 
a preparation  containing  both  diphtheria 
and  tetanus  toxoid  has  been  used  with  grat- 
ifying results.  If  the  plain  toxoid  is  used, 
two  injections  of  1 c.c.  each  are  given  with 
an  intervening  period  of  three  weeks. 
If  the  alum  precipitated  toxoid  is  used,  1 c.c. 
is  given  with  an  interval  of  one  month, 
while  some  have  advocated  an  interval  of 
two  months  between  injections.  If  the  com- 
bined tetanus  and  diphtheria  toxoid  is  used, 
two  injections  of  1 c.c.  each  are  given  with 
an  interval  of  three  months.  All  three  of 
these  methods  are  accepted  and  are  of 
proved  value. 

The  results  of  active  immunization 
against  diphtheria  with  toxoid  are  so  en- 
couraging that  it  can  be  hoped  that  diph- 
theria may  be  one  of  the  avoidable  diseases. 
Active  immunization  is  harmless.  The  tox- 
oid must  be  absolutely  reliable  and  sterile 
and  the  injection  has  to  be  performed  with 
asepsis.  For  the  child  who  is  exposed  to 
diphtheria  and  who  has  not  been  immu- 
nized, or  who  does  not  possess  a negative 
Schick  reaction,  1000  to  2000  units  of  diph- 
theria antitoxin  should  be  gixen.  This  pas- 
sive immunity  lasts  only  two  to  three  weeks. 
Thereafter  a Schick  test  or,  depending  on 
the  age,  toxoid  should  be  given,  and  at  the 
proper  time  the  patient  should  be  Schick 
tested  again.  In  cases  of  exposure  to  diph- 
theria, toxoid  is  of  no  value  and  should  not 
be  given. 

There  is  possibly  some  danger  in  giving 
toxoid  after  exposure,  because  after  toxoid 
injection  there  is  probably  a so-called  “in- 
active phase’’  ( Griff ith-Mitchell)  in  which 
there  is  increased  susceptibility  to  diphthe- 
ria and  this  should  lead  to  caution  in  im- 
munization during  epidemics. 
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TETANUS 

Until  the  past  few  years  only  a tempo- 
rary active  immunity  against  tetanus  was 
available — that  by  giving,  at  the  time  of  ex- 
posure by  a wound,  1500  or  more  units  of 
tetanus  antitoxin.  Now  there  is  a tetanus 
toxoid  for  immunizing  against  tetanus, 
which  is  of  proved  value.  Tetanus  toxoid 
may  be  administered  in  three  doses  of  0.5, 
1 c.c.  and  1 c.c.  at  weekly  intervals.  This 
may  be  administered  between  the  second 
and  fifth  year.  Cook  and  others  have  ad- 
vocated the  use  of  a combined  diphtheria 
and  tetanus  toxoid  for  the  early  immuniza- 
tion against  tetanus.  Jones  and  Moss  noted 
the  antitoxin  potency  of  the  blood  follow- 
ing such  a procedure  was  quite  low,  aver- 
aging .06  units  per  c.  c.  a year  later.  They 
advised  therefore  giving  a second  stimulat- 
ing dose  of  tetanus  toxoid  which  increased 
the  antitoxin  content  of  the  blood  20  to  50 
times  which  is  higher  and  more  persistent 
than  that  produced  by  a prophylactic  injec- 
tion of  1500  units  of  tetanus  antitoxin. 
There  is  no  practical  test  for  immunity 
against  tetanus. 

Routine  procedure  in  producing  active 
immunization  against  tetanus  and  diphthe- 
ria consists  of  administering  a preparation 
of  combined  alum  precipitated  diphtheria 
and  tetanus  toxoid  at  nine  and  12  months, 
giving  1 c.c.  at  each  injection.  If  the  child 
later  incurs  a suspicious  penetrating  or  lac- 
erating wound,  another  dose  of  tetanus  tox- 
oid is  given.  This  is  a second  stimulating 
dose  of  toxoid  which  produces  a high  and 
lasting  antitoxin  content  of  the  blood.  Te- 
tanus toxoid  may  be  repeated  each  time  pro- 
tection against  tetanus  is  needed.  This  pro- 
cedure eliminates  the  possibility  of  serum 
reaction  seen  at  times  after  administering 
tetanus  antitoxin. 

SMALLPOX 

There  is  no  test  for  susceptibility  to 
smallpox,  although  a reaction  of  immunity 
following  vaccination  is  sufficient  evidence 
of  immunity  if  there  is  a history  of  a pre- 
vious successful  vaccination  or  “vaccinia” 

and  objective  evidence  of  an  old  vaccination 
scar. 


In  active  immunization,  calf  vaccine 
smallpox  virus  is  used  by  scarification,  al- 
though others  as  chorio-allantoic  chick  em- 
bryo vaccine  and  lyophil  tissue  vaccine  have 
been  recommended ; the  latter  is  used  intra- 
cutaneously.  This  is  particularly  useful 
when  children  with  skin  diseases  require 
vaccination. 

Vaccination  can  be  done  as  early  as  three 
to  six  months,  however  I prefer  waiting  un- 
til after  the  first  year,  probably  at  fifteen 
months  of  age.  As  to  the  technic  of  the 
vaccination,  the  best  method  is  multiple 
pressure  or  acupuncture.  The  skin  (arm  or 
leg)  is  cleansed  with  soap  and  water  with- 
out much  friction,  then  acetone  or  ether 
may  be  used,  and  allowed  to  dry  thoroughly. 
A small  drop  of  virus  is  placed  on  the  skin 
and  twenty  or  more  punctures,  or  firm 
pressures,  are  made  through  the  drop  of 
virus,  with  a sterile  needle  held  almost  par- 
allel to  the  skin.  The  punctures  should  be 
confined  to  an  area  of  one-eighth  inch  in 
diameter  and  should  not  be  deep  enough  to 
draw  blood.  The  virus  may  be  allowed  to 
dry  somewhat,  but  it  may  be  wiped  off  im- 
mediately. No  dressing  is  necessary;  how- 
ever, I usually  cover  the  area  with  a dry 
dressing.  About  the  third  or  fourth  day  af- 
ter vaccination,  one  or  more  papules  appear 
at  the  site  of  vaccination ; enlarging,  a ves- 
icle forms  and  umbilication  develops  and 
then  the  seventh  day  it  is  surrounded  by  a 
red  and  swollen  area  which  extends  as  the 
lesion  advances,  reaching  the  maximum 
about  the  ninth  or  tenth  day.  Then  the 
vesicle  dries  and  leaves  a crust.  This  is  an 
excellent  protective  covering  and  should  not 
be  removed.  This  type  of  reaction  is  re- 
corded as  “vaccinia.”  If  there  is  no  reac- 
tion or  “take”  this  is  due  either  to  an  im- 
potent virus  or  faulty  technic.  The  vacci- 
nation should  be  repeated  with  a new  po- 
tent virus  and  with  improved  technic. 

There  are  two  other  reactions  to  vacci- 
nations which  are  seen  in  older  children, 
which  should  be  mentioned  in  this  connec- 
tion. If  a child  is  vaccinated  who  has  had 
an  attack  of  smallpox  or  who  has  had  a 
successful  initial  vaccination  and  has  lost  a 
considerable  degree  of  immunity  acquired 
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thereby,  there  will  result  a “take”  which  is 
less  severe  than  the  primary  vaccinia  and 
much  more  rapid  in  progress,  completing 
the  vesiculation  and  crusting  in  from  four 
to  eight  days.  This  type  of  reaction  is  “vac- 
cinoid.”  The  other  reaction  is  seen  in  older 
children  who  have  had  an  attack  of  small- 
pox or  successful  primary  vaccinia  in  which 
there  is  a high  degree  of  immunity.  In  this 
reaction  the  maximum  degree  of  redness  is 
reached  in  from  12  to  72  hours  after  vacci- 
nation, slight  elevation  of  the  skin  and  some 
itching,  but  there  is  no  vesiculation.  This 
type  of  reaction  is  an  “immune  reaction.” 

SUMMARY 

The  procedures  as  offered  in  this  paper 
are  those  I use  in  the  routine  immuniza- 
tions. The  following  is  my  schedule:  At 
five  or  six  months  of  age — Sauer’s  vaccine ; 
from  nine  to  12  months — combined  alum 
precipitated  diphtheria  and  tetanus  toxoid ; 
at  15  months — Schick  test;  at  15  months — 
smallpox  vaccination.  This  schedule  fits  in 
very  nicely  in  the  general  care  of  the  infant 
and  has  proved  very  satisfactory  in  my 
practice, 
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DISCUSSION 

Dr.  Julian  Graubarth  (New  Orleans)  : Dr. 

White  has  given  us  an  excellent  plan  for  the  im- 
munization procedures  in  childhood,  and  I am 
sure,  due  to  the  short  time,  was  not  able  to  include 
a lot  of  the  points  he  might  have  emphasized. 


One  point  I would  like  to  emphasize  is  the  im- 
portance of  the  Schick  test.  The  Schick  test 
should  be  done,  of  course,  as  a follow-up  to  the 
diphtheria  immunization,  and  should  be  repeated 
every  year  until  the  child  has  gone  to  school  for 
several  years,  for  the  reason  that  many  children 
lose  their  immunity  even  though  they  have  had 
a negative  Schick  test.  They  used  to  teach  that 
a negative  Schick  test  always  meant  a permanent 
immunity  but  we  now  know  that  that  is  incorrect. 
Another  point  that  might  be  mentioned  here  is 
that  it  has  been  suggested  by  some  workers  it  is 
better  to  give  a stimulating  dose  of  diphtheria 
toxoid  each  year  rather  than  to  repeat  the  Schick 
test.  However,  this  has  not  been  universally  ac- 
cepted. 

A word  about  the  vaccination  against  smallpox: 
Dr.  White  mentioned  that  it  is  very  advantageous 
to  vaccinate  before  six  months  of  age  and  I would 
like  to  emphasize  that  the  scratch  reflex  has  not 
appeared  and  of  course  that  is  very  important,  as 
the  older  child  might  start  to  scratch  and  as  a 
result  a secondary  infection  may  follow.  If  vac- 
cination is  done  before  any  of  the  immunization 
procedures  there  is  a heterophile  reaction  in  the 
blood  and  that  produces  a higher  degree  of  anti- 
bodies production  for  the  later  immunization 
procedures. 

Dr.  White  mentioned  that  there  is  no  test  for 
immunity  against  smallpox.  Among  the  reactions 
there  is  such  a test,  for  if  one  vaccinates  a person 
who  is  immune  that  person  will  react  as  an  im- 
mune reaction.  Oftentimes,  one  gets  another 
reaction  such  as  if  one  uses  a virus  that  is  rather 
weak  or  about  ready  to  give  up  its  potency,  and 
such  a reaction  will  fade  out  in  a few  days  after 
the  vaccination  commences  to  take.  This  reaction 
is  classified  as  a weak  virus  reaction  and  the 
vaccination  must  be  repeated. 

Now  as  to  the  length  of  immunity  to  smallpox 
vaccination;  the  law  says  that  we  should  revacci- 
nate every  seven  years.  It  has  been  shown  by  the 
work  of  Rosenow  in  Boston,  in  a careful  study  of 
a series  of  cases,  that  vaccination  may  last  a life- 
time and  this  was  proved  by  the  reaction  of  im- 
munity. Of  course  during  an  epidemic  of  smallpoxi 
one  should  be  revaccinated  regardless  of  the  his- 
tory of  a take  and  no  doubt  for  safety  it  is  advis- 
able to  revaccinate  at  least  every  five  or  seven 
years. 

As  to  the  technic  of  vaccination,  several  years 
ago,  Friedman  of  Boston  developed  a scarifier 
which  produces  a very  small  scar  and  is  especially 
useful  in  the  struggling  child. 

Another  immunization  procedure  is  typhoid  vac- 
cination. Regardless  of  where  we  live,  there  is 
always  a case  or  two  of  typhoid  fever,  and  here 
in  New  Orleans  we  had  quite  an  epidemic,  rather 
we  had  more  cases  than  we  should  have  had,  and 
routine  immunization  against  typhoid  should, 
therefore,  be  recommended.  It  is  especially  desir- 
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able  for  the  children  who  are  attending  summer 
camps  and  making  trips.  The  time  to  start  the 
typhoid  vaccination  is  at  two  years  of  age.  I 
recommend  that  each  year  following  the  child 
receive  one  stimulating  dose  of  typhoid  vaccine. 

Dr.  James  E.  Bailey  (New  Orleans)  : I have 

felt  for  some  time  that  probably  the  European 
method  of  vaccination  against  smallpox,  before  six 
months,  is  well  worth  consideration  as  a routine 
procedure  in  this  country.  Dr.  Graubarth  has 
called  our  attention  to  the  fact  that  the  scratch 
reflex  has  not  developed  and  that  removes  one 
hazard.  The  systemic  and  local  reaction  is  also 
less  and  the  cases  of  post-vaccinal  encephalitis 
occasionally  encountered  are  found  in  the  older 
group. 

The  question  of  whooping  cough  immunization 
is  one  that  should  be  brought  to  the  attention  of 
the  general  public  a great  deal  more  than  it  has 
been.  Time  was  a few  years  ago  when  we  had  to 
suggest,  and  even  urge,  that  parents  bring  their 
children  in  for  diphtheria  immunization  but  today 
they  come  in  with  the  child  asking  for  immuniza- 
tion. In  the  City  of  New  Orleans,  through  the 
intensified  efforts  of  certain  agencies  and  the 
work  of  private  physicians,  we  have  been  able  to 
reduce  the  mortality  on  diphtheria  to  less  than  50 
per  cent  of  what  it  was  only  five  years  ago.  It 
has  been  my  custom  to  immunize  against  whooping 
cough  at  the  earlier  age,  as  has  been  Dr.  White’s 
practice.  That  would  seem  to  be  indicated  from  the 
fact  that  in  1937,  throughout  the  United  States, 
the  mortality  in  whooping  cough  was  15  per  cent 
greater  then  the  combined  mortality  from  diph- 
theria and  scarlet  fever,  not  to  mention  tubercu- 
losis, and  asthma,  that  follow  in  the  wake  of 
whooping  cough.  I use  the  earlier  age  for  im- 
munization against  whooping  cough  always,  except 
in  one  instance,  and  that  is  where  the  child  under 
one  year  is  going  out  to  a rural  section  where 
medical  facilities  are  not  easily  available  and 
where  there  is  no  opportunity  for  rapid  bacterio- 
logic  investigation.  In  diphtheria  the  one  dose,  I 
believe,  is  insufficient.  It  is  better  to  give  two,  or 
even  three  doses,  depending  on  the  age  of  the  child. 

The  burden  of  responsibility  for  immunization 
will  ultimately  fall  upon  the  physician.  Your  chief 
responsibility  is  to  sell  the  idea  to  the  parents  and 
that  is  especially  true  of  whooping  cough  im- 
munization. If  you  do  not,  they  will  string  along, 
procrastinate  until  something  happens  and  then 
will  say,  “Why  didn’t  you  tell  us?”  I have  made 

it  a rule  to  place  on  the  diet  list  the  question : 

“Has  your  child  been  immunized  against  smallpox, 
diphtheria  and  whoopiiag  cough?”  Suggest  to 
them  in  some  way  the  necessity  for  immunization. 

We  should  impress  upon  the  parents  that  one 
dose,  or  even  two  doses  of  diphtheria  toxoid,  is 
not  going  to  confer  immunity  in  100  per  cent  of 
the  cases,  which  so  many  seem  to  believe.  They 

have  the  idea  if  the  child  gets  one  or  two  doses 


of  toxoid  that  child  can  go  on  safely  and  will 
never  be  menaced  by  the  scourge  of  diphtheria. 
Insist  on  the  Schick  test. 

Dr.  H.  Aubrey  White  (In  conclusion)  : I do  not 
believe  Sauer’s  vaccine  is  the  answer  to  whooping 
cough  immunization,  but  it  is  the  best  we  have 
today.  I think  whooping  cough  is  one  of  the  most 
serious  diseases  of  infants,  and  I believe  it  is  far 
easier  to  prevent  than  to  influence  its  course  after 
it  has  once  begun. 

In  writing  this  paper,  I was  interested  in  the 
subject  of  tetanus.  I was  talking  to  a friend  of 
mine  the  other  day  and  told  him  I was  going  to 
bring  in  immunization  against  tetanus,  and  he 
said,  “Getting  right  down  to  facts,  say  a child 
will  stick  a nail  in  his  foot,  would  you  feel  safe 
to  give  a second  stimulating  dose  of  tetanus  toxoid 
or  give  tetanus  antitoxin?”  I said  that  I would 
give  a second  stimulating  dose.  I looked  up  the 
figures  and  the  maximum  protection  3000  units 
of  tetanus  antitoxin  will  give  is  0.1  to  0.25  units 
of  the  antitoxin  contents  of  the  blood.  A second 
stimulating  dose,  after  having  given  the  first 
stimulating  dose  in  infancy,  will  give  a higher 
antitoxin  content,  so  it  is  certain  that  it  is  of 
great  value  and  will  prevent  tetanus  at  that  time. 
As  an  admission  of  its  value,  the  French  army 
was  begun  to  be  immunized  regularly  by  this 
method  in  1936  and  good  results  are  obtained 
from  first  a stimulating  dose  of  toxoid  and  at 
the  time  of  injury  a second  stimulating  dose,  which 
gives  a very  high  antitoxin  content  of  blood. 

O 

RHEUMATIC  INFECTION  IN 
CHILDREN  IN  THE  DEEP  SOUTH* 

JAMES  EDWIN  BAILEY,  M.  D.f 
New  Orleans 

Rheumatic  infection  in  children  in  the 
deep  South  does  not  bring  the  perennial 
havoc  commonly  seen  in  other  sections  of 
the  United  States.  This  is  true  because  it 
is  not  as  widely  prevalent  in  this  section 
and  for  the  additional  reason  that  the 
course  and  termination  is  entirely  different 
from  the  form  encountered  elsewhere.  Not- 
withstanding the  relative  infrequency  of 
juvenile  rheumatic  infection  in  this  par- 
ticular area,  this  discussion  seems  justified 
because  of  its  apparent  increase,  totally 
different  manifestations  and  prolonged 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 

fFrom  the  Department  of  Pediatrics,  Graduate 
School  of  Medicine,  Louisiana  State  University 
Medical  Center. 
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course.  Another  reason  for  this  comment 
is  found  in  that  group  of  children  showing 
definite  signs  of  early  or  subacute  rheu- 
matic disease.  This  group  is  made  up  of 
children  who  are  underweight,  poorly 
nourished,  easily  fatigued,  who  run  an  in- 
termittent low-grade  temperature  and  com- 
plain of  vague,  indefinite,  transitory  pains 
in  the  upper  and  lower  extremities,  fre- 
quently referred  to  by  the  laity  as  “grow- 
ing pains.”  This  group  deserves  considera- 
tion because  it  furnishes  the  great  majority 
of  acute  rheumatics. 

ETIOLOGY 

In  discussing  the  frequency  of  rheumatic 
fever  in  the  South,  Kaufman1  suggests  that 
its  supposed  extreme  rarity  may  be  due  in 
part  to  failure  to  recognize  the  disease  in 
these  localities  and  NichoP  states  that  rheu- 
matic heart  disease  was  one-tenth  as  com- 
mon in  southern  Florida  as  it  was  in  Boston 
over  the  same  period.  Pounders  and  Gray,3 
in  discussing  the  factors  that  play  a part 
in  the  incidence  of  rheumatic  infection, 
mention  dampness  and  chilling.  They  sug- 
gest that  natural  gas  used  in  cooking  and 
heating,  being  a hydrogen  gas,  produces  a 
great  deal  of  moisture  in  the  process  of 
combustion  and  call  attention  to  a situation 
which  we  have  all  observed  in  and  around 
New  Orleans  when  they  point  out  that  “in 
small  homes  where  open  gas  stoves  are  used 
with  poor  ventilation  it  is  not  uncommon 
to  see  the  furniture,  walls  and  ceiling  lit- 
erally dripping  wet  in  cold  weather.  So 
after  all,”  they  conclude,  “we  have  here, 
artificially  produced,  the  very  kind  of  en- 
vironment that  strongly  predisposes  to  the 
condition.” 

The  etiology  of  rheumatic  infection  has 
been  investigated  and  discussed  for  many 
years  but  the  cause  is  still  unknown.  It  is 
generally  accepted  that  streptococci  of  the 
hemolytic  variety,  play  a prominent  part. 
Schlesinger1  suggests  that  since  “years  of 
careful  bacteriological  research  have  failed 
to  reveal  a constant  bacterium  in  the  tis- 
sues gives  some  encouragement  to  the  idea 
that  a virus  might  be  the  possible  agent, 
probably  acting  in  conjunction  with  a 
streptococcal  infection.”  Others  have  sug- 


gested that  the  infection  is  an  allergic 
phenomenon. 

As  clinicians,  our  conception  of  rheu- 
matic infection  has  changed  widely  over 
the  years.  No  longer  is  it  considered  pri- 
marily a disease  of  the  joints  with  involve- 
ment elsewhere  in  the  body  as  complica- 
tions; a concept  which  gave  rise  to  the 
name  “polyarthritis”  in  many  European 
countries.  It  is  now  recognized  as  a sys- 
temic infectious  disease  involving  not  only 
the  joints  but  the  heart,  nervous  system 
and  subcutaneous  tissue  as  well.  Shapiro5 
states,  “the  rheumatic  infection  is  charac- 
teristically variable  in  its  manifestations.” 
Since  this  is  true  in  a general  consideration 
of  rheumatic  infection  in  children  this  va- 
riation is  even  more  marked  when  the  dis- 
ease is  considered  in  its  geographic  dis- 
tribution. Indeed,  the  symptoms,  diagnosis 
and  end  results  of  rheumatic  infection  dif- 
fer so  widely  between  the  type  common  to 
the  North  and  East  and  the  type  common 
to  the  deep  South,  that  two  separate  dis- 
eases would  be  suggested  if  it  were  not  for 
unmistakable  characteristics,  differing  only 
in  severity,  common  to  both.  In  any  con- 
sideration of  the  rheumatic  state  as  found 
in  the  deep  South  it  must  be  kept  in  mind 
that  the  classical  symptoms,  namely,  the 
rheumatic  nodule,  considered  by  many  al- 
most pathognomonic,  the  skin  rash,  ery- 
thema marginatum,  and  chorea,  common  to 
the  Northern  and  Eastern  type,  are  mostly 
lacking.  In  the  deep  South  we  must  depend 
on  the  polyarthritis,  prolonged  fever  and 
cardiac  involvement  to  reach  a diagnosis. 
Since  the  etiology  of  the  disease  is  not 
known  there  is  no  known  diagnostic  labora- 
tory test  for  rheumatic  infection ; the  clini- 
cal picture  must  be  depended  upon.  It  is 
quite  easily  understood  that  the  diagnosis 
must  be  approached  with  caution.  For  the 
present,  the  syndrome  must  be  regarded  as 
indicative  of  the  rheumatic  state  until  defi- 
nite proof  is  found  to  the  contrary. 

ACUTE  AND  SUBACUTE  TYPES 

In  this  presentation  it  is  my  purpose  to 
discuss  rheumatic  infection  as  found  in  two 
groups  of  patients.  First,  in  those  showing 
early  signs  or  subacute  rheumatic  infec- 
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tion ; second,  those  manifesting  acute  symp- 
toms. 

During  the  past  several  years  I have 
tabulated  42  cases  of  early  rheumatic  in- 
fection and  20  cases  of  acute  rheumatic 
infection.  While  these  groups  are  not  suf- 
ficiently large  to  present  as  a formal  sta- 
tistical study,  they  will  serve  as  a basis  for 
this  discussion. 

In  the  first  group  the  following  com- 
plaints were  presented : 

1.  Pains  in  the  upper  and  lower  extremi- 
ties and  stiffness. 

2.  Intermittent,  low-grade  temperature. 

3.  Poor  appetite  and  failure  to  gain. 

4.  Nervousness  and  fatigue. 

CLINICAL  SIGNS  AND  SYMPTOMS  IN  SUBACUTE 
RHEUMATIC  INFECTION 

1.  No  subject  was  admitted  to  this  group 
who  did  not  complain  of  pains  in  the  ex- 
tremities. These  pains  were  variable  in  in- 
tensity and  more  or  less  transitory.  They 
were  more  constant  and  pronounced  during 
periods  of  prolonged  rain  and  temperature 
below  the  average.  Pains  were  noted  in  the 
upper  as  well  as  lower  extremities  and  were 
more  marked  when  first  arising  in  the 
morning.  Orthopedic  conditions  were  ruled 
out. 

2.  All  of  these  patients  ran  low-grade, 
intermittent  temperature  ranging  from 
99.5°  to  100.5°,  with  periods  of  complete 
remission.  Tuberculin  tests  were  made 
along  with  examinations  for  the  malaria 
parasites  and  agglutination  for  the  typhoid 
group  and  the  usual  tests  for  brucellosis. 

3.  In  approximately  45  per  cent  of  this 
group  a systolic  murmur  was  heard  over 
the  apex.  The  apex  beat  was  exaggerated 
and  the  pulse  rate  slightly  increased. 

4.  Mild  choreic  manifestations  were  ob- 
served in  three  patients,  with  marked 
symptoms  in  one  case. 

5.  Hypertrophied  and  infected  tonsils 
were  found  in  approximately  75  per  cent. 

In  the  group  presenting  symptoms  of 
acute  infection  the  ages  ran  from  six  to 
nine  years. 

Approximately  75  per  cent  of  these  pa- 
tients were  seen  during  the  winter  and 


spring  months,  coincident  with  the  highest 
incidence  of  upper  respiratory  infection. 

CLINICAL  SIGNS  AND  SYMPTOMS  IN  ACUTE 
RHEUMATIC  INFECTION 

1.  Pains  in  joints  of  upper  and  lower 
extremities  were  found  in  each  case.  These 
pains  varied  in  severity  in  different  pa- 
tients and  varied  markedly  from  day  to 
day  in  the  same  patient.  As  in  the  first 
group,  pains  were  more  pronounced  during 
periods  of  prolonged  rain  and  low  tempera- 
ture. These  pains  were  migratory.  The 
joints  were  painful  upon  touch  or  motion. 
There  was  slight  swelling;  no  redness  was 
noted.  In  40  per  cent  of  this  series  pain 
and  tenderness  were  noted  in  the  neck,  back 
and  abdomen.  The  intercostal  muscles 
were  involved  at  times. 

2.  Fever  ushered  in  the  attack  in  each 
case  with  a daily  elevation  of  102°  to  103° 
lasting  two  or  three  weeks.  After  the  initial 
elevation,  the  temperature  fluctuated  be- 
tween normal  and  100.5°  for  periods  of 
three  to  eight  months.  Three  of  this  group 
showed  an  occasional  elevation  to  100.5°, 
one  year  following  the  initial  attack. 

3.  Six  of  this  group,  or  30  per  cent,  had 
a definite  mitral  murmur,  systolic  in  time, 
which  did  not  improve;  two  cases  were 
marked.  No  evidence  of  aortic  regurgita- 
tion was  found.  There  was  no  electrocar- 
diographic evidence  of  cardiac  damage. 

4.  The  pulse  rate  was  elevated  in  all  of 
this  group,  remaining  well  over  100  for 
weeks,  and  in  many  instances,  even  months, 
before  dropping  to  normal.  These  readings 
were  taken  at  different  times  during  the 
day,  under  varying  conditions  in  order  to 
rule  out  any  extracardiac  influences.  The 
pulse  rate  was  also  observed  with  the  pa- 
tient asleep. 

DIFFERENTIAL  DIAGNOSIS 

Among  the  main  points  in  differential 
diagnosis  in  the  subacute  group  is  the 
evaluation  of  joint  pain.  Abt6  declares  “It 
is  difficult  to  conceive  the  nature  and  path- 
ologic process  involved  in  a condition  re- 
ferred to  as  growing  pains.  The  burden  of 
proof  for  the  diagnosis  of  growing  pains 
rests  on  those  who  conceive  its  possibility. 
The  fact  that  the  pains  occur  in  growing 
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children  does  not  of  itself  imply  that  the 
pains  are  due  to  the  growth  process.  Per- 
haps in  some  cases  pains  are  due  to  muscle 
fatigue,  exercise  or  other  non-rheumatic 
conditions  not  fully  understood.” 

Joint  pain  associated  with  a rheumatic 
background  will  show  some  degree  of  ten- 
derness on  pressure  and  discomfort  on  mo- 
tion. There  is  usually  found  tachycardia. 
There  is  also  found  a low-grade  intermit- 
tent fever.  Pain  is  complained  of  in  the 
morning  instead  of  at  night.  Pain  involves 
both  upper  and  lower  extremities. 

In  the  acute  group  brucellosis  must  be 
excluded.  The  intermittent  type  of  brucel- 
losis is  characterized  by  weakness,  pain  in 
the  joints,  muscles,  back,  head  and  abdomi- 
nal regions,  nose  bleed,  chilliness  and 
rigors.  The  fever  is  often  high,  fluctuating 
widely.  The  duration  is  from  three  weeks 
to  eighteen  months.7  The  undulating  type 
shows  periods  in  which  there  is  no  eleva- 
tion of  temperature  and  no  clinical  symp- 
toms. As  will  be  seen  from  the  clinical 
signs  of  brucellosis,  laboratory  tests  are 
necessary  to  clarify  the  picture.  Three  tests 
are  essential ; the  agglutination  and  skin 
tests  and  the  opsonocytophagic  reaction. 
Calder  states,  “the  present  analysis  indi- 
cates that  if  any  two  of  these  tests  are  posi- 
tive the  chances  are  about  seventy  to  one 
that  the  clinical  symptoms  will  be  found 
compatible  with  a diagnosis  of  brucellosis.” 

SUMMARY 

Rheumatic  infection  in  children  in  the 
deep  South  is  relatively  infrequent  but  an 
apparent  increase  is  suggested.  The  clas- 
sical signs  and  symptoms  are  usually  lack- 
ing in  the  Southern  type  and  the  end  re- 
sults much  less  disastrous.  Subacute  and 
acute  forms  are  recognized.  Joint  pains, 
prolonged  fever  and  mild  cardiac  involve- 
ment make  up  the  clinical  picture.  For  the 
present  the  syndrome  must  be  regarded  as 
indicative  of  the  rheumatic  state  until  defi- 
nite proof  is  found  to  the  contrary. 
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DISCUSSION 

Dr.  Roy  E.  de  la  Houssaye  (New  Orleans)  : Dr. 
Bailey’s  paper  has  given  us  something  that  I do 
not  believe  very  much  has  been  written  about  in 
the  past  number  of  years.  He  mentioned  that 
rheumatic  infection  was  considered  a rarity  in  the 
South.  I am  in  hearty  accord  with  this.  When  I 
was  in  Boston  and  New  York  many  years  ago,  I 
saw  quite  a number  of  cases  of  rheumatic  fever. 
However,  I have  seen  so  few  here  in  New  Orleans 
and  vicinity  that  I can  think  of  only  one  or  two 
patients  at  the  present  time.  We  see  lots  of  heart 
infection  that  takes  place  following  grippe  and 
influenza.  These  infants  and  children  later  have 
a heart  murmur,  but  no  other  symptoms  associated 
with  rheumatic  fever  as  we  know  it. 

Dr.  Bailey  mentioned  streptococcus  as  a prob- 
able etiology  of  rheumatic  fever.  We  feel  that 
scarlet  fever  in  the  South  does  not  compare  in 
severity  with  scarlet  fever  of  the  North  and  East. 
I have  found  it  very  difficult  to  make  a diagnosis 
of  rheumatic  fever.  The  rheumatic  nodules  that 
you  read  about  in  textbooks  as  classical  pictures 
are  rarely  seen.  I have  had  interns  suspect  and 
diagnose  a case  as  rheumatic  fever  show  me  what 
they  considered  typical  rheumatic  nodules  and  have 
been  able  to  demonstrate  the  same  thing  on  other 
patients  with  no  evidence  of  heart  disease  or  rheu- 
matic fever.  Electrocardiograms  in  children  have 
not  been  of  very  much  value  to  me. 

With  reference  to  dampness  and  chilliness  as  a 
factor  in  rheumatic  fever,  there  certainly  should 
be  lots  here  for  I do  not  think  there  is  a damper 
or  chillier  place.  Houses  sweat,  children  suffer 
with  upper  respiratory  infections  very  frequently. 

Dr.  B.  R.  Heninger  (New  Orleans)  : My  remarks 
are  to  be  confined  to  the  cardiac  standpoint  in 
reference  to  rheumatic  fever.  I did  not  get  the 
exact  percentage  of  heart  involvement  mentioned 
by  the  author,  but  I thought  it  was  about  30  per 
cent,  which  I believe  is  much  lower  than  my  figures 
and  those  reported  by  others.  I became  interested 
in  the  treatment  of  rheumatic  fever  in  1936,  at 
which  time  a preliminary  report  was  made  before 
the  Southern  Medical  Association.  I have  accumu- 
lated some  forty  cases  which  have  had  the  benefits 
of  this  treatment;  these  patients  range  from  three 
to  40  years  in  age,  most  of  them  below  17  years. 
This  group  of  patients  is  still  under  observation 
mainly  by  Dr.  Russ,  teaching  Fellow  in  Pediatrics 
at  Tulane.  We  have  noted  that  as  the  patients  get 
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older,  approaching  adolescence,  they  have  a greater 
chance  of  dying  of  a superimposed  subacute  bac- 
terial endocarditis. 

A late  report  of  Stroud,  in  Philadelphia,  in 
which  360  children  have  been  observed  with  rheu- 
matic fever  for  a period  of  fifteen  years,  indicated 
that  the  first  three  years  after  or  following  the 
initial  attack  of  rheumatic  infection  is  the  danger 
period;  in  other  words,  these  patients  are  more 
likely  to  have  recurrences  during  this  three  year 
period  than  at  any  other  time  during  their  course 
of  the  disease.  Stroud’s  report  also  showed  that 
there  were  17  per  cent  of  patients  who,  later  on, 
showed  cardiac  involvement  although  there  was 
no  manifested  evidence  of  heart  disease  during  the 
initial  attack.  The  status  of  any  rheumatic  fever 
case  is  thus  important  and  I feel  that  it  is  extreme- 
ly important  at  the  outset  to  determine  if  a given 
case  of  rheumatic  fever  is  active  or  inactive.  Cer- 
tain criteria  have  been  set  down  for  this  determina- 
tion; such  as,  a rapid  heart  rate  at  rest,  any  joint 
involvement,  temperature,  leukocytosis,  a rapid 
sedimentation  rate  and  othei’s.  In  a preliminary 
report  before  the  Southern  Medical  Association,  it 
was  suggested  that  amidopyrine  under  the  trade 
name  of  pyramidon,  be  used  as  the  drug  to  convert 
an  active  state  of  rheumatic  fever  into  an  inactive 
state.  Our  observations  clearly  showed  that  this 
conversion  was  rapid,  sometimes  within  three  days 
all  symptoms  were  relieved,  accompanied  by  the 
temperature  dropping  to  normal,  the  leukocytosis 
assuming  the  normal  variation,  the  sedimentation 
rate  becoming  prolonged  to  the  normal.  With  a 
small  maintenance  dose  the  case  is  continued  in 
the  state  of  inactivity.  All  these  patients  were 
treated  in  hospitals,  white  blood  counts  were  made 
every  other  day  in  order  to  preclude  the  onset  of 
agranulocytosis,  only  one  patient  to  date  showed 
a tendency  to  a leukopenia,  and  discontinuing  of 
the  drug  resulted  in  the  white  cell  count  returning 
to  a normal  level  within  48  hours. 

It  is  urged  that  this  method  of  treating  any 
active  case  of  rheumatic  fever  be  tried.  I am  con- 
vinced that  the  danger  of  agranulocytosis  is  some- 
what overestimated  and  such  a danger  cannot  be 
compared  to  the  ultimate  danger  resulting  from 
the  continued  activity  of  rheumatic  fever. 

Dr.  James  E.  Bailey  (In  conclusion)  : I realized 
when  this  subject  was  selected  that  it  is  a highly 
controversial  subject,  not  only  in  the  South  where 
it  is  occasionally  brought  out,  but  especially  in  the 
North  and  East.  I certainly  do  not  mean  to  be 
dogmatic  in  any  suggestions  or  statements  made. 
The  main  thing  to  keep  in  mind  is  that  we  do  not 
see  rheumatic  disease  in  all  of  its  terrible  devas- 
tating qualities  so  commonly  seen  in  the  North  and 
East.  Also  that  in  the  deep  South  it  is  essentially 
a low  grade  infection. 

Dr.  Heninger  finds  heart  involvement  in  60  per 
cent  of  his  cases.  Holt  goes  as  high  as  80  per 


cent  and  Poynton  70  per  cent;  my  percentage  was 
30. 

The  fact  is,  in  considering  rheumatic  fever  if 
you  read  long  enough  and  listen  long  enough  you 
can  read  and  hear  almost  anything.  The  main  idea 
in  offering  this  discussion  was  to  point  out  the 
fact  that  we  do  see  rheumatic  disease  in  the  deep 
South.  I first  began  to  make  note  of  cases  in 
1929.  Of  20  patients  observed  as  having  acute 
rheumatic  infection,  half  or  probably  12  were  seen 
during  the  past  two  and  a half  years;  seven  are 
under  observation  at  the  present  time.  Most  of 
these  have  been  in  the  hospital  and  every  avenue 
of  investigation  was  used  to  rule  out  contributing 
factors. 

In  conclusion,  may  I appeal  to  you  to  be  on  the 
alert  for  this  condition,  because  it  deserves  serious 
and  careful  consideration. 

O 

SOME  FACTS  ABOUT  PREMATURE 
INFANTS* 

CHARLES  TARLETON  WILLIAMS,  M.  D. 
New  Orleans 

In  managing  the  premature,  it  should  be 
realized  that  we  are  dealing  with  a special 
type  of  infant,  where  slight  mistakes  may 
prove  fatal.  The  premature  infant  must  be 
doubly  protected  against  infection,  rapid 
change  in  body  temperature  and  digestive 
disturbances  that  so  frequently  result  from 
food.  They  should  be  kept  under  as  strictly 
sterile  conditions  as  possible,  entirely  iso- 
lated, except  for  the  necessary  attendant. 
Probably  the  electric  type  of  incubator, 
with  thermostatic  control,  is  best  adapted 
to  general  use.  Inside  temperature  of  the 
incubator  should  be  kept  at  from  90  to  92° 
and  this  should  be  charted,  along  with  the 
body  temperature  of  the  infant,  every  three 
or  four  hours.  Stuffing  the  premature  in- 
fant during  the  early  days  of  life  on  strong 
solutions  of  high  caloric  value,  probably 
kills  more  of  them  than  any  other  single 
cause.  Too  much  concern  over  failure  to 
gain  in  weight  during  the  early  days  of 
life  is  responsible  for  this  error.  Little,  or 
no  attention  should  be  given  to  failure  to 
gain  in  weight  during  the  first  ten  days, 
provided  the  digestive  function  is  not  dis- 
turbed. It  is  much  better  to  start  them  out 
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on  weak  dilutions,  with  plenty  of  volume 
to  keep  up  the  body  fluids.  The  type  of  for- 
mula that  has  given  me  best  results  is  one 
high  in  protein,  average  in  carbohydrate 
and  low  in  fat.  One  of  the  most  inadequate 
body  functions  at  birth  is  digestion  and 
this  is  due  primarily  to  an  insufficient  se- 
cretion by  the  stomach,  duodenum  and  pan- 
creas. This  defective  function  is  greatly 
exaggerated  in  the  premature  infant. 

PERSONAL  OBSERVATIONS 

My  reason  for  presenting  this  subject 
was  due  to  certain  observations  that  were 
made  by  studying  a group  of  children  over 
a period  of  ten  years,  who  were  born  pre- 
maturely. One  hundred  cases  in  private 
practice,  where  pediatric  supervision  was 
largely  continued  over  this  period  of  time, 
serve  as  the  basis  of  this  study.  The  physi- 
cal and  mental  progress  of  most  of  the 
children  of  the  group  have  been  noted  at 
the  time  of  their  visits  to  the  office. 

The  case  histories  were  taken  from  the 
files  in  alphabetical  order  and  the  salient 
facts  that  pertain  to  physical  and  mental 
development  tabulated.  Many  of  the  older 
children  were  studied  at  their  age  levels, 
in  order  to  determine  if  possible  to  what 
extent  the  premature  child  is  actually 
handicapped.  Variations  from  the  expected 
standards  for  full  term,  normal  infants, 
have  been  utilized  in  arriving  at  con- 
clusions. 

TABLE  1 

Smallest  infant  of  group,  2 lb.  4 oz. 

Largest  infant  of  group,  5 lb.  14  oz. 

Average  birth  weight  of  group,  3 lb.  14  oz. 

Average  weight  at  six  months,  13  lb.  11  oz. 

Average  weight  of  group  at  one  year,  19  lb.  4 oz. 

Average  time  of  sitting  up  by  group,  8 months. 

Average  time  of  pulling  up  by  group,  11  months. 

Average  time  of  standing  by  group,  14  months. 

Average  time  of  walking  by  group,  19  months. 

Average  time  of  talking  by  group,  20  months. 

There  was  prolongation  in  the  usual  time 
of  recognizing  lights,  highly  colored  ob- 
jects, toys  and  voices.  There  was  also  pro- 
longation in  reaction  time  to  certain  tests 
that  are  made  to  determine  the  mental 
status  of  infants  at  different  ages. 


Table  1 indicates  definite  retardation  in 
both  physical  and  mental  progress  during 
the  first  two  years  of  life.  After  that  time, 
however,  if  the  premature  infant  did  well 
from  the  start,  the  physical  and  mental 
levels  were  about  up  to  normal  standards 
and  his  future  progress  much  less  uncer- 
tain. 

Three  children  were  rejected  from  the 
averages  of  the  group,  due  to  frank  mental 
deficiency.  The  intelligence  quotient  ranged 
from  forty  in  the  case  of  the  lowest,  to 
sixty  in  the  case  of  the  highest.  It  is  inter- 
esting to  note  that  the  cause  of  prematurity 
in  all  three  instances  was  toxemia  of  preg- 
nancy. 

COMMENT 

It  would  seem  for  some  good  reason  that 
certain  premature  infants  are  born  to  do 
well,  while  others  are  born  to  perish.  We 
so  often  see,  where  apparently  all  things 
are  equal,  one  that  survives  the  same  type 
of  difficulty  that  proves  fatal  to  another. 
Maybe  this  difference  could  be  explained 
through  difference  in  stamina  of  the  so- 
matic cells.  At  any  rate,  it  plays  an  im- 
portant role  as  to  whether  or  not  a given 
premature  infant  will  successfully  pass 
the  stormy  first  three  days  of  life  and  stem 
other  likely  intercurrent  conditions. 

Whether  or  not  it  is  a coincidence  that  3 
per  cent  of  this  group  showed  mental  de- 
ficiency could  not  be  stated  on  the  basis  of 
other  findings.  Table  1 indicates  that 
mental  retardation  was  to  a certain  extent 
in  excess  over  the  physical  retardation. 
This  is  probably  explained  in  part  by  the 
greater  lack  of  development  of  the  central 
nervous  system  at  the  time  of  birth,  but 
whether  this  would  account  for  the  whole 
story  would  be  difficult  to  state. 

Once  the  handicap  of  prematurity  has 
been  overcome,  such  a child  is  no  more 
likely  to  become  the  “stunted”  child  of  later 
years  than  is  the  normal  full  term  infant. 
The  children  of  this  group,  who  did  well 
from  the  beginning,  have  achieved  excellent 
physical  and  mental  standards.  Among 
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those  who  did  poorly  during  infancy,  are 
found  the  physical  and  mental  defectives. 
Taking  the  upper  stratum  of  this  group,  it 
is  difficult  to  reconcile  oneself  to  the  fact 
that  many  of  them  spent  the  first  two 
months  of  life  in  an  incubator. 

In  every  instance  where  mental  de- 
ficiency was  associated  with  prematurity, 
there  has  been  a physical  deficiency  also. 
There  was  a large  percentage  of  those  who 
did  poorly  during  infancy  who  showed  im- 
maturity at  birth.  Immature  premature  in- 
fants are  a much  more  difficult  subject, 
most  of  them  usually  meeting  with  disaster 
through  some  intercurrent  condition.  Those 
who  survive  usually  do  poorly. 

Through  study  of  these  children,  it  was 
noted  that  mental  retardation  is  much  more 
difficult  to  evaluate  and  more  likely  to  per- 
sist than  are  physical  inaptitudes.  While 
they  are  usually  found  conjointly,  often  the 
physical  defects  right  themselves,  but  rare- 
ly ever  the  mental. 

SUMMARY 

1.  One  hundred  premature  children  have 
been  studied  over  a period  of  ten  years  and 
certain  observations  on  physical  and 
mental  development  noted. 

2.  Practically  all  premature  infants  are 
handicapped  for  approximately  the  first 
two  years  of  life. 

3.  Prematures  who  do  well  from  the 
start  usually  suffer  no  physical  or  mental 
handicaps  from  prematurity  in  later  years. 

4.  Those  who  do  poorly  during  infancy 
are  much  more  likely  to  suffer  from  physi- 
cal and  mental  handicaps. 

5.  Three  per  cent  of  the  group  showed 
mental  deficiency,  the  cause  of  prematurity 
in  each  instance  being  toxemia  of  preg- 
nancy. 

6.  A large  portion  of  those  who  did 
poorly  during  infancy  showed  immaturity 
at  birth. 

DISCUSSION 

Dr.  Emile  F.  Naef  (New  Orleans)  : Any  time  a 
personal  observation  of  100  cases  is  made  over  a 


ten  year  period,  I daresay  that  observer  has  some- 
thing pithy  to  reveal  in  his  remarks. 

I agree  with  Dr.  Williams  that  the  high  caloric 
feeding  of  the  newborn  in  his  first  forty-eight 
hours,  together  with  careless  nasal  catheter  feed- 
ing, contributes  to  the  high  percentage  of  early 
mortality.  Bear  in  mind  that  3 per  cent  of  all 
viable  newbor»s  are  going  to  be  prematures,  and 
of  these  prematures,  we  can  expect  a mortality  of 
some  85  per  cent  in  the  first  forty-eight  hours.  The 
mortality  incidence  has  not  been  reduced  at  this 
early  period  in  spite  of  all  attempts  at  air-condi- 
tioning nurseries,  introducing  the  proper  high 
humidity,  or  use  of  whole  blood  intramuscularly, 
or  careful  nasal  catheter  feeding,  together  with  all 
the  best  environmental  conditions  we  are  able  to 
furnish.  Therefore,  the  weight  of  the  burden,  as 
remarked  by  Clifford,  of  Boston,  falls  on  the  pe- 
diatrician although  we  feel  it  is  more  an  obstetric 
than  a pediatric  fault. 

The  high  incidence  of  mortality  is  related  to  in- 
tracranial hemorrhage  induced  at  delivery,  in  the 
early  stages  of  labor,  due  to  increased  fragility  of 
blood  vessels.  It  may  be  ascribed  to  some  con- 
genital malformation,  some  faulty  position,  or  en- 
cephalitis, but  intracranial  hemorrhage  is  still  the 
most  common  cause  of  death  in  the  premature. 
For  every  week  of  fetal  life  that  is  added  to  the 
premature,  we  can  expect  an  increase  in  the  weight 
of  the  child,  and  it  has  been  estimated  that  an 
eight  ounce  increase  in  weight  is  going  to  add  im- 
measurably to  the  viability  of  the  child  and  its 
chance  of  survival.  If  we  recall  that  at  the  fifth 
month  of  fetal  life,  the  fetus  gains  four  or  five 
ounces  per  week,  at  the  seventh  month  six  to  eight 
ounces  per  week,  and  by  the  ninth  month  is  gain- 
ing 10-12  ounces  per  week,  it  can  be  readily  realized 
that  each  week  of  intra-uterine  life  adds  to  the 
viability  which  will  enhance  the  opportunities  for 
survival  in  the  premature. 

I would  like  to  ask  Dr.  Williams  if  he  made  any 
observation  in  regard  to  the  sex  of  his  series  of 
cases.  It  has  been  repeatedly  observed  that  there 
is  a higher  incidence  of  mortality  in  the  male  pre- 
mature. Also,  in  subsequent  pregnancies  the  multi- 
parous mother  seems  to  have  a higher  incidence 
of  prematurity.  I also  would  like  to  ask  how  many 
of  the  series  of  prematures  were  twins.  The  twin 
pregnancy  delivered  at  full  term  with  the  weight 
of  prematurity  is  certainly  a much  more  viable 
organism  than  the  premature  sibling  of  the  same 
weight. 

Dr.  Charles  T.  Williams  (In  conclusion)  : An- 
swering Dr.  Naef,  I think  that  we  had  maybe  half 
a dozen  sets  of  twins  and  one  set  of  triplets 
in  this  series.  I do  not  believe  any  observation  was 
made  as  to  sex,  concerning  the  rate  of  death  be- 
tween males  and  females. 
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INDICATIONS  AND  CONTRAINDICA- 
TIONS FOR  SURGICAL  INTERVEN- 
TION IN  THE  TREATMENT 
OF  ABORTION* 

P.  GRAFFAGNINO,  M.  D. 

New  Orleans 

The  termination  of  pregnancy  before  the 
sixth  month,  or  in  the  abortion  period,  is 
fraught  with  many  dangers  and  complica- 
tions. In  the  cases  of  abortion  requiring 
surgical  intervention,  the  high  mortality 
and  morbidity  are  probably  due  to  the  lack 
of  a clear  understanding  of  the  surgical 
principles  involved.  Therefore,  I feel  that 
a great  deal  of  good  can  be  accomplished 
by  reviewing  the  well  recognized  operative 
procedure  indicated  in  each  particular  type 
of  case,  and  to  acquaint  those  physicians 
who  are  not  trained  in  surgery  to  recognize 
these  values  and  direct  the  patient  to  one  so 
trained,  thus  giving  her  the  best  of  all  pos- 
sible surgical  aid. 

Two  points  should  be  kept  in  mind  in 
the  treatment  of  these  patients:  First,  the 
importance  of  the  judicious  choice  of  the 
operative  procedure  to  be  employed  in  each 
case;  and  second,  constant  awareness  of 
the  inherent  dangers  involved  when  the 
uterine  and  peritoneal  cavities  are  invaded. 

Surgical  intervention  in  the  treatment  of 
abortions  is  indicated  in  the  following  in- 
stances: First,  in  abortion  for  therapeutic 
purposes;  and  second,  in  the  complications 
and  sequelae  of  abortion. 

THERAPEUTIC  ABORTION 

The  age,  the  parity,  the  general  condition 
of  the  patient  and  the  need  for  immediate 
or  elective  surgery  play  a great  part  in  de- 
termining the  type  or  types  of  operative 
procedures  that  can  be  employed  in  thera- 
peutic abortions. 

The  usual  technic  of  therapeutic  abortion 
may  be  subdivided  into  three  stages:  (1) 
Methods  of  dilating  the  cervix;  (2)  meth- 
ods of  emptying  the  uterus;  and  (3)  meth- 
ods of  evacuation  of  the  uterus  through  a 
uterine  incision. 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


Methods  of  dilating  the  cervix:  During 
the  first  12  weeks  of  pregnancy  and  under 
the  usual  aseptic  hospital  conditions,  the 
graduated  metal  dilators  can  be  used  with 
uniform  safety.  The  advantages  of  the 
dilators  are  their  easy  sterilization  and 
quick  dilatation  of  the  cervical  canal.  Their 
disadvantage  is  a tendency  to  produce  cer- 
vical tears,  thereby  inviting  the  risk  of 
hemorrhage  and  injury. 

After  the  twelfth  week  of  pregnancy, 
cervical  dilatation  can  best  be  accomplished 
when  there  is  no  urgent  need  for  immediate 
termination  of  pregnancy  by  the  use  of 
gauze  packing  into  the  lower  uterine  seg- 
ment and  cervix.  In  introducing  packs,  ex- 
treme care  must  be  observed  so  that  the 
packs  do  not  come  in  contact  with  vulval 
and  vaginal  infected  secretions  because 
contamination  of  the  uterine  cavity  can  re- 
sult if  these  precautions  are  ignored. 

The  chief  danger  in  the  use  of  packs  lies 
in  the  fact  that  they  usually  lock  in  secre- 
tions, thereby  retarding  drainage  and  fa- 
voring infection.  If  packing  does  not  result 
in  sufficient  dilatation  within  from  24  to  36 
hours,  the  use  of  a small  hydrostatic  bag 
with  light  traction  until  dilatation  reaches 
3 to  5 cm.  is  indicated. 

Methods  of  emptying  the  uterus:  In  cases 
where  spontaneous  evacuation  does  not  take 
place  after  thorough  dilatation  of  the  cer- 
vical and  lower  uterine  canals,  the  finger, 
dull  curette  or  ovum  forceps  usually  suf- 
fices to  accomplish  this  purpose  in  the  early 
months  of  pregnancy  (up  to  the  twelfth 
week) . 

After  the  twelfth  week,  when  abortion 
does  not  take  place  spontaneously  following 
thorough  dilatation  of  the  cervix  either  by 
dilators,  packs  or  bags,  stimulation  of  uter- 
ine contractions  with  pituitrin  or  ergotrate 
or  the  manual  removal  of  the  uterine  con- 
tents must  be  resorted  to.  These  manipula- 
tions may  be  done  under  either  general  or 
local  anesthesia.  For  the  latter,  a one-half 
to  two  per  cent  novocain  solution  plus  one 
c.c.  of  pituitrin  injected  into  the  uterine 
wall  reduces  bleeding  to  a minimum  and 
gives  satisfactory  analgesia. 
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Methods  of  evacuation  through  a uterine 
incision:  Only  trained  obstetricians  and 
surgeons  should  attempt  any  of  the  incis- 
ional procedures  recommended,  since  the 
danger  of  hemorrhage  or  injury  to  sur- 
rounding organs  can  be  great  in  unskilled 
hands.  The  uterus  may  be  emptied  through 
either  vaginal  or  abdominal  incision. 

VAGINAL  INCISIONS 

Vaginal  incisions  are  restricted  to  multi- 
parous women  with  relaxed  vaginal  tissues 
in  whom  the  pregnancy  has  not  advanced 
beyond  the  fourth  month.  The  obstetrician 
has  the  choice  of  two  methods  of  vaginal 
incision:  (1)  The  cervical  incision;  and 

(2)  the  fundal  incision. 

In  the  cervical  incision  method,  a semi- 
lunar incision  is  made  to  loosen  the  vaginal 
flap  over  the  cervix  and  bladder.  After  lift- 
ing the  bladder  above  the  line  of  cervical 
incision,  the  cervix  is  incised  longitudinally, 
the  incision  extending  into  the  lower  uter- 
ine segment.  The  contents  of  the  cavity  are 
now  easily  removed,  and  the  incision  in  the 
uterus  closed  with  interrupted  chromic  0 
catgut  sutures.  The  vaginal  and  cervical 
mucous  membranes  are  next  sutured  with 
chromic  0 catgut. 

In  the  fundal  incision  method,  or  vaginal 
celiotomy,  after  the  usual  inverted-T  incis- 
ion in  the  vaginal  mucosa  which  permits 
the  separation  and  lifting  of  the  base  of  the 
bladder  from  the  cervix  and  facilitates  the 
exposure  and  incision  of  the  peritoneal  re- 
flection between  the  bladder  and  the  uterus, 
the  uterus  is  advanced  forward  and  incised 
longitudinally  about  the  level  of  the  fundus. 
The  uterine  contents  are  then  removed  and 
the  incision  in  the  uterus  closed  with  sev- 
eral layers  of  chromic  0 catgut  sutures.  The 
peritoneal  fold  and  the  vaginal  incision  are 
also  sutured  with  chromic  0 catgut  inter- 
rupted sutures.  Sterilization,  if  desired,  can 
be  readily  accomplished  during  this  proce- 
dure. 

ABDOMINAL  INCISION 

Hysterotomy  by  the  abdominal  route  is 
particularly  indicated  in  primiparous  indi- 
viduals with  pregnancy  advanced  beyond 
the  fourth  month  and  where  sterilization  is 
also  indicated.  Under  local  or  general  anes- 


thesia, the  peritoneal  cavity  is  entered 
through  a longitudinal  or  transverse  ab- 
dominal incision.  The  uterus  is  incised,  con- 
tents removed,  and  uterine  incision  closed 
with  several  layers  of  interrupted  chromic 
0 catgut  sutures.  If  sterilization  is  indi- 
cated, it  can  easily  be  accomplished  by  one 
of  the  many  methods  available  for  this  pur- 
pose. The  abdominal  wound  is  closed  in  the 
usual  manner. 

The  dangers  of  therapeutic  abortion  are 
the  risk  of  infection  and  perforation  of  the 
uterus. 

Risk  of  infection  can  be  reduced  to  a 
minimum  by  the  exclusion  of  all  cases  of 
cervical  infection,  the  employment  of  strict 
aseptic  precautions,  and  the  complete  re- 
moval of  the  uterine  contents.  Except  in 
emergency,  evacuation  of  the  uterus  should 
always  be  done  in  the  hospital  under  the 
proper  surgical  conditions. 

Perforations  will  rarely  occur  when  the 
cervix  has  been  thoroughly  opened,  if  in- 
strumentation is  gentle,  and  especially  if, 
before  operation,  a bimanual  examination 
is  made  to  determine  the  size  and  position 
of  the  uterus.  Another  precaution  to  be  ob- 
served is  one  concerning  the  use  of  ovum 
forceps.  These  should  never  be  used  to  pull 
tissues  from  the  uterine  wall  but  only  to 
remove  already  loosened  tissues  which  are 
free  in  the  uterine  cavity. 

SURGERY  FOR  THE  COMPLICATIONS  AND 
SEQUELAE  OF  ABORTION 

Acute  metritis,  parametritis,  suppurative 
adnexitis,  pelvic  abscesses,  thrombophlebi- 
tis, pelvic  peritonitis  and  general  peritonitis 
are  not  uncommon  complications  of  septic 
abortions.  Although  many  of  these  compli- 
cations respond  to  the  conservative  type  of 
treatment  such  as  blood  transfusions,  sul- 
fanilamide, specific  sera  and  supportive 
measures,  an  occasional  case  not  respond- 
ing to  this  treatment  must  be  treated  sur- 
gically. The  conditions  warranting  surgery 
are:  Some  types  of  intrapartum  infection; 
abscesses  of  the  uterus  or  adnexa ; localized 
thrombophlebitis ; and  beginning  spreading 
peritonitis.  The  recognition  of  these  certain 
types  of  abortional  complications  requiring 
surgical  intervention  may  be  difficult  and 
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at  times  are  not  recognized  until  too  late  to 
expect  a favorable  outcome  after  surgery. 
The  course  of  these  complications  may  be 
progressive  and  therefore,  only  by  constant 
observation  and  repeated  vaginal  examina- 
tions can  the  change  in  the  pathologic  pic- 
ture be  appreciated. 

Once  a diagnosis  is  established,  the  op- 
erative procedure  necessary,  no  matter  how 
radical,  should  be  employed.  The  infected 
tissues  should  be  removed  and  ample  drain- 
age provided  for  the  diseased  tissues  which 
must  necessarily  be  left  behind. 

CLASSIFICATION  OF  COMPLICATIONS 

Acute  endometritis:  The  majority  of 
these  cases  respond  to  the  symptomatic  plan 
of  treatment  and  surgery  is  rarely  indi- 
cated. 

Parametritis,  'pelvic  cellulitis:  These  in- 
trapartum infections  usually  follow  cervical 
lacerations  and  are  common.  The  majority 
of  these  cases  end  in  localization  of  the 
infection  with  resolution.  However,  if 
there  be  a greater  spiking  of  the  temper- 
ature curve,  a marked  leukocytosis,  and 
rapid  pulse  rate,  a spread  of  the  infection 
with  abscess  formation  is  indicated.  If,  by 
bimanual  examination,  localized  collections 
of  pus  are  found,  immediate  incision  and 
drainage  by  the  vaginal  or  abdominal  route 
is  imperative.  Often,  this  operation  is  per- 
formed even  though  there  may  be  no  bulg- 
ing in  the  cul  de  sac  or  fornices. 

Vaginally,  the  usual  transverse  incision 
is  made  posterior  to  the  cervix  and,  by 
blunt  dissection,  the  involved  tissues  are 
located  and  abscess  cavities  opened  and 
drained.  Packing  the  peritoneum  with  fluf- 
fed gauze  aids  in  drainage  if  no  free  pus  is 
found.  There  are  many  instances  where  the 
vaginal  incisions  are  not  sufficient  for 
drainage  or  are  impossible  because  of  the 
location  of  the  exudates.  In  this  group,  an 
abdominal  extraperitoneal  drainage  by 
Cullen’s  technic  should  be  established. 

Localized  uterine  infections:  When  local- 
ized uterine  infections  are  associated  with 
tubal  and  ovarian  infections  with  some  in- 
volvement of  the  blood  vessels  in  the  placen- 
tal area  or  in  the  folds  of  the  broad  liga- 
ment with  or  without  suppuration,  a trans- 
peritoneal  exploration  with  excision  of  the 


diseased  structures  (salpingectomy,  oopho- 
rectomy, hysterectomy,  phlebectomy)  is  in- 
dicated. If  the  diagnosis  be  made  early  and 
the  operative  procedure  not  used  as  a last 
resort  measure,  many  of  these  patients  can 
be  saved  by  this  form  of  surgery. 

Peritonitis:  Extension  of  the  infection 
takes  place  early  or  late  in  the  course  of 
the  disease.  Frequently,  it  is  the  last  step 
in  the  sequelae  of  events  which  begins  with 
an  endometritis,  metritis,  parametritis  and 
pelvic  peritonitis.  Pain,  tenderness,  or  rig- 
idity in  the  lower  abdomen  with  a more 
continuous  elevation  of  temperature  and  a 
greater  acceleration  of  the  pulse  rate  indi- 
cate the  onset  of  pelvic  peritonitis  and  hic- 
coughs, vomiting,  distention,  and  the  pinch- 
ed facial  expression  usually  indicate  spread- 
ing general  peritonitis.  The  sero-purulent 
or  purulent  exudates  which  accumulate  in 
the  pelvic  cul  de  sac  may  result  in  a general 
peritoneal  infection  with  intestinal  paresis. 
This  paralysis  of  the  viscera  favors  the  for- 
mation of  adhesions  between  residual  col- 
lections of  pus  and  the  intestines  and  there- 
by results  in  abscess  formations  in  the  cul 
de  sac  or  in  any  region  of  the  peritoneal 
cavity. 

In  the  treatment  of  septic  postabortive 
peritonitis,  the  value  of  surgical  interven- 
tion will  depend  largely  upon  the  type  of 
infection  and  the  presence  or  absence  of 
blood  stream  infection.  When  the  latter  oc- 
curs, surgery  is  always  contraindicated.  In 
the  less  virulent  types,  even  though  a dif- 
fuse peritonitis  exists,  recovery  is  still  pos- 
sible if  complete  drainage  be  promptly  es- 
tablished by  posterior  colpotomy  or  trans- 
peritoneal  pelvic  drainage. 

SUMMARY 

1.  The  purpose  of  this  review  is  to  re- 
mind the  physician  of  the  hazards  attend- 
ing abortion  in  general  and  to  acquaint  him 
with  the  proper  procedures  when  surgical 
intervention  becomes  necessary  in  their 
treatment. 

2.  There  are  two  cardinal  points  to  be 
kept  in  mind : the  importance  of  selecting 
the  suitable  operative  procedure  for  each 
particular  case;  and  a warning  of  the  dan- 
gers involved  when  the  uterine  and  perito- 
neal cavities  are  invaded. 
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3.  If  conservative  methods  for  therapeu- 
tic abortion  such  as  the  use  of  drugs, 
dilators,  packs  or  bags  do  not  suffice,  more 
radical  surgical  procedures  such  as  manual 
removal  of  uterine  contents  or  vaginal  or 
abdominal  incision  must  be  resorted  to. 

4.  There  is  a limited  but  quite  definite 
place  for  surgery  in  the  treatment  of  the 
complications  and  sequelae  of  abortion,  and 
when  a diagnosis  is  established,  the  opera- 
tive procedure  necessary,  no  matter  how 
radical,  should  be  employed. 

DISCUSSION 

Dr.  Philips  J.  Carter  (New  Orleans)  : Abortion 
is  the  technical  term  for  interruption  of  pregnancy 
before  viability.  All  interruptions  before  viability 
are  termed  abortion.  The  nomenclature  of  “mis- 
carriage” has  been  dropped. 

The  most  common  indications  for  surgical  inter- 
vention in  treatment  of  abortion  are  found  in  the 
progressive  diseases  of  the  lungs,  heart  and  kid- 
neys; others  are  malignancy,  nutritional  diseases 
and  threatened  abortion  with  profuse  and  con- 
tinuous hemorrhage.  Holland,  in  1924  to  1930, 
reported  160  cases  in  which  44  per  cent  fell  in 
this  class.  In  acute  and  progressive  type  of  tuber- 
culosis we  advocate  emptying  of  the  uterus  by  the 
fifth  month.  In  auricular  fibrillation  with  con- 
gestive heart  failure,  interruption  should  be  done 
before  five  months,  or  as  early  as  we  can  before 
that  time.  Interruption  is  also  advocated  in 
chronic  nephritis  and  pre-eclampsia  which  does 
not  respond  to  treatment. 

The  important  factor  is  deciding  on  the  coui’se 
of  treatment.  Usually,  emptying  of  the  uterus 
at  two  or  three  months,  under  aseptic  procedure, 
can  be  done  without  danger  of  infection  or  hemor- 
rhage. If  the  operation  is  done  quickly  with 
sponge  forceps  there  is  no  more  danger  at  three 
months  than  at  two  months.  At  four  and  five 
months  and  after,  the  question  of  hysterotomy  and 
sterilization  is  considered.  There  are  two  surgi- 
cal methods  in  performing  therapeutic  abortion: 
first,  the  vaginal  and,  second,  the  abdominal  route. 
In  early  pregnancy  dilatation  with  Hegar  dilators 
or  Goodell  dilator  and  sponge  forceps,  curettage, 
packing  of  uterus  and  removal  of  packing  in  24 
hours  rids  the  uterus  of  its  contents.  Some  oper- 
ators practice  vaginal  hysterotomy,  using  ovum 
forceps  and  the  product  is  extracted  without  de- 
stroying it.  Usually  in  primiparae  at  two  or  three 
months’  pregnancy,  where  indications  are  justified, 
dilate  and  use  sponge  forceps  and  pack.  Where 
the  patient  has  already  begun  to  abort  and  bleed- 
ing occurs,  packing  will  relieve  the  uterus  of  its 
contents  or  stimulate  contraction  of  the  uterus,  and 
when  the  packing  is  removed  the  contents  usually 
follow. 

The  abdominal  route  is  used  in  primiparae  with 


long  cervices  where  dilatation  would  consume  hours 
and  would  affect  the  general  condition  of  the  pa- 
tient. In  those  cases  I believe  the  abdominal  route 
and  sterilization  should  be  done,  if  done  for  one 
of  the  conditions  which  will  interfere  or  will  have 
a definitely  bad  influence  on  the  patient’s  future 
pregnancies. 

In  cases  that  are  septic  we  treat  the  patient 
watchfully  and  do  not  empty  the  uterus  unless 
there  is  active  hemorrhage  and  the  patient’s  con- 
dition is  progressing.  Then  we  pack  the  uterus 
and  allow  the  packing  to  release  contents  of  the 
uterus.  I do  not  like  to  do  that  except  in  cases 
of  extreme  hemorrhage. 

Dr.  Rhett  McMahon  (Baton  Rouge)  : I just 

want  to  make  a few  remarks  in  regard  to  early 
surgical  intervention  and  complications  or  sequelae. 
In  the  hands  of  specialists  in  well  equipped  hos- 
pitals with  assistants  and  laboratory  and  neces- 
sary help,  I think  undoubtedly  the  intervention 
early  in  the  complications  will  afford  good  results 
but  for  the  average  practitioner,  the  occasional 
operator,  I think  the  results  are  far  better  if  we 
confine  ourselves  to  the  conservative  handling  of 
these  cases. 

Whether  or  not  surgical  intervention  should  be 
used  depends,  I believe,  entirely  upon  the  time  of 
diagnosis.  Unless  the  diagnosis  of  complications 
is  made  very  early,  which  is  impossible  in  the 
hands  of  a great  many  of  us,  I believe,  as  I said, 
the  conservative  treatment  will  bring  better  re- 
sults. 

Dr.  Graffagnino  (In  conclusion)  : Let  there  be 
no  misunderstanding  about  my  attitude  toward 
conservatism  in  the  treatment  of  these  cases;  I 
believe  that  it  should  be  given  a trial  in  all  cases. 
However,  I know  from  personal  experience  that 
over-conservatism  is  dangerous  in  many  instances 
and  many  patients  have  been  lost  because  of  a 
lack  of  enough  courage  to  attack  these  cases  surgi- 
cally while  surgery  might  still  have  been  of  some 
aid. 

O 

WHY  WE  SHOULD  BE  FAMILIAR 
WITH  THE  ROENTGENOLOGIC  AP- 
PEARANCE OF  DEVELOPMENTAL 
CHANGES  OF  THE  SKELETON* 

A.  MAYORAL,  M.  D. 

New  Orleans 

I once  became  very  indignant  at  an  at- 
torney who  remarked  that  the  desired  ex- 
pert medical  testimony  was  always  avail- 
able if  sought.  The  attorney,  an  older  and 
wiser  man  as  well  as  a friend,  was  very 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 
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much  amused  by  my  indignation,  and,  smil- 
ing, reminded  me  that  I quite  often  ren- 
dered expert  testimony  in  his  cases. 

“Now,”  asked  he,  “have  I ever  tried  to 
influence  your  opinion?  I send  you  a 
client,”  he  continued,  “you  form  your 
opinion,  and  if  it  is  in  conflict  with  that  of 
the  opposing  expert,  you  testify;  if  not,  I 
seek  someone  else.  While  on  the  stand  you 
experts  agree  on  one  point  only;  that  the 
claimant  was  injured.  The  judge,  a lay- 
man on  medical  problems,  hears  conflicting 
opinions  from  learned  members  of  the  med- 
ical profession  and  eight  times  out  of  ten 
he  gives  the  claimant  the  benefit  of  the 
doubt.  Thus  I win  my  point.” 

This  happened  many  years  ago,  but  lit- 
tle change  has  occurred  in  the  method  of 
procedure  of  the  law  in  handling  compensa- 
tion cases,  and  the  shrewd  attorney  still 
continues  to  capitalize  on  the  discrepancies 
of  expert  testimony. 

Conflicting  opinions  of  medical  experts 
are  sometimes  unavoidable.  The  opinions 
rendered  are  usually  honest,  based  on 
knowledge  of  the  facts  in  the  case,  and  past 
experience,  and  not  opinions  molded  to  fit 
the  needs  of  the  case. 

You  will  agree  with  me,  that  the  in- 
creased protection  and  liberalization  of 
compensations  offered  labor  have  increased 
the  period  of  disability  following  injury, 
and  have  created  most  unusual  and  puz- 
zling post-traumatic  phenomena  that  have 
led  and  will  probably  continue  to  lead  phy- 
sicians to  render  fallacious  opinions.  For 
such  cases,  I feel,  we  are  not  wholly  to  be 
blamed.  There  are,  however,  conditions 
that  have  been  the  basis  for  inexcusable, 
erroneous,  and  conflicting  expert  testi- 
monies. The  mistakes,  as  I see  them,  have 
usually  been  made  by  men  whose  roent- 
genologic material  or  whose  experience  in 
roentgenology  is  limited.  The  conditions  I 
refer  to  are  developmental  changes  of  the 
skeleton;  that  is  why  I feel  we  should  be 
familiar  with  their  roentgenologic  appear- 
ance. 

The  spine  is  the  most  prolific  anatomic 
section  in  developmental  changes.  It  also 
presents  most  baffling  diagnostic  problems. 

I will,  therefore,  consider  it  first.  “Pain  in 


the  back”  is  a very  common  complaint.  In- 
jury to  the  back  is  also  common.  In  the 
presence  of  injury  it  seems  logical  to  sup- 
pose that  pre-existing  pain  can  be  aggra- 
vated and  that  the  injured  person  is  in- 
clined to  attribute  his  pain  to  the  present 
injury  and  forget  his  past.  I must  admit 
that  we  are  far  from  agreed  as  to  the  actual 
cause  of  many  of  the  symptoms  patients 
complain  of  in  this  region.  I refer  to  per- 
sons who  have  no  interest  in  exaggerating 
their  condition.  But  I feel  certain  that  the 
anatomic  alterations  I am  about  to  show 
you  should  not  be  held  responsible  per  se 
for  damaging  lesions  and  prolonged  symp- 
toms. 

The  following  slides  were  made  from 
films  taken  from  our  general  files.  Some 
were  accidental  findings.  Similar  findings, 
however,  have  been  diagnosed  as  old  frac- 
tures. In  all  of  the  cases  in  which  we  have 
changed  the  diagnosis,  the  change  has  been 
accepted.  Many  of  the  injured  have 
dropped  court  action  when  informed,  while 
others  have  accepted  cessation  of  com- 
pensation without  further  complaint.  These 
facts  are  strong  arguments  in  favor  of  the 
contention  that  congenital  anomalies  per  se 
are  symptomless.  It  is  obvious  that  within 
the  allotted  time  I can  show  only  a few  se- 
lected slides. 


Slide  No.  1 is  a normal  spine  of  a twelve 
year  old  child.  The  epiphyseal  ossification 
of  the  cartilaginous  discs  of  the  bodies 
show  well.  I am  certain  that  at  this  age 
these  epiphyses  are  never  taken  for  frac- 
tures. When,  however,  a single  epiphysis 
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vertebrae.  In  this  patient  it  was  an  acci- 
dental finding,  causing  no  deformity.  This 
condition,  generally  known  as  Klippel-Feil 
syndrome,  is  responsible  for  many  disfigur- 
ing deformities  of  the  neck.  They  appear 
usually  early  in  life. 


fails  to  unite  (slide  No.  2.)  the  anomaly 
has  often  been  mistaken  for  chip  fracture 
of  the  body. 


Slide  No.  3 shows  a clear  space  crossing 
the  body  of  the  vertebrae  parallel  to  the 
superior  and  inferior  borders  usually  mid- 
way. Any  vertebra  or  any  number  of  verte- 
brae can  potentially  show  the  condition,  but 
it  is  most  often  seen  in  the  dorsal  region. 
When  the  body  also  shows  some  flattening, 
the  resemblance  to  compressed  fractures 
is  very  striking.  Actually  this  roentgen- 
ologic appearance  is  caused  by  an  unusually 
large  and  persistent  nutrient  foramen. 


Slide  No.  4 shows  fusion  between  the 
bodies  of  the  sixth  and  the  seventh  cervical 


Slide  No.  5 the  Sacrum:  The  arrow 
points  to  an  ununited  epiphysis  of  the 
lamina  of  the  lateral  surface.  This  is  not  a 
chip  fracture. 


Slide  No.  6 demonstrates  an  accessory 
nucleus  for  the  inferior  articulating  process 
of  the  fourth  lumbar.  The  condition  is  rela- 
tively rare.  In  the  roentgenograms  it  re- 
sembles a detached  portion  of  bone  from 
the  tip  of  the  articulating  process. 


Slide  No.  7 shows  a spina  bifida  caused 
by  failure  of  the  laminae  to  fuse  posteriorly 
to  form  the  spinous  process,  the  space  being 
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gapped  by  fibrous  tissue.  It  has  been  found 
in  all  segments  of  the  spine,  very  common 
in  the  first  sacral  segment.  Every  vertebra 
presents  the  potentialities  for  the  deform- 
ity. This  patient  showed  the  abnormality 
in  the  first,  second,  and  third  dorsals. 
When  no  external  deformity  accompanies 
the  bony  changes  it  is  called  occulta. 

Non-union  of  the  transverse  processes  in 
the  lumbar  region  is  very  common  and  so 


easily  recognized  (slide  8)  that  no  one 
should  commit  errors  and  accept  them  for 
fractures.  When  the  anomaly  is  found  in 


other  vertebrae,  the  fourth  lumbar  (slide 
9),  a very  rare  finding,  the  error  is  possi- 
ble but  should  be  avoided. 


Slide  No.  10  presents  a very  annoying 
deformity,  one  that  is  and  has  often  been 


diagnosed  as  an  old  ununited  fracture.  Ac- 
tually it  is  the  same  type  of  anomaly  seen 
in  the  previous  slides  but  in  the  dorsal  re- 
gion. The  non-union  is  in  the  transverse 
process  of  the  first  dorsal  vertebra,  actually 
seen  once  in  every  1500  chests. 


Slide  No.  11  reveals  a cleavage  in  the  dis- 
tal end  of  the  acromium  process.  Careful 
scrutiny  reveals  the  well  rounded  smooth 
edges  of  the  line  of  cleavage.  The  anomaly 
is  caused  by  failure  of  union  of  the 
acromial  epiphysis.  It  is  bilateral  in  a good 
percentage  of  the  cases.  In  the  presence  of 
trauma  it  has  been  mistaken  for  fracture. 
Unfortunately  in  the  usual  antero-posterior 
roentgenograms  of  the  shoulders  the 
anomaly  is  seldom  recognized.  This  ex- 
plains why  we  are  not  familiar  with  its 
roentgenologic  appearance.  When  the  rays 
are  directed  from  below  upward  obliquely 
through  the  axilla,  the  resultant  roentgeno- 
gram leaves  no  doubt.  The  anomaly  is 
known  as  os-acromiale. 


Slide  No.  12  shows  that  in  the  upper  por- 
tion of  this  patella  there  is  a detached  piece 
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of  bone.  This,  however,  is  not  a fracture 
but  a congenital  deformity  generally  known 
as  patella  bipartita.  The  diagnosis  made  in 
most  of  these  patients  was  “old  ununited 
fractures.”  Evidently  the  fact  that  the 
breach  was  not  of  recent  date  has  been  gen- 
erally recognized.  In  all  of  these  patients 
the  original  injury  was  so  insignificant  that 
no  x-rays  were  believed  necessary  at  the 
time  and  were  made  several  weeks  later. 

CONCLUSION 

It  seems  logical  to  assume  that  if  the  in- 
jured are  radiographed  early  many  er- 
roneous interpretations  will  be  avoided. 

DISCUSSION 

Dr.  E.  R.  Bowie  (New  Orleans)  : I think  that 
Dr.  Mayoral  has  chosen  an  excellent  subject  for  a 
general  meeting  such  as  this.  If  we  were  talking 
only  to  radiologists  it  would  be  different  than 
with  the  general  man  who  is  not  so  well  trained  in 
all  the  factors  of  radiologic  diagnosis.  This  is  of 
extreme  value. 

The  only  thing  one  could  add  to  such  a presenta- 
tion would  be  to  consider  other  parts  of  the  body; 
taking  up  various  developmental  abnormalities  of 
the  foot,  hand,  and  all  the  rest  of  the  skeletal 
structure.  This  presentation  which  Dr.  Mayoral 
has  given  has  been  sufficient  to  call  our  attention 
to  the  existence  of  these  things  and  the  necessity 
of  differentiating  developmental  abnormalities 
from  other  conditions. 

Dr.  Stakely  Hatchette  (Lake  Charles)  : To  re- 
emphasize what  Dr.  Mayoral  and  Dr.  Bowie  have 
said  I wish  to  say  that  out  in  southwest  Louisiana 
on  several  occasions  we  have  almost  had  to  refute 
the  testimony  that  non-radiologists  were  ready  to 
give  in  court  concerning  cases  of  this  kind.  No 
radiologist  wants  to  get  up  in  court  and  deliber- 
ately say  that  a man  is  mistaken  in  calling  one  of 
these  persistent  epiphyses  a fracture.  It  is  em- 
barrassing both  to  the  physician  and  to  the  radio- 
logist who  has  to  do  it.  I think  if  the  physicians 
who  own  and  operate  x-ray  machines  would  read 
Dr.  Mayoral’s  article,  when  it  is  in  the  Journal, 
it  will  be  of  untold  benefit  to  them. 

Dr.  Mayoral  (In  conclusion)  : I have  nothing  to 
add  except  to  emphasize  the  importance  of  this 
subject.  It  is  embarrassing  for  anyone  to  deny, 
in  court,  the  existence  of  injury — when  a conge- 
nital anomaly  has  been  erroneously  diagnosed 
“fracture.” 


GLAUCOMA 

THE  RESPONSIBILITY  OF  THE  GENERAL 
PRACTITIONER* 

M.  CARL  WILENSKY,  M.  D.f 
New  Orleans 

We  are  seeing  entirely  too  many  tragic 
and  pitiful  cases  of  glaucoma  in  our  clinics 
and  occasionally  in  our  offices.  And  be- 
cause the  condition  has  been  overlooked  in 
its  earlier  stages,  these  people  present 
themselves  with  markedly  reduced  vision 
and  even  blindness,  in  some  cases.  Many 
of  these  patients  give  a history  of  having 
recently  had  glasses  changed  two,  three  or 
more  times  in  a vain  effort  to  improve 
their  vision.  And  you  may  or  may  not  be 
surprised  to  learn  that  some  of  these  have 
been  seen  by  general  practitioners  who  un- 
fortunately have  advised  their  patients  to 
buy  a pair  of  glasses,  or  told  the  patients 
their  vision  was  failing  because  they  were 
developing  cataracts.  In  a few  instances 
the  general  practitioner  has  been  guilty  of 
prescribing  drops  for  the  patients  and  tell- 
ing them  that  they  have  to  wait  until  the 
cataracts  are  “ripe”  to  have  them  removed. 

When  these  patients  can  no  longer  see, 
they  then  believe  their  cataracts  are  ripe 
and  present  themselves  to  the  eye  surgeon 
for  a cataract  extraction,  thus  hoping  to 
have  their  sight  restored.  A mere  glance 
through  the  ophthalmoscope  reveals  the 
tragic  story.  Lo  and  behold,  instead  of 
cataracts  there  is  found  an  atrophic  and 
excavated  optic  disc  as  a result  of  the  in- 
creased intra-ocular  pressure. 

CASE  REPORT 

I will  give  the  history  of  one  of  these  sad  cases, 
that  of  Mrs.  C.,  a white  female,  aged  47  years.  Her 
history  is  more  dramatic  perhaps  than  many  of 
the  others,  because  she  was  seen,  not  by  one,  but 
by  at  least  four  or  more  different  physicians,  not 
one  of  whom  apparently  recognized  the  red  flag 
she  literally  waved  before  their  eyes. 

About  ten  years  ago  she  began  to  have  pain  be- 
hind her  left  eye.  The  eye  ran  water.  If  she  lay 
awake  or  worried,  the  eye  would  start  to  hurt;  it 
might  last  all  next  day  and  finally  wear  off.  Some- 


*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

fFrom  the  Department  of  Ophthalmology,  Tu- 
lane  University  of  Louisiana,  and  the  Eye,  Ear, 
Nose  and  Throat  Hospital,  New  Orleans. 
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times  she  would  awake  in  the  morning  with  pain 
around  the  eye  and  the  eye  would  ache.  She  had  to 
stay  in  bed  all  day,  pain  was  so  severe.  She  bathed 
her  eyes  with  warm  boric  acid  and  took  purgative 
medicine,  thinking  that  her  trouble  might  be  due 
to  her  liver.  These  attacks  would  come  on  about 
once  a month;  if  she  strained  her  eyes,  attacks 
came  on  more  often. 

The  right  eye  began  to  pain  about  five  years 
ago.  She  used  to  sit  up  at  times  with  sick  neigh- 
bors and  give  them  medicine.  At  times,  when  she 
looked  at  lamp  light,  noticed  that  there  was  a 
rainbow  around  the  lamp  and  her  eye  hurt  so,  she 
had  to  give  up  and  go  home. 

About  the  first  of  November,  1938,  she  went  to 
a physician  for  a pain  in  her  hip  and  lower  part 
of  her  back.  She  also  told  him  about  the  pain  in 
her  head  and  eyes.  The  doctor  advised  her  that 
she  had  cataracts  and  should  go  to  Charity  Hos- 
pital. 

Shortly  afterward  she  went  to  another  physician 
who  also  advised  her  that  her  failing  vision  was 
due  to  cataracts  and  he  gave  her  a note  to  one  of 
our  local  hospitals.  The  admitting  intern  looked  at 
her  eyes,  said  she  had  cataracts  and  sent  her  into 
the  hospital.  A doctor  came  by  that  evening, 
looked  into  her  eyes  and  said  the  cataracts  were 
not  ripe.  She  was  in  the  hospital  five  days.  The 
nurse  discharged  her  and  told  her,  “Come  back 
in  three  months  or  six  months.”  She  asked  the 
nui'se  if  it  was  all  right  to  stay  away  six  months. 
The  nurse  replied,  “yes,  the  cataracts  will  be  good 
and  ripe  at  the  end  of  six  months.”  Mrs.  C.  spoke 
with  other  patients  on  the  ward.  An  old  lady,  who 
had  just  had  a cataract  extraction,  told  her  that 
she  would  not  be  able  to  see  when  the  cataract  was 
ripe.  So  our  patient  went  home  to  wait  for  the 
“skim”  to  grow  completely  over  her  eyes. 

Her  vision  finally  deteriorated  to  the  extent  that 
she  was  bumping  against  the  furniture,  because 
she  could  not  see  it.  Friends  then  prevailed  and 
took  her  to  Dr.  Weiss.  He,  of  course,  readily  recog- 
nized the  condition  and  advised  her  to  go  to  the 
eye  clinic,  where  I saw  her  the  following  day.  We 
found  her  vision  was  reduced  to  the  stage  that 
she  could  only  recognize  hand  movements,  she 
could  not  see  the  fingers.  Intra-ocular  tension  was 
75  mm.  of  mercury  and  the  optic  disc  showed 
marked  glaucomatous  excavation. 

DISCUSSION 

Repeatedly  I have  heard  in  our  clinics, 
exclamations  from  the  attendants,  lay  indi- 
viduals, and  even  from  the  interns,  wonder- 
ing why  no  greater  efforts  are  being  made 
to  prevent  some  of  these  tragedies  through 
an  educational  program.  It  is  my  humble 
opinion,  after  years  of  observation  and  a 
number  of  discussions  with  residents  of 
the  eye  service,  who  had  previously  been 
out  in  general  practice,  that  the  average 


general  practitioner  throws  up  his  hands 
at  the  word  glaucoma.  He  feels  that  glau- 
coma belongs  to  the  vocabulary  of  an  eye 
physician  and  about  all  he  should  remem- 
ber or  know  about  the  condition  is  that  it 
means  increased  intra-ocular  tension.  If 
you  will  pardon  my  saying  so,  I think  that 
the  medical  practitioner  who  takes  this  at- 
titude is  wrong.  The  medical  practitioner, 
if  he  would  only  try,  could  be  a sight  saver, 
but  before  you  can  diagnose  a case  of  glau- 
coma you  must  first  think  of  glaucoma.  If 
a patient  complains  of  abdominal  pain  and 
the  doctor  thinks  only  of  appendicitis,  he 
will  not  ask  the  questions  or  elicit  the  signs 
which  could  lead  to  a diagnosis  say,  of 
ectopic  pregnancy  or  of  pneumonia.  Yet 
when  it  comes  to  glaucoma  which,  during 
1938,  was  given  as  the  cause  of  blindness 
in  11.1  per  cent  of  those  persons  receiving 
aid  for  the  blind  in  Louisiana,  we  have  been 
negligent.  I believe  this  state  of  affairs  has 
come  about  because  the  medical  men  and 
certainly  the  lay  public  have  not  had 
brought  before  them  the  ravages  of  and  the 
toll  that  glaucoma  is  exacting.  I do  not 
think  they  have  heard  much  about  the  im- 
portance of  early  diagnosis  and  treatment 
of  glaucoma.  I wonder  if  the  average  medi- 
cal man  realizes  the  amount  of  glaucoma 
that  exists. 

This  was  brought  forcefully  to  my  atten- 
tion by  the  case  history  of  a physician  I 
sawing  during  the  past  year  for  Dr.  Blum. 
According  to  his  history,  about  a year  ago 
he  noticed  that  the  vision  in  his  right  eye 
was  somewhat  dim  and  the  eye  felt  heavy. 
This  gradually  wore  off  several  days  later. 
He  then  went  to  an  optometrist  and  had 
glasses  fitted.  The  optometrist  told  him  the 
sight  in  his  right  eye  was  poorer  than  the 
left.  About  six  months  later  a light  “scum” 
came  over  the  right  eye.  There  was  no 
pain,  just  a heavy  feeling  in  the  eye,  so  he 
finally  decided  to  consult  an  oculist.  I 
asked  him  why  he  did  not  have  his  eyes  ex- 
amined by  an  eye  physician  in  the  first 
place  and  if  the  possibility  of  glaucoma  had 
occurred  to  him.  He  replied,  “I  know  I 
should  have  gone  to  an  oculist  the  first 
time,  but  I didn’t  think  there  was  any- 
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thing  wrong  with  my  eyes.  I just  thought 
I needed  some  glasses.  As  for  glaucoma,  it 
is  such  a rare  condition;  we  general  prac- 
titioners see  so  few  cases  of  glaucoma  that 
the  thought  just  didn’t  occur.”  But  that  is 
a fallacy.  Glaucoma  is  not  a rare  disease. 
I can  recall  more  than  one  morning  during 
which  I have  seen  three  new  cases  of  glau- 
coma in  my  clinic.  Now  if  one  of  the  many 
eye  clinics  in  our  city  can  have  three  new 
cases  of  glaucoma  in  one  morning  you  can 
readily  realize  it  is  no  rare  disease. 

INCIDENCE 

If  the  average  doctor  will  only  think  in 
terms  of  the  number  of  cases  of  cancer  or 
tuberculosis  he  has  in  his  own  practice,  he 
might  also  get  the  false  notion  that  there 
are  few  cases  of  tuberculosis  or  cancer  and 
that  these  conditions  are  therefore  rare. 

I have  here  some  very  interesting  but 
startling  figures  furnished  me  by  the  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness. Lehrfeld  and  Reber  examined  the 
record  of  1,876  patients  with  glaucoma 
seen  at  the  Wells  Hospital  in  Philadelphia 
from  1926  to  1935.  I will  quote  from  their 
summary:  “From  the  standpoint  of  public 
health,  the  most  significant  finding  is  the 
fact  that  784  eyes  had  vision  already  re- 
duced below  20/200  when  the  patients  first 
presented  themselves  at  the  hospital.  This 
is  a commentary  on  the  state  of  ignorance 
of  the  early  signs  and  symptoms  of  glau- 
coma existing  among  patients,  to  some  ex- 
tent among  the  family  physicians  and  cer- 
tainly among  non-medical  ocular  practi- 
tioners.” 

Emile  de  Groz,  in  a lecture  he  delivered 
in  the  United  States  in  Oct.,  1930,  stated, 
“taking  one  year,  1929,  as  an  example  we 
had  737  glaucomatous  eyes  in  our  out-pa- 
tient department;  only  32  of  all  those  eyes 
were  shown  in  the  prodromal  stage  of  the 
disease,  a little  more  than  4 per  cent  then 
were  seen  during  the  early  stage  of  the 
disease.” 

Von  Graefe  who  gave  us  the  iridectomy 
in  the  treatment  of  glaucoma,  stated  70 
years  ago  “the  degree  of  recovery  depends 
essentially  on  the  length  of  time  the  eye 
has  already  been  affected.” 


CLASSIFICATION 

Glaucoma  is  the  name  applied  to  several 
varieties  of  a disease  in  which  increased 
intra-ocular  tension  is  the  most  character- 
istic sign.  Glaucoma  may  be  subdivided 
into : 

I.  Primary  glaucoma  in  which  clinically 
there  can  be  found  no  antecedent  disease  in 
the  eye  to  account  for  the  increase  in  ten- 
sion. 

II.  Secondary  glaucoma  in  which  there 
are  definite  pathologic  changes  to  account 
for  the  increase  in  tension  such  as : 

1.  Iritis  or  iridocyclitis  in  which  there 
develop  adhesions  between  the  iris  and  the 
lens,  or  the  iris  angle  is  blocked  by  leuko- 
cytes and  iris  pigment. 

2.  Occlusion  of  the  central  vein. 

3.  Severe  ulcers  of  the  cornea,  especial- 
ly if  they  perforate  and  anterior  synechia 
results. 

4.  Dislocation  of,  or  injuries  to  the  lens 
either  by  accident  or  operation. 

5.  Swelling  of  lens  during  the  forma- 
tion of  a cataract. 

6.  Intra-ocular  growth. 

7.  Intra-ocular  hemorrhages. 

III.  Buphthalmos  or  hydrophthalmos 
which  is  the  congenital  or  infantile  type; 
there  may  be  an  absence  of  Schlem’s  canal. 

Primary  glaucoma  may  be  further  sub- 
divided into  the  acute  inflammatory  or  con- 
gestive type  in  which  the  increase  in  tension 
is  rapid;  and  the  non-cong estive  type  or 
glaucoma  simplex  where  the  tension  in- 
creases gradually  and  the  eye  ball  accom- 
modates itself  to  the  altered  conditions. 

You  probably  all  recall  the  very  nice  lit- 
tle table  printed  in  most  student  textbooks 
on  ophthalmology  that  gives  the  differen- 
tial diagnosis  between  (1)  acute  inflam- 
matory or  congestive  glaucoma;  (2)  iritis 
and  (3)  conjunctivitis.  This  is  an  im- 
portant differential  diagnosis  and  it  has 
been  stressed  by  instructors  and  has  been 
given  frequently  as  an  examination  ques- 
tion on  ophthalmology.  For  one  thing,  it 
shows  the  difference  between  a conjuncti- 
val injection  which  is  not  so  serious  and  a 
ciliary  injection  which  means  that  there  is 
trouble  inside  of  the  eye.  Secondly,  it  dif- 
ferentiates iritis  (in  which  the  important 
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drug  is  atropine)  from  glaucoma,  in  which 
condition  atropine  is  contraindicated  be- 
cause it  would  further  increase  the  intra- 
ocular tension,  possibly  resulting  in  de- 
struction of  the  eye. 

I believe  we  have  made  a great  mis- 
take in  the  past.  We  have  been  so  eager 
to  convey  to  the  student  the  idea  that  atro- 
pine is  dangerous  in  glaucoma,  while  it  is 
the  ideal  drug  in  iritis  or  iridocyclitis  that 
we  have  only  stressed  the  congestive  type 
of  glaucoma  which  might  be  confused  with 
iritis.  On  the  other  hand,  we  have  neg- 
lected to  impress  the  student  with  glau- 
coma simplex,  the  non-gestive  type  which 
is  much  more  prevalent.  I dare  say  that 
when  many  doctors  think  of  glaucoma  they 
only  think  of  the  type  that  presents  a red, 
painful  eye  that  has  to  be  differentiated 
from  iritis.  I believe  I would  be  safe  to 
hazard  a guess  that  a diagnosis  of  glau- 
coma would  not  occur  to  the  average  man 
if  he  saw  an  eye  that  had  no  injection,  as 
in  the  case  mentioned  earlier,  and  especial- 
ly if  there  were  no  complaints  of  pain. 

Therefore,  it  is  not  exactly  their  fault 
either.  We  have  had  and  are  having  cam- 
paigns to  make  early  diagnoses  and  insti- 
tute proper  treatment  for  cancer,  tubercu- 
losis, and  other  conditions.  But  they  have 
not  heard  much  about  the  importance  of 
early  diagnosis  and  treatment  of  glaucoma. 

According  to  Fuchs,  one  per  cent  of  all 
patients  seen  by  eye  physicians  have  glau- 
coma. 

I am  not  worried  so  much  about  the  pa- 
tients with  acute  glaucoma  being  looked 
after.  They  have  a red,  painful  eye  and 
they  are  going  to  seek  advice.  These  per- 
sons are  seen  early  and  incidentally  re- 
spond much  better  to  surgery  than  do  the 
cases  of  glaucoma  simplex  which  are  usu- 
ally seen  late.  Just  as  in  the  case  of  early 
cancer,  if  there  is  no  pain  and  the  symp- 
toms are  few  and  slight,  the  condition  goes 
undiagnosed,  so  with  glaucoma  simplex,  it 
remains  undiagnosed  until  vision  is  mark- 
edly and  irreparably  lost. 

Some  patients  with  glaucoma  simplex 
complain  of  some  pain  or  discomfort  in  or 
around  the  eye.  It  may  be  srroneously  con- 


sidered as  merely  a brow  ache;  that  it  is 
due  to  a bilious  attack,  indigestion,  or  what 
have  you.  The  possibility  of  glaucoma 
is  entirely  overlooked.  A number  of  pa- 
tients who  had  severe  unilateral  pain  were 
considered  as  having  migraine. 

SUMMARY 

This  brings  me  back  to  the  real  theme 
of  my  presentation.  Before  you  can  diag- 
nose a case  of  glaucoma  you  must  first 
think  of  glaucoma.  Now  the  question  comes 
to  mind : How  is  one  to  suspect  or  make  a 
diagnosis  of  glaucoma  if  there  are  no  ir- 
ritative or  inflammatory  signs;  that  is,  if 
the  eye  is  not  injected  and  especially  where 
there  is  no  complaint  of  pain.  Suspicion 
should  be  aroused  by: 

A.  The  patient’s  history  if : 

1.  An  elderly  person  continues  to  have 
trouble  with  his  glasses.  They  just  do  not 
seem  to  be  satisfactory.  He  changes  glasses 
often. 

2.  The  patient  gives  a history  of  having 
had  periods  of  dim  or  misty  vision  which 
may  have  been  accompanied  by  some  dis- 
comfort in  or  around  the  eyes. 

3.  There  is  a history  of  vision  gradually 
failing. 

4.  A history  of  seeing  rings,  a halo,  or 
better  still,  a rainbow  around  lights.  Un- 
fortunately, however,  many  of  the  cases 
of  glaucoma  simplex  will  not  give  a his- 
tory of  this  valuable  diagnostic  sign,  of 
seeing  rainbows  around  lights.  But  the 
woman  whose  history  I have  related  did 
see  rainbows  around  lights;  she  had  a his- 
tory of  failing  vision,  and  also  had  pain  in 
and  behind  her  eyes.  Yet  this  history  which 
should  have  led  to  a diagnosis  of  glaucoma 
was  ignored  by  a number  of  practitioners 
because  they  did  not  think  of  glaucoma. 

B.  Upon  examining  the  eye,  some  of  the 
following  signs  may  be  observed: 

1.  The  anterior  chamber  is  usually  shal- 
low. 

2.  The  cornea  may  be  dull. 

3.  The  pupil  may  or  may  not  be  dilated; 
it  may  react  sluggishly.  In  acute  conges- 
tive glaucoma  the  pupil  is  usually  dilated 
and  does  not  respond  to  light.  Sometimes 
from  the  dilated  pupil,  we  may  get  a dull 
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slightly  greenish  reflex,  that  has  been  un- 
fortunately and  erroneously  diagnosed  as 
being  due  to  cataracts,  as  in  the  case  of 
Mrs.  C. 

4.  Intra-ocular  tension  will  be  found 
elevated,  if  the  patient  is  observed  over  a 
period  of  time.  You  cannot  depend  on  one 
tonometric  reading.  Just  as  in  tuberculosis, 
at  times,  the  patient’s  temperature  may  be 
normal ; but  if  temperature  is  recorded  at 
four  hour  intervals  the  temperature  will 
be  elevated  at  certain  times.  In  glaucoma 
the  tension  is  usually  highest  in  the  morn- 
ing. The  tension  may  be  roughly  estimated 
by  palpating  the  eye  ball  with  the  index 
fingers. 

5.  With  the  ophthalmoscope,  a glauco- 
matous excavation  may  be  seen.  While  this 
is  an  important  diagnostic  aid,  we  would 
like  to  find  and  diagnose  the  cases  early, 
before  the  ophthalmoscope  reveals  perma- 
nent damage  and  excavation  of  the  nerve 
head. 

C.  Typical  changes  in  the  fields  of 
vision.  Early,  there  may  be  a comet-like 
scotoma,  Seidel’s  sign ; later  Bjerrum’s 
sign,  Ronne’s  step  and  a characteristic  re- 
duction first  in  the  nasal  portion  of  the 
field.  The  field  may  become  gradually  con- 
stricted without  the  patient  being  aware 
of  it  until  he  has  a tubular  field.  Rarely 
you  find  an  individual  who  has  noticed  this 
and  will  tell  you,  “Doctor,  I can  see  fairly 
well  straight  ahead,  but  I can’t  see  any- 
thing to  the  side.” 

The  fields  are  important  not  only  as  a 
diagnostic  measure  but  are  the  most  satis- 
factory method  we  have  for  following  the 
progress  of  the  disease.  As  long  as  the  in- 
dividual retains  his  field  of  vision  we  know 
the  glaucoma  has  been  checked.  If  the  field 
of  vision  is  reduced  on  subsequent  tests,  we 
know  that  the  ravages  of  glaucoma  are  tak- 
ing their  toll. 

CONCLUSIONS 

Since  glaucoma  is  the  disease  of  the  eye 
most  frequently  ending  in  permanent  blind- 
ness, it  is  imperative  that  this  condition  be 
kept  in  mind.  Whenever  a patient  presents 
himself  with  a history  or  any  signs  and 
symptoms  suggestive  of  glaucoma,  this 


lead  should  be  thoroughly  investigated  un- 
til a diagnosis  of  glaucoma  is  made  or  ruled 
out.  Many  tragic  case  histories  illustrate 
what  happens  when  patients  are  fitted 
with  glasses  several  times  and  no  sugges- 
tion is  ever  made  that  there  may  be  some 
diseased  condition  of  the  eyes  causing  the 
poor  vision.  When  the  eye  physician  finally 
sees  such  patients,  they  are,  entirely  too 
often,  practically  blind.  Early  diagnosis  is 
essential  and  proper  treatment  must  be  in- 
stituted before  sight  has  been  permanently 
damaged. 

DISCUSSION 

Dr.  Charles  A.  Bahn  (New  Orleans)  : It  is  a 
pleasure  to  discuss  Dr.  Wilensky ’s  contribution  be- 
cause from  an  ophthalmic  point  of  view,  it  concerns 
the  subject  of  greatest  importance  on  this  program. 
Of  the  100,000  blind  in  the  United  States,  approxi- 
mately 14,000  lost  their  sight  from  glaucoma.  A 
large  majority  lost  their  sight  because  the  disease 
was  not  recognized  and  intelligently  treated  early 
in  its  course. 

The  average  story  of  the  glaucoma  patient,  as 
Dr.  Wilensky  has  told  you,  is  this.  Following  a 
variable  period  in  which  the  person  notices  in 
varying  proportions,  loss  of  sight,  pain  and  ocular 
redness,  he  consults  someone  for  relief.  Obviously, 
all  of  these  symptoms  are  not  present  in  every 
case,  and  neither  do  they  appear  at  the  same  time. 
The  healer  whose  aid  is  sought  may  be  a physician, 
or  may  be  a non-medical  healer,  such  as  a druggist, 
or  optometrist.  The  glaucoma  patient  should  have 
better  sense  than  to  consult  a non-medical  healer. 
The  non-medical  healer  should  be  honest  enough 
to  say  frankly  he  has  no  conception  of  glaucoma, 
or  what  to  do  for  it,  and  be  sufficiently  interested 
to  refer  the  patient  to  someone  who  does.  Educa- 
tion alone  will  help  solve  this  part  of  the  problem. 
If  the  patient  has  sufficient  intelligence  to  con- 
sult a physician  whom  he  has  a right  to  believe 
has  an  understanding  of  his  bodily  ailments,  that 
physician  should  assume  the  responsibility  of  either 
treating  the  patient  with  reasonable  efficiency,  or 
helping  him  find  someone  who  will. 

I realize  that  diseases  of  the  eye  play  a very 
small  part  in  the  practice  of  the  average  general 
physician,  and  that  he  gives  but  little  thought  to 
the  treatment  of  glaucoma.  We  physicians,  how- 
ever, should  realize  our  responsibility  to  the  public 
by  not  permitting  glaucoma  patients  to  advance 
to  blindness  without  making  a reasonable  effort 
to  save  their  sight.  In  other  words,  when  middle- 
aged  persons  consult  any  physician  for  ocular 
pain,  redness,  or  blurred  vision,  the  physician 
should  either  understand  and  intelligently  treat 
that  patient,  or  should  refer  him  to  an  ophthal- 
mologist who  will  give  him  the  best  possible  chance 
to  save  his  sight. 
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SPLENECTOMY  AND  PURPURA 
HEMORRHAGICA* 

MILTON  FINN,  M.  D. 

New  Orleans 

In  analyzing  all  the  splenectomies  done  at 
Touro  Infirmary  from  1924  to  1939  inclu- 
sive, it  was  noted  in  a surprising  fashion 
that  the  greatest  number  of  splenectomies 
done  was  divided  equally  between  the  enti- 
ties of  Banti’s  disease  and  purpura  hemor- 
rhagica as  shown  in  table  1.  But  more  sur- 
prising than  all  was  the  remarkably  low 
mortality  in  purpura  hemorrhagica  as 
compared  to  Banti’s  disease. 

A statistical  review  was  then  undertaken 
and  is  herewith  presented,  first  giving  the 
history  and  symptomatology  of  purpura 
hemorrhagica,  followed  by  statistical  results 
of  all  of  the  12  cases  of  purpura  hemor- 
rhagica, and  concluded  with  a follow-up  to 
date  on  every  splenectomy  done  for  purpura 
hemorrhagica  that  could  be  contacted. 

Etiology 

1.  Purpura  hemorrhagica 

2.  Banti’s  disease 

3.  Ruptured  spleens ... 

4.  Congenital  hemolytic  jaundice 

5.  Von  Jacksch’s  anemia 

6.  Miscellaneous  

a.  Chronic  mylogenous  leukemia.. 

b.  Aplastic  anemia 

c.  Splenoptosis  

d.  Polycythemia  vera 

e.  Pancreatic  adenoma 

Total 


*The 
“died” 

HISTORY 

Werlhof,1  in  1775,  first  described  purpura 
hemorrhagica,  but  it  was  not  until  1887 
that  Denys2  discovered  that  the  blood 
platelets  were  missing  in  this  disease. 
Hayem,3  in  1896,  found  that  the  clot  was 
non-retractile.  In  1910  Duke4  noted  that  the 
bleeding  time  was  prolonged  and  Hess5  in 
1916  showed  marked  weakening  in  the  capil- 
laries evidenced  by  petechiae.  Anemia,  nor- 
mal coagulation  time,  and  normal  or  in- 
creased white  blood  cells  complete  the  blood 
picture  diagnosis  of  purpura  hemorrhagica. 


*A  statistical  report  from  the  Department  of 
Surgery,  Touro  Infirmary. 


Symptomatically  the  greatest  complaints 
include  purpura,  epistaxis,  bleeding  exces- 
sively from  small  cuts,  bleeding  gums,  men- 
orrhagia, metrorrhagia,  melena  and  hema- 
temesis. 

Physically,  pallor  is  present.  There  are 
present  purpuric  spots  on  the  body,  varying 
in  size,  shape  and  color  and  without  being 
confined  to  or  having  a predilection  for  any 
particular  locality  on  the  body.  There  may 
or  may  not  be  an  enlarged  spleen  present. 

Frank,6  in  1915,  and  Kaznelson,7’8  in  1916, 
Doth  brought  forth  theories  for  the  absence 
of  blood  platelets  in  purpura  hemorrhagica. 
Frank  stated  that  the  fault  was  in  the  bone 
marrow  *in  not  producing  the  normal 
amount  of  platelets  and  thus  an  “essential 
thrombopenia.”  Kaznelson  asserted  that  the 
fault  lay  in  the  reticulo-endothelial  system, 
most  likely  the  spleen,  and  that  the  reticulo- 
endothelial system  of  the  spleen  destroyed 
the  blood  platelets  put  out  by  the  bone  mar- 


row in  normal  numbers.  Other  theories 
have  been  advanced  but  the  trend  is  toward 
that  of  Kaznelson’s. 

As  to  the  treatment  for  idiopathic  purpura 
hemorrhagica,  many  have  been  tried.  Vita- 
min C,  sesame  oil  with  fat  soluble  T,  liver 
extract,  parathyroid,  x-ray,  and  snake 
venom  have  been  used.1’  The  most  favor- 
able response  has  been  to  splenectomy  as 
stated  by  Rankin  and  Anderson,10  Brill  and 
Rosenthal,  n- 12  Cohn  and  Lemann,13  Whip- 
ple,14 Eliason  and  Ferguson,15  Eliason  and 
Johnson,18  and  Payne  and  Whitehead.17 

STATI ST  [CAL  RESULTS 

In  12  cases  of  purpura  hemorrhagica, 
taken  in  consecutive  order,  it  was  noted  that 


TABLE  1 

SPLENECTOMIES  1924  TO  1939 


No.  of  Cases 

Recovered* 

Died* 

12 

11  (91.7%.) 

1 (8.3%) 

12 

5 (41.7%) 

7 (58.3%) 

5 

3 (60.0%) 

2 (40.0%) 

.3 

3 (100.0%) 

0 

3 

3 (100.0%) 

0 

5 

3 (60.0%) 

2 (40.0%) 

1 

1 (100.0%) 

O 

1 

0 

i (i'oo.o%) 

1 

1 (100.0%) 

0 

- 1 

O' 

1 (100.0%) 

1 

1 (100.0%) 

0 

40 

28  (70.0%) 

12  (30.0%) 

so-called  “recovered”  group  indicates  that  group  of  patients  who  left  the  hospital  in  good  condition.  The 
group  indicates  that  group  of  patients  dying  during  the  operation  or  following  the  operation. 
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seven  or  58.3  per  cent  were  males,  and  five 
or  41.7  per  cent  were  females.  This  con- 
curs with  McLean,  Kriedel,  and  Caffrey,18 
and  Pemberton,19  who  state  in  their  series 
that  there  are  two  males  to  every  female 
who  have  idiopathic  purpura  hemorrhagica. 
Whipple,20  however,  found  that  88  per  cent 
were  females  and  12  per  cent  males  in  his 
series.  It  was  also  noted  as  shown  in  table 
2 that  five  of  the  seven  males,  or  71  per 
cent,  were  under  20  years  of  age  when  they 
came  to  the  hospital  for  diagnosis  and 
treatment,  while  three  of  the  five  females, 
or  60  per  cent,  were  over  20  years  of  age. 

TABLE  2 


Case  No. 

Sex 

Age  in  Years 

Ch'ief  Complaint 

1 

. M 

61 

Purpura 

2 

. F 

21 

Purpura 

3 

. M 

O 

o 

Purpura 

4 

. F 

23 

Purpura 

5. 

. M 

38 

Purpura 

6 

. M 

20 

Purpura 

7 — 

. M 

4 

Purpura 

8 

. M 

5 

Epistaxis 

9 

. F 

34 

Purpura 

10 

. M 

17 

Hematemesis 

11 

. F 

18 

Menorrhagia 

12 

. F 

B 

Purpura 

Nine  of  the 

12, 

or  75  per 

cent,  came  in 

with  the  chief  complaint  of  purpura,  one 
with  menorrhagia,  one  with  hematemesis, 
and  one  with  epistaxis. 


In  table  3 it  will  be  seen  that  the  dura- 
tion of  symptoms  ranges  from  three  days  to 
three  years.  The  division  into  acute  and 
chronic  cases  has  been  made.  There  were 
four,  or  33.3  per  cent,  acute  cases,  and 
eight,  or  66.6  per  cent,  chronic  cases. 

On  physical  examination  11,  or  91.7  per 
cent,  had  visible  purpura  and  only  four, 
or  33.3  per  cent,  had  palpable  spleens. 

In  reviewing  these  records  it  was  found 
that  some  of  these  records  were  inadequate- 
ly kept  as  to  blood  pictures  before  operation 
for  splenectomy  and  after  operation.  How- 
ever, all  the  data  present  on  the  records 
were  used.  In  table  4,  the  red  blood  cell 
count,  the  white  blood  cell  count,  the  hemo- 
globin, the  neutrophilic  count,  and  the  lym- 
phocytic count  before  splenectomy  and  on 
dismissal  from  the  hospital,  are  shown.  One 
notes  that  following  splenectomy  the  red 
blood  cell  count  had  been  increased  by  over 
a million  cells  and  that  the  hemoglobin  had 
been  increased  about  11  per  cent.  The  neu- 
trophilic and  lymphocytic  count  have  re- 
mained about  the  same  before  and  after 
splenectomy.  The  increase  in  white  blood 
cells,  I believe,  is  a relative  one. 


TABLE  3 

Duration  of 

Case  No. 

Symptoms 

Type  of  Case 

Physical  Signs 

1 

3 days 

Acute 

Purpura,  anemia 

o 

8 mos. 

Chronic 

Purpura,  palpable  spleen 

3 

2 yrs. 

Chronic 

Purpura,  bleeding  cuts 

4 

3 yrs. 

Chronic 

Purpura 

5 

2 mos 

Chronic 

Purpura,  bleeding  gums 

6. 

3 yrs. 

Chronic 

Purpura 

7. 

3 days 

Acute 

Purpura 

8 

4 days 

Acute 

Purpura,  epistaxis 

9 

3 yrs. 

Chronic 

Purpura,  palpable  spleen 

10 

7 mos. 

Chronic 

Hematemesis,  palpable  spleen 

11 

4 wks. 

Chronic 

Purpura,  vaginal  bleeding 

12 

— 3 days 

Acute 

Purpura,  palpable  spleen 

TABLE  4 

BLOOD  PICTURES  BEFORE  SPLENECTOMY  AND  ON  DISMISSAL 


Case  No.  1.  2.  3.  4.  5. 

RBC  (in  millions) 

before  operation 3.59  2.07  none  3.69  4.17 

on  dismissal 4.72  2.77  died  none  5.20 

WBC  (in  thousands) 

before  operation 3.60  11.55  none  none  4.50 

on  dismissal 16.25  10.25  died  none  10.50 

Hemoglobin  ( % ) 

before  operation 45  20  none  none  65 

on  dismissal  75  25  died  none  90 

Neutrophils  ( % ) 

before  operation 90  71  none  none  75 

on  dismissal  - 75  79  died  none  78 

Lymphocytes  ( % ) 

before  operation 10  29  none  none  25 

on  dismissal 25  21  died  none  22 


6. 

7. 

8. 

9. 

10. 

11. 

12. 

Average 

3.05 

2.50 

4.00 

3.25 

3.55 

3.50 

4.90 

3.47 

3.50 

4.81 

none 

4.60 

5.25 

5.00 

5.00 

4.54 

3.00 

6.00 

12.00 

6.80 

4.00 

7.50 

7.00 

6.59 

5.00 

10.00 

10.25 

10.80 

6.00 

12.00 

17.00 

10.80 

75 

45 

75 

54 

70 

60 

90 

59.9 

70 

85 

none 

58 

84 

80 

97 

70.4 

57 

62 

85 

66 

64 

61 

55 

68.6 

81 

63 

79 

71 

68 

74 

48 

71.6 

43 

38 

15 

34 

36 

39 

45 

31.4 

19 

37 

21 

29 

32 

26 

52 

28.4 
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Comparison  of  the  bleeding  times  before 
splenectomy  and  on  dismissal  from  the  hos- 
pital is  made  in  table  5.  The  average  bleed- 
ing time  before  splenectomy  was  24.5  min- 
utes, and  on  dismissal  from  the  hospital 
after  splenectomy  it  was  4.8  minutes.  There 
was  a very  slight  increase  in  the  coagula- 
tion times,  from  2.90  to  2.75  minutes.  The 
increase  in  blood  platelets  after  splenectomy 
was  remarkable.  The  average  number  be- 
fore splenectomy  was  51,236  platelets. 
After  splenectomy  on  discharge  from  the 
hospital  the  average  number  of  blood  plate- 
lets was  260,650. 


minutes.  In  four  hours  postoperatively,  the 
platelets  were  60,000;  in  24  hours,  160,000; 
and  in  48  hours  260,000.  The  bleeding  time 
on  the  eleventh  day  was  four  minutes,  and 
the  platelets  numbered  290,000.  Still 
another  case,  No.  8,  shows  the  increase  in 
thrombocytes  following  splenectomy.  Be- 
fore operation  there  were  600  platelets  and 
the  bleeding  time  was  30  minutes.  In  48 
hours  there  were  50,000  platelets;  in  four 
days,  110,000;  in  five  days,  200,000;  in  six 
days,  250,000  and  the  bleeding  time  on  this 
day  was  five  minutes. 

Of  the  12  splenectomies,  only  one  eviscer- 


TABLE  5 


1. 

2 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

ii. 

12. 

Average 

) 

30 

75 

none 

11% 

20 

none 

6% 

30 

none 

3% 

20 

none 

24.5 

3% 

i 

died 

none 

4 

9 

4% 

5 

none 

5 

7 

4 

4.8 

) 

..  none 

3 

none 

2 

2 1 

4 none 

2% 

3 

none 

3% 

4% 

none 

2.90 

i 

iy2 

died 

none 

1 

3 

3 

4 

none 

3 

none 

5: 

% 2.75 

0 

...  25 

80 

none 

150 

1 

0 

95 

.6 

! 175 

30 

7 

0 

51.236 

...  330 

190 

died 

none 

. 290 

200 

280 

650 

210 

130 

116.5 

210 

260.650 

number  of  thrombocytes 

ated. 

This 

was 

case 

No.  12.  On  the 

eighth 

Case  No. 

Bleeding  time  (in  minutes) 
before  operation  . 

on  dismissal 

Coagulation  time  (in  min.) 

before  operation none 

on  dismissal 

Bl.  platelets  (in  thousands) 

before  operation 25 

on  dismissal 330 


following  splenectomy  in  idiopathic  purpura 
hemorrhagica  was  followed  in  several  cases. 
In  case  No.  1,  before  splenectomy,  the 
platelets  numbered  25,000  and  the  bleeding 
time  30  minutes.  In  six  hours  after  splen- 
ectomy, there  were  42,500  platelets ; in  24 
hours,  57,500;  in  48  hours,  95,00  and  in  72 
hours  145,000.  On  the  twenty-first  day 
after  operation  the  platelets  were  330,000 
and  the  bleeding  time  was  three  and  a quar- 
ter minutes  as  shown  in  figures  1 and  2. 
In  case  No.  5,  the  platelets  were  1,000  be- 
fore operation  and  the  bleeding  time  20 


day  postoperatively,  she  eviscerated  spon- 
taneously. She  was  taken  immediately  to 
the  operating  room  and  repaired  with 
through-and-through  dermal  sutures.  Her 
convalescence  thereafter  was  uneventful. 
At  the  present  moment  she  is  in  excellent 
health.  The  percentage  of  evisceration  is 
8.3  per  cent. 

Pemberton-1  reported  a 4 per  cent  mor- 
tality in  41  splenectomies  for  purpura  hem- 
orrhagica; Rosenthal22  reported  16.3  per 
cent  in  43  cases;  Eliason  and  Johnson,23  no 
mortality  in  seven  cases ; and  Whipple21  no 
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mortality  in  21  cases.  In  this  series  there 
was  one  death  postoperatively  in  12  cases, 
8.3  per  cent.  This  was  case  No.  3,  dying 
36  hours  postoperatively  from  vomiting  and 
acidosis. 

FOLLOW  UP  TO  1940 

Case  No.  1.  was  operated  upon  in  1926 
at  the  age  of  61.  He  died  in  1932,  the  cause 
of  death  being  unknown. 

Case  No.  2 was  operated  upon  in  1927 
at  the  age  of  21.  She  is  living  and  well. 
She  has  occasioned  no  petechiae  and  has 
had  two  children  without  any  difficulty. 
Living  out  of  town,  no  blood  picture  could 
be  obtained. 

Case  No.  3 was  operated  upon  in  1929 
at  the  age  of  three.  He  died  postoperatively 
from  vomiting  and  acidosis. 

Case  No.  4 was  operated  upon  in  1930 
at  the  age  of  23.  She  is  living  but  where- 
abouts are  unknown. 

Case  No.  5 was  operated  upon  in  1930  at 
the  age  of  38.  He  is  living  and  well.  He 
has  noted  several  small  petechiae  over  his 
body  on  several  occasions,  but  has  had  no 
trouble  whatsoever  and  is  enjoying  good 
health.  On  dismissal  from  the  hospital  his 
red  blood  count  was  5,200,000 ; white  blood 
cells,  10,500;  hemoglobin  90  per  cent;  neu- 
tropils,  78  per  cent;  lymphocytes,  22  per 
cent;  coagulation  time  one  minute;  bleed- 
ing time,  4 minutes ; and  platelets  were 

290.000.  At  this  writing  the  red  blood 
count  is  5,600.000 ; white  blood  cells  10,750 ; 
hemoglobin,  100  per  cent;  neutrophils,  60 
per  cent;  lymphocytes,  40  per  cent;  coagu- 
lation time  two  and  a half  minutes ; bleed- 
ing time  three  minutes  and  platelets  are 

193.000. 

Case  No.  6 was  operated  upon  in  1932  at 
the  age  of  20.  His  whereabouts  are  un- 
known. 

Case  No.  7 was  operated  upon  in  1932 
at  the  age  of  four.  He  is  living  and  in  good 
health.  He  has  had  a tonsillectomy  without 
any  trouble  at  all.  He  has  had  no  petechiae. 
His  blood  picture  at  the  time  of  dismissal 
from  the  hospital  was;  red  blood  cells,  4,- 
810,000;  white  blood  cells,  10,000;  hemo- 
globin, 85  per  cent;  neutrophils,  63  per 
cent ; lymphocytes,  37  per  cent ; coagulation 


time,  three  minutes;  bleeding  time,  four 
plus  minutes;  and  platelets  280,000.  At 
this  writing  his  red  blood  count  is  4,680,- 
000 ; white  blood  count,  5,000 ; hemoglobin, 
80  per  cent;  neutrophils,  57  per  cent; 
lymphocytes,  43  per  cent ; coagulation  time, 
three  minutes;  bleeding  time  four  minutes, 
and  platelets  are  255,000. 

Case  No.  8 was  operated  upon  in  1934  at 
the  age  of  five.  His  whereabouts  are  un- 
known. 

Case  No.  9 was  operated  upon  in  1934  at 
the  age  of  34.  She  is  living  and  well,  occu- 
pies her  time  as  a housewife.  She  has  no 
complaints.  Occasionally,  she  has  noticed  a 
few  petechiae  but  no  free  bleeding.  Her 
blood  picture  on  dismissal  from  the  hospital 
showed : Red  blood  cells,  4,600,000 ; white 
blood  cells,  10,800 ; hemoglobin,  85  per 
cent;  neutrophils,  71  per  cent;  lympho- 
cytes, 26  per  cent;  and  blood  platelets  were 

210.000.  Her  blood  picture  at  this  writing 
is:  Red  blood  cells,  3,890,000;  white  blood 
cells,  9,000;  hemoglobin,  80  per  cent;  neu- 
trophils, 74  per  cent;  lymphocytes,  26  per 
cent;  coagulation  time  two  minutes;  bleed- 
ing time  three  minutes  and  blood  platelets 

220.000. 

Case  No.  10  was  operated  upon  in  1934  at 
the  age  of  17.  He  is  living  and  in  good 
health.  His  blood  picture  was  unobtainable 
at  this  time. 

Case  No.  11  was  operated  upon  in  1936 
at  the  age  of  18.  She  is  living  and  well. 
She  has  noted  occasional  petechiae,  but  no 
other  symptoms  or  signs.  On  dismissal 
from  the  hospital  her  red  blood  count  was 

5.000. 000 ; white  blood  count,  12,000 ; hemo- 
globin, 80  per  cent;  neutrophils,  74  per 
cent ; lymphocytes,  26  per  cent ; bleeding 
time  seven  minutes,  and  platelet  count  116,- 
500.  At  this  writing  her  red  blood  cells  are 
4,650,000;  white  blood  cells,  9,000;  hemo- 
globin, 90  per  cent;  neutrophils,  69  per 
cent;  lymphocytes,  31  per  cent;  coagulation 
time,  two  and  a half  minutes ; bleeding  time 
three  and  a half  minutes,  and  platelet  count 

260.000. 

Case  No.  12  was  operated  upon  in  1938 
at  the  age  of  three.  On  her  eighth  postop- 
erative day  she  eviscerated.  She  was  re- 
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sutured  in  the  operating  room,  and  her  post- 
operative course  was  uneventful  thereafter. 
She  is  living  and  in  good  health.  An  occa- 
sional petechia  is  noted  by  the  mother,  but 
no  other  symptoms  are  noted.  On  dismissal 
from  the  hospital  her  red  blood  count  was 

5.000. 000 ; white  blood  count,  17,000 ; hemo- 
globin, 97  per  cent;  neutrophils,  48  per 
cent ; lymphocytes,  52  per  cent ; coagulation 
time  five  and  one-half  minutes;  bleeding 
time  four  minutes,  and  platelet  count  was 

210.000.  At  this  writing  her  red  blood 
count  is  4,940,000;  white  blood  count, 
8,000;  hemoglobin,  75  per  cent;  neutrophils, 
53  per  cent;  lymphocytes,  47  per  cent;  co- 
agulation time  six  minutes ; bleeding  time 
three  minutes,  and  platelet  count  is  187,000. 

Altogether  one  case  died  postoperatively, 
and  one  case  died  six  years  after  his  opera- 
tion. There  are  two  cases  whose  where- 
abouts are  unknown.  There  are  eight  pa- 
tients living  and  well  today  and  who  have 
experienced  only  an  occasional  petechia. 
The  blood  pictures,  which  could  be  obtained, 
have  remained  almost  the  same  as  the  blood 
pictures  that  these  cases  had  on  dismissal 
from  the  hospital  following  their  splen- 
ectomy. 

SUMMARY 

1.  A review  of  12  splenectomies  perform- 
ed for  purpura  hemorrhagica  from  1924  to 
1939  at  Touro  Infirmary  is  presented. 

2.  Seventy-five  per  cent  of  the  patients 
came  in  with  the  complaint  of  purpura,  and 
91.7  per  cent  had  visible  purpura. 

3.  One  hundred  per  cent  had  anemia,  pro- 
longed bleeding  time  and  decreased  to  ab- 
sent blood  platelets  which  were  corrected 
by  splenectomy. 

4.  One  case  out  of  12  died  postoperatively, 
for  a percentage  of  8.3  per  cent. 

5.  In  the  follow  up  of  these  cases  to  1940, 
eight  are  living  and  well,  two  are  unheard 
from  and  one  died  six  years  after  operation. 


CONCLUSION 

Splenectomy  is  favorable  treatment  for 
purpura  hemorrhagica. 

Many  thanks  to  Dr.  J.  D.  Rives  and  to  Dr.  I. 
Cohn  for  their  help  and  advice. 
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THE  DRAFT  BOARD 

The  medical  profession  of  the  State  of 
Louisiana  has  responded  nobly,  as  every 
one  knew  it  would,  to  the  demands  made 
upon  it  to  supply  doctors  for  the  several 
boards  which  have  been  set  up  for  the  in- 
duction of  men  into  the  army  service.  The 
physicians  of  Louisiana  have  been  ex- 
pected to  supply  a physician  for  the  Appeal 
Board.  One  doctor  has  been  assigned  to 
every  one  of  the  draft  boards  for  the 


examination  of  the  recruit-to-be,  and, 
lastly,  nine  Medical  Advisory  Boards  have 
been  organized  for  the  purpose  of  acting 
as  consultants  in  doubtful  cases.  These 
Medical  Advisory  Boards  will  assist  the 
examining  physician  in  questionable  cases 
and  likewise  if  the  man  to  be  inducted  into 
the  service  feels  that  he  has  some  physical 
disqualification  which  should  bar  him  from 
service  and  this  physical  disability  has  not 
been  diagnosed  correctly  by  the  examining 
doctor,  he  in  turn  can  appeal  to  the  Medical 
Advisory  Board  for  its  opinion. 

With  the  first  board  the  Medical  Society 
has  had  little  to  do.  In  conjunction  with 
the  other  two  boards,  under  the  aegis  of 
the  President  of  the  State  Medical  Society, 
Dr.  C.  Grenes  Cole,  state  Chairman  of  the 
Medical  Preparedness  Committee  of  the 
American  Medical  Association  and  the 
medical  representative  of  Governor  Jones, 
who  in  turn  had  the  help  and  advice  of  the 
Councilors  of  the  several  congressional  dis- 
tricts who  in  turn  have  called  upon  the 
Presidents  of  the  District  and  Parish  So* 
cieties,  it  has  been  possible  to  fill  each  and 
every  medical  position  that  the  Government 
requires  for  the  examination  of  the  in- 
ductee. The  response  by  the  physicians  to 
the  request  for  their  help  has  been  spon- 
taneous. Almost  without  exception  every 
man  who  has  been  asked  to  serve  has 
done  so  willingly  and  cheerfully.  Naturally 
there  have  been  some  mistakes  made  and 
possibly  some  feelings  hurt  in  the  selection 
of  the  examining  physicians.  This  was  a 
job  that  had  to  be  done  immediately  and 
promptly  and  very  little  time  was  given  for 
its  completion,  but  it  can  be  said  in  all 
honesty  that  the  Medical  Preparedness 
Committee  of  the  state  has  tried  to  its  ut- 
most to  be  fair  and  just  in  selecting  the 
best  men  for  the  jobs. 

The  nine  Medical  Advisory  Boards  are 
scattered  throughout  the  state.  There  will 
be  three  in  New  Orleans  and  one  each  in 
Shreveport,  Baton  Rouge,  Lake  Charles, 
Monroe,  Alexandria  and  Lafayette.  The 
specialists  who  compose  these  boards  look 
like  a Who’s  Who  in  Louisiana  medicine. 
The  specialists  of  the  profession  have 
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volunteered  for  this  work  without  reserva- 
tion. 

There  will  be  ninety-four  examining 
boards  for  each  one  of  which  one  physician 
has  been  selected  according  to  the  locality 
in  which  the  board  will  sit.  Here  again 
without  question  the  best  men  in  the  com- 
munity have  volunteered  their  services  and 
have  agreed  to  serve  on  these  boards.  It  is 
understood  at  the  present  time  that  each 
man  who  has  been  selected  by  the  Governor 
and  has  been  sworn  in  for  the  purpose  of 
examining  recruits,  will  be  privileged  to 
call  upon  other  men  to  help  in  the  examina- 
tions and  these  men  likewise  it  is  antici- 
pated will  be  given  some  form  of  recogni- 
tion. A great  deal  of  time  will  have  to  be 
spent  by  these  men,  not  at  any  one  minute 
but  spread  over  a period  of  months  and  it 
is  only  right  and  fair  that  they  should  have 
the  opportunity  of  calling  upon  others  to 
assist  them.  It  will  be  necessary  to  nomi- 
nate the  associate,  or  associates,  have  his 
name  approved  at  Jackson  Barracks  and  on 
securing  approval  he  will  have  to  take  the 
required  oath  and  be  sworn  in. 

To  those  men  who  have  volunteered  and 
who  receive  no  pay,  all  honor  should  be 
paid.  Their  position  is  a delicate  one. 
Tremendous  pressure  undoubtedly  will  be 
brought  upon  them  at  times  to  exclude  cer- 
tain men  on  the  basis  of  a minor  physical 
disability.  It  is  a tribute  to  the  honesty  of 
the  medical  profession  that  no  one  antici- 
pates any  difficulty  on  this  score.  Lastly, 
it  should  be  pointed  out  that  it  is  the  or- 
ganized profession  of  the  state  who  has 
given  its  services  and  that  there  is  practi- 
cally not  a single  man  on  any  of  the  boards 
who  does  not  belong  to  the  State  Medical 
Society. 

o 

CONSCRIPTION  AND  THE  YOUNG 
DOCTOR 

One  of  the  problems  that  has  been  agitat- 
ing the  younger  physician  in  conjunction 
with  the  recent  conscription  is  what  his 
status  would  be  were  he  called  to  one  or 
another  of  the  camps.  The  young  doctor 
who  is  married  and  has  dependents  of 
course  would  be  put  in  the  deferred  group 


without  much  question,  but  on  the  other 
hand  there  is  a considerable  number  of  men 
who  might  be  called  and  who  do  not  have 
dependents  and  yet  who  are  skilled  pro- 
fessional men.  The  Government  and  the 
War  Department  have  been  very  insistent 
on  the  fact  that  they  were  trying  to  fit 
round  pegs  into  round  holes  and  that  a man 
who  has  special  training  in  anything  would 
be  able  to  carry  on  his  specialty  after  he 
was  drafted.  It  is  obviously  ridiculous  to 
think  of  a doctor  being  assigned  to  a camp 
as  a buck  private  and  serving  in  a minor 
position  analogous  to  an  unskilled  laborer 
when  he  has  had  years  of  training  and  is 
fit  to  do  something  else.  It  would  seem  the 
logical  conclusion,  if  the  governmental 
agencies  are  sincere  in  their  desire  to  get 
the  right  man  for  the  right  place,  to  have 
such  a man,  were  he  not  already  in  the 
Medical  Reserve,  make  application  immedi- 
ately for  the  Medical  Reserve,  which  appli- 
cation, it  was  stated  in  a recent  meeting  in 
Washington,  would  be  acted  upon  promptly. 
In  this  way  within  a very  short  time  the 
young  doctor  would  be  commissioned  and 
transferred  into  the  Medical  Corps.  That 
is  apparently  what  will  happen.  The  con- 
scripted physician  should  call  the  attention 
of  the  draft  board,  before  which  he  ap- 
pears, to  this  eventuality  and  he  should 
point  out  that  even  were  he  used  to  make 
up  the  quota  that  his  particular  draft  board 
has  to  send  to  camp,  that  it  would  be  a 
question  of  only  a couple  of  weeks  before 
he  would  have  to  be  replaced. 

o 

ACUTE  APPENDICITIS 
Medical  men  all  recognize  that  the  treat- 
ment of  acute  appendicitis,  without  com- 
plications, is  the  immediate  removal  of  the 
offending  organ.  There  is,  however,  con- 
siderable disagreement  as  to  how  the  pa- 
tient should  be  handled  in  the  event  that 
one  or  more  complications  occur.  A sym- 
posium on  appendicitis  read  at  the  recent 
meeting  of  the  American  Medical  Associa- 
tion, attempts  to  clear  up  this  moot  point. 
Two  papers  will  be  mentioned,  the  first  by 
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Stafford  and  Sprong1  who  analyzed  the 
mortality  from  acute  appendicitis  in  Johns 
Hopkins  Hospital,  and  the  second  by  Bar- 
row  and  Ochsner2  who  recited  their  experi- 
ences with  appendiceal  peritonitis  as  ob- 
served in  the  Lexington  Clinic  and  the 
Charity  Hospital  of  New  Orleans. 

The  crux  of  the  situation  seems  to  have 
to  do  largely  with  the  management  of  per- 
forated appendicitis : Should  the  patient 

be  operated  on  immediately  or  should  the 
so-called  expectant  treatment  with  post- 
ponement of  the  operation  be  carried  out? 
The  first  observers  maintain  that  the  initial 
step  in  the  treatment  of  any  condition 
should  be  the  eradication  of  the  source  of 
infection.  They  support  their  statement 
with  figures  that  go  to  show  that  prior  to 
the  time  of  immediate  operation  the  mor- 
tality rate  was  nearly  twice  that  of  the 
present  series  of  immediate  operations 
which  ran  from  1931  to  the  present  time. 
They  contend  that  the  operation  does  not 
spread  infection.  Of  238  patients  with 
abscess,  in  only  two  did  peritonitis  cause 
death.  In  the  conservative  treatment  the 

1.  Stafford,  E.  S.,  and  Sprong,  D.  H.  : Mortality  from 
acute  appendicitis  in  Johns  Hopkins  Hospital,  J.  A.  M.  A., 
115  :1242,  1940. 

2.  Barrow,  W.,  and  Ochsner,  A.  : Treatment  of  appendi- 
cal peritonitis,  J.  A.  M.  A.,  115  :1246,  1940. 


appendix  is  not  removed  and  is  always  a 
source  of  future  trouble. 

The  New  Orleans  and  Lexington  com- 
mentators feel  very  much  the  same  way  as 
do  the  two  from  Baltimore.  They  definitely 
express  the  opinion  that  patients  seen 
within  twenty-four  hours  should  be  oper- 
ated upon.  They  believe  that  the  conserva- 
tive treatment  is  very  hard  to  carry  out 
and  certainly  that  the  man  who  operates 
only  occasionally  should  perform  the  opera- 
tion irrespective  of  the  time  the  patient  is 
seen.  In  patients  who  come  into  the  hos- 
pital with  symptoms  having  been  present 
for  many  hours,  the  best  plan  of  treatment 
is  conservatism. 

In  the  discussion  of  these  two  papers 
there  was  not  a unanimity  of  opinion  but 
the  consensus  was  that  patients  should  be 
operated  upon  immediately.  Stone,  of 
Baltimore,  for  example,  states  that  “the 
basic  principle  of  treatment  of  advanced 
disease  of  the  appendix  is  the  removal  of 
the  diseased  organ.”  Others  concur  in  this 
opinion.  In  a review  of  these  two  papers, 
and  their  discussion,  it  would  seem  to  be  the 
part  of  wisdom  for  the  average  surgeon  to 
operate  immediately,  take  out  the  perfo- 
rated appendix  and  then  only,  employ  ac- 
tive treatment  to  combat  the  infection. 


o 
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MERCY  HOSPITAL 
New  Orleans 

The  monthly  meeting  of  the  staff  was  held  on 
Wednesday,  October  2,  at  8:00  p.  m.  in  the  Lecture 
Room  of  the  hospital.  Dr.  R.  A.  Oriol,  president  of 
the  staff,  presided. 

Because  of  the  summer  vacation  period,  this  was 
the  first  meeting  since  June  5.  For  this  reason, 
instead  of  the  usual  scientific  program,  the  mor- 
tality records  of  the  intervening  months  were 
brought  before  the  assembly  by  Dr.  Edwin  L. 
Zander.  Taken  from  these  records,  very  interest- 
ing papers  were  read  as  follows:  “Status  Asth- 
maticus”  by  Dr.  N.  K.  Edrington;  “Pancreatic 
Cysts”  by  Dr.  J.  A.  Vella;  “Hemorrhagic  Disease 
of  the  Newborn”  by  Dr.  G.  J.  deReyna. 

General  discussions  of  the  medical  deaths  were 
opened  by  Drs.  Louis  A.  Monte  and  Edgar  Hull. 


The  surgical  deaths  were  discussed  by  Drs.  F.  F. 
Boyce  and  J.  A.  Vella. 

The  next  meeting  will  be  held  on  Wednesday, 
November  6,  1940. 

Percy  A.  Phillips,  M.  D.,  Sec. 


| 

SOUTHERN  BAPTIST  HOSPITAL 
New  Orleans 

The  first  fall  meeting  of  the  staff  was  held  on 
Tuesday,  September  24,  in  the  chapel.  The  follow- 
ing papers  were  presented:  “Employment  of 

Plasma  in  Gastrointestinal  Diseases  with  Case 
Reports”  by  Drs.  Dan  Silverman  and  R.  A.  Katz; 
“Case  Report  of  Pseudo-hermaphrodism”  by  Drs. 

E.  H.  Lawson  and  H.  C.  Magee;  “Presentation  of 
Two  Death  Reports”  by  Dr.  R.  A.  Lucas. 

Charles  L.  Cox,  Chairman. 
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November  4. 

November  5. 
November  6. 

November  7. 

November  11. 
November  12. 
November  13. 

November  15. 

November  18. 
November  19. 

November  20. 


November  21. 
November  22. 


November  25. 

November  26. 
November  27. 


November  28. 
November  29. 


CALENDAR 

Orleans  Parish  Medical  Society 
Board  of  Directors,  8 p.  m. 

Clinico-pathologic  Conference  Hotel 
Dieu,  8:15  p.  m. 

Eye,  Ear,  Nose  and  Throat  Hos- 
pital Staff,  8 p.  m. 

Hutchinson  Memorial  Clinic  Staff, 
8 p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithea- 
ter, 1:30  p.  m. 

Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15 
p.  m. 

Orleans  Parish  Medical  Society,  8 
p.  m. 

Eye,  Ear,  Nose  and  Throat  Society, 
8 p.  in. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithea- 
ter, 1:30  p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

I.  C.  R.  R.  Hospital  Staff,  12  noon. 

New  Orleans  Dispensary  for  Women 
and  Children  Staff,  8 p.  m. 

Hotel  Dieu  Staff,  8 p.  m. 

Charity  Hospital  Medical  Staff,  8 
p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithea- 
ter, 1:30  p.  m. 

Charity  Hospital  Surgical  Staff,  8 
p.  m. 

The  Orleans  Tuberculosis  Hospital 
Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15 
p.  m. 

Joint  meeting  of  the  Orleans  Parish 
Medical  Society  with  the  U.  S. 
Marine  Hospital  Staff,  8 p.  m., 
U.  S.  Marine  Hospital. 

Louisiana  Association  of  Patholo- 
gists, U.  S.  Marine  Hospital,  8 
p.  m. 

Baptist  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithea- 
ter, 1:30  p.  m. 

French  Hospital  Staff,  8 p.  ml 

Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15 
p.  m. 

L.  S.  U.  Faculty  Club,  8 p?  m. 


During  the  month  of  October,  the  Society  held 
one  regular  scientific  meeting,  at  which  the  follow- 
ing program  was' presented : 

1.  Biographical  Sketch:  Luzenberg 

By  Dr.  A.  E.  Fossier 

2.  Case  Report:  Bagasscosis 

By  Drs.  Chaille  Jamison  and  Joe  Hopkins 

3.  Treatment  of  Postoperative  Adynamic  Ileus 

and  Obstruction  of  the  Small  Bowel  with  the 
Miller-Abbott  Tube By  Dr.  I.  W.  Kaplan 

4.  Cardiospasm — Its  Medical  Management 

By  Dr.  Donovan  C.  Browne 


A meeting  of  the  Louisiana  Association  of 
Pathologists  will  be  held  at  the  Marine  Hospital, 
Monday,  November  25,  at  8 p.  m.  The  following 
program  will  be  presented: 

1.  Opening  Address Dr.  Edwin  H.  Lawson 

2.  Carcinoma  of  the  Cervix  Uteri,  Its  Effect  on 

the  Urinary  Tract Dr.  Bjarne  Pearson 

3.  Mitosis  Counts  in  Neoplasia 

Dr.  Albert  E.  Casey 

4.  Methods  for  Rapid  Preparation  of  Paraffin 

Sections Dr.  J.  G.  Pasternack 

NEW  MEMBERS 

The  following  physicians  were  elected  to  active 
membership  in  the  Society:  George  E.  Burch, 

Samuel  H.  Colvin,  Jr.,  and  Thomas  E.  Eddleman; 
to  intern  membership  Lemann  H.  Bounds,  Robert 
B.  Haspel,  Claude  Klapper,  Richard  E.  Miller,  and 
Evri  B.  Mendel. 


NEWS  ITEMS 

Dr.  Maud  Loeber  addressed  members  of  the 
Loyola  Alumnae  Association  at  their  first  meeting 
of  the  school  term  held  September  24. 


Dr.  Joseph  C.  Menendez  was  recently  elected 
Commander-in-Chief  of  the  Veterans  of  Foreign 
Wars. 


Dr.  Howard  Mahorner  was  guest  speaker  at  the 
meeting  of  the  Coast  Counties  Medical  Society  at 
Gulfport,  September  4.  The  title  of  his  paper  was 
“Peripheral  Vascular  Disease.” 


Dr.  J.  H.  Musser  was  recently  appointed  Presi- 
dent of  the  State  Board  of  Health. 


Dr.  Felix  A.  Planche  has  been  named  Chair- 
man of  the  St.  Bernard  Parish  Board  of  Health. 
Dr.  Attilio  V.  Filizola  has  been  named  a mem- 
ber of  this  board. 


At  the  nineteenth  annual  scientific  session  of 
the  American  Congress  of  Physical  Therapy,  held 
in  Cleveland,  September  2-6,  Dr.  Nathan  H.  Pol- 
mer  was  inducted  as  president  for  the  coming  year. 
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The  subject  of  his  address  was  “The  Evolution  of 
Physical  Therapy.” 


Dr.  Edwin  L.  Zander  was  recently  elected  Presi- 
dent of  the  New  Orleans  Obstetrical  and  Gyne- 
cological Society.  Other  officers  elected  were:  Drs. 
Lucien  A.  LeDoux,  first  vice-president;  J.  W. 
Reddoch,  second  vice-president;  Eugene  H.  Coun- 
tiss,  secretary;  and  H.  B.  Alsobrook,  treasurer. 
The  out-going  president,  Dr.  H.  Cone  Magee,  was 
elected  to  membership  on  the  board.  The  members 
were  entertained  at  a supper  at  the  home  of  Dr. 
Magee. 


Dr.  Morrell  W.  Miller  addressed  the  Loyola  Uni- 
versity student  body,  September  26. 


HOSPITAL  NEWS 

The  Baptist  Hospital  announces  the  completion 
of  their  new  nursery.  This  nursery  has  54  bassi- 
nets, 2 incubators  for  premature  babies,  individual 
bathrooms,  an  airconditioning  unit  and  other  mod- 
ern features.  With  these  new  facilities  the  hospital 
has  one  of  the  most  up-to-date  and  complete 
nursery  departments  in  the  South. 


WARNINGS  FROM  THE  BETTER  BUSINESS 
BUREAU  OF  NEW  ORLEANS 
A man  giving  his  name  as  James  Harbush,  has 
been  obtaining  money  under  the  guise  of  being 
affiliated  with  the  National  Foundation  for  In- 
fantile Paralysis.  This  man  has  no  such  authority. 
Harbush  has  operated  in  various  cities,  including 
Chicago  and  Indianapolis.  He  may  choose  New 
Orleans  as  his  next  port  of  call.  If  you  are  con- 
tacted on  such  solicitation,  call  the  Bureau. 

Be  on  guard  against  one  W.  E.  King,  Jr.,  fic- 
titiously representing  himself  as  an  agent  of  the 
Columbus  Mutual  Life  Insurance  Company  of  Co- 
lumbus, Ohio. 


TREASURER’S  REPORT 


Bank  balance,  August  31,  1940 $4,229.89 

September  credits  — .$  460.62 


Total  credits  ...$4,690.51 

September  expenditures  $ 779.94 


Actual  book  balance,  September  30,  1940. ...$3,910. 57 
Edwin  L.  Zander,  M.  D.,  Sec. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


OUACHITA  PARISH  MEDICAL  SOCIETY 
The  regular  monthly  meeting  of  the  Ouachita 
Parish  Medical  Society  was  called  to  order  October 
3,  1940,  at  7:30  p.  m.  by  Dr.  D.  T.  Milam,  presi- 
dent. The  minutes  of  the  meeting  of  June  6,  1940, 
were  read  and  approved. 

The  committee  appointed  at  the  previous  meeting 
to  consult  with  the  Mutual  Hospital  Association 
in  regard  to  their  letter  read  its  report;  it  was 
recommended  that  the  committee  submit  a written 
report  at  the  November  meeting. 

A motion  was  made  by  Dr.  R.  W.  O’Donnell  that 
the  society  tender  a birthday  party  to  Dr.  R.  W. 
Faulk  in  honor  of  his  seventy-eighth  birthday  and 
his  long  service  in  the  practice  of  medicine;  also 
that  the  president  appoint  a committee  to  draw  up 
a biography  of  Dr.  Faulk  and  invite  outsiders  to 
assist,  if  deemed  advisable.  This  was  discussed  by 
Drs.  Graves  and  Milam,  who  recommended  that 
the  committee  invite  a guest  speaker  and  that  the 
annual  (December)  meeting  be  dedicated  to  Dr. 
Faulk.  This  was  seconded  by  Dr.  Coon  and  passed. 


Dr.  George  Snellings  moved  that  the  annual  meet- 
ing be  called  the  “Faulk  Meeting,”  this  was 
seconded  and  passed.  Dr.  Milam  appointed  the 
following  committee:  Drs.  G.  Snellings,  Graves, 
Walsworth,  Gray,  Sr.,  and  McHenry. 

Dr.  Milam  stated  that  this  meeting  was  held  in 
compliance  with  Chapter  II,  Section  3,  of  the  By- 
Laws  which  provided  that  one  meeting  a year  shall 
be  set  apart  for  the  full  and  frank  discussion  of 
the  business  affairs  of  the  profession  of  the  parish. 
There  was  no  discussion  of  this  question. 

Dr.  Frost  announced  that  the  Southern  Tubercu- 
losis Conference  would  be  held  here  October  21,. 
22,  and  23. 

L.  L.  Titche,  M.  D.,  Sec. 

FOURTH  DISTRICT  MEDICAL  SOCIETY 

The  fall  meeting  of  the  Fourth  District  Medical 
Society  was  called  to  order  at  8 p.  m.,  September 
24,  1940,  in  the  amphitheater  of  the  Charity  Hos- 
pital by  Dr.  Charles  Gowen.  Seventy-seven  doctors 
were  present  from  the  tri-state  area.  The  minutes 
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of  the  previous  meeting  were  dispensed  with  in 
order  to  save  time.  Dr.  Riggs  introduced  Dr.  Neal 
Owens,  of  New  Orleans. 

PROGRAM 

Dr.  Julius  Wilson,  Assistant  Professor  of  Medi- 
cine at  Tulane  University,  New  Orleans,  was  in- 
troduced by  Dr.  Gowen.  Dr.  Wilson  outlined  a 
plan  for  tuberculosis  control  in  Louisiana.  He 
stated  that  2,000  more  beds  were  needed  and  that 
control  could  best  be  carried  out  by  division  of  the 
state  into  six  separate  centers  under  State  Board 
of  Health  direction.  He  estimated  that  by  1950 
Louisiana  should  have  26,000  beds  and  stated  that 
the  approximate  cost  would  be  $300,000  a year  for 
maintenance.  Dr.  Wilson  emphasized  the  impor- 
tance of  tuberculosis  control  for  prevention  of 
spread  to  non-tuberculous  individuals  of  the  state. 
Dr.  Wilson’s  presentation  was  discussed  by  Drs. 
Harrison,  Gilmer  and  Bender.  The  second  presenta- 
tion of  the  evening  was  by  Dr.  R.  R.  Kracke,  Pro- 
fessor of  Pathology  and  Bacteriology  at  Emory 
University,  Atlanta,  Georgia.  Dr.  Kracke  spoke  on 
infectious  mononucleosis.  Dr.  Kracke’s  long  ex- 
perience and  diagnostic  study  of  the  disease  make 
him  an  authority  on  the  subject.  His  presentation 
was  discussed  by  Drs.  Mathews,  Webb  and  Butler. 

Election  of  officers  followed  the  scientific  pro- 
gram with  these  results:  Dr.  W.  R.  Mathews  was 
nominated  for  president  and  elected  by  unanimous 
vote.  Dr.  J.  P.  Sanders  was  unanimously  elected 
vice-president.  Dr.  N.  J.  Bender  was  re-elected 
secretary. 

N.  Judson  Bender,  M.  D.,  Sec. 


SOUTHERN  MEDICAL  ASSOCIATION 
The  thirty-fourth  annual  meeting  of  the  South- 
ern Medical  Association  will  be  held  in  Louisville, 
Kentucky,  November  12-15.  As  usual  there  will  be 
a perfectly  splendid  group  of  essayists,  lecturers, 
and  demonstrators.  The  scientific  exhibit  will  be 
outstanding,  the  technical  exhibit  interesting,  and 
the  motion  pictures  very  instructive.  Distinguished 
medical  men  from  all  over  the  South  will  make  this 
week’s  convocation  an  outstanding  one.  On  the 
program  to  present  papers  are  the  following  phy- 
sicians from  Louisiana:  Drs.  Emma  Moss  and  J.  O. 
Weilbaecher,  Jr.,  C.  H.  Webb,  D.  N.  Silverman, 
G.  C.  Anderson,  H.  G.  F.  Edwards,  Howard  Ma- 
horner,  E.  L.  King,  E.  C.  Smith  and  D.  W.  Gold- 
man, R.  E.  Arnell,  C.  B.  Odom  and  M.  C.  Kolczun, 
Chapman  Reynolds.  Louisiana  is  well  represented 
also  in  the  scientific  exhibit  and  motion  picture 
presentation. 


DRAFT  EXAMINING  PHYSICIANS 


BOARD  NAME  AND  ADDRESS 

Acadia  #1..... H.  L.  Gardiner,  Crowley 

Acadia  #2 Rufus  Webb,  Rayne 

Allen Lofton  Gray,  Oakdale 

Ascension , H.  A.  Folse,  Donaldsonville 

Assumption W.  W.  Pugb,  Napoleonville 


BOARD  NAME  AND  ADDRESS 

Avoyelles Philip  Jeansonne,  Plaucheville 

Beauregard T.  R.  Sartor,  DeRidder 

Bienville J.  L.  Wade,  Arcadia 

Bossier J.  B.  Hall,  Jr.,  Benton 

Caddo  #1 W.  B.  Allums,  Shreveport 

Caddo  #2 H.  J.  Quinn,  Shreveport 

Caddo  #3 0.  C.  Rigby,  Shreveport 

Caddo  #4 J.  M.  Bodenheimer,  Shreveport 

Caddo  #5 C.  H.  Pardue,  Vivian 

Calcasieu  #1 Ben  Goldsmith,  Lake  Charles 

Calcasieu  #2 J.  G.  E.  Barham,  Lake  Charles 

Caldwell D.  O.  Sherman,  Columbia 

Cameron J.  D.  Colligan,  Hackberry 

Catahoula P.  W.  Calliham,  Harrisonburg 

Claiborne E.  A.  Campbell,  Homer 

Concordia E.  M.  Campbell,  Ferriday 

De  Soto H.  B.  Hewitt,  Mansfield 

E.  Baton  Rouge  #1 J.  J.  Robert,  Baton  Rouge 

E.  Baton  Rouge  #2-_.R.  G.  McMahon,  Baton  Rouge 

E.  Baton  Rouge  #3,.Wm.  Hays  Cook,  Baton  Rouge 

East  Carroll J.  P.  Davis,  Lake  Providence 

East  Feliciana. Clovis  Toler,  Clinton 

Evangeline Arthur  Vidrine,  Ville  Platte 

Franklin J.  D.  Rogers,  Winnsboro 

Grant A.  J.  Morat,  Colfax 

Iberia H.  J.  Dauterive,  New  Iberia 

Iberville Wm.  E.  Barker,  Jr.,  Plaquemine 

Jackson C.  S.  McDonald,  Jonesboro 

Jefferson  #1 Chas.  Gelbke,  Gretna 

Jefferson  #2 ...J.  S.  Kopfler,  Kenner 

Jefferson  Davis C.  A.  Martin,  Welsh 

Lafayette  #1 J.  O.  Duhon,  Lafayette 

Lafayette  #2 C.  K.  Olivier,  Lafayette 

Lafourche C.  J.  Barker,  Thibodaux 

LaSalle Erastus  Miller,  Jena 

Lincoln S.  L.  White,  Ruston 

Livingston M.  Williams,  Denham  Springs 

Madison H.  C.  Sevier,  Tallulah 

Morehouse W.  A.  Rodgei’s,  Bastrop 

Natchitoches M.  H.  Phelps,  Natchitoches 

Orleans  #1 M.  P.  Boebinger,  New  Orleans 

Orleans  #2 J.  J.  Archinard,  New  Orleans 

Orleans  #3 Dan  J.  Murphy,  New  Orleans 

Orleans  #4 L.  A.  Monte,  New  Orleans 

Orleans  #5 W.  G.  Troescher,  New  Orleans 

Orleans  #6 Edw.  Faget,  New  Orleans 

Orleans  #7 Frank  Chetta,  New  Orleans 

Orleans  #8 T.  A.  Jung,  New  Orleans 

Orleans  #9 T.  F.  Kirn,  New  Orleans 

Orleans  #10 Robyn  Hardy,  New  Orleans 

Orleans  #11 B.  J.  DeLaureal,  New  Orleans 

Orleans  #12 ...E,  W.  Guidry,  New  Orleans 

Orleans  #13 P.  G.  LaCroix,  New  Orleans 

Orleans  #14 Lucian  Landry,  New  Orleans 

Orleans  #15 P.  J.  Saleeby,  New  Orleans 

Orleans  #16 F.  L.  Jaubert,  New  Orleans 

Orleans  #17 J.  M.  Davidson,  New  Orleans 

Ouachita  #1 F.  P.  Rizzo,  Monroe 

Ouachita  #2 Ellis  Powell,  West  Monroe 

Plaquemines Ben  H.  Carlton,  Jr.,  Port  Sulphur 

Pointe  Coupee F.  F.  Rougon,  New  Roads 
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BOARD  NAME  AND  ADDRESS 

Rapides  #1 J.  T.  Cappel,  Alexandria 

Rapides  #2 R.  C.  Scott,  Lecompte 

Red  River W.  B.  Hunter,  Coushatta 

Richland  ... C.  C.  Thompson,  Delhi 

Sabine R.  L.  Parrott,  Zwolle 

St.  Bernard N.  P.  Trist,  Jr.,  Arabi 

St.  Charles P.  T.  Landry,  Norco 

St.  Helena H.  A.  Tynes,  Orangeville 

St.  James L.  O.  Waguespack,  Vacherie 

St.  John  the  Baptist J.  S.  Parker,  Reserve 

St.  Landry  #1 Albert  B.  Pavy,  Opelousas 

St.  Landry  #2 Harry  Jenkins,  Eunice 

St.  Martin J.  L.  Beyt,  St.  Martinville 

St.  Mary J.  C.  Berwick,  Berwick 

St.  Tammany H.  E.  Gautreaux,  Covington 

Tangipahoa  #1 M.  B.  Small,  Kentwood 

Tangipahoa  #2 R.  C.  Korniker,  Ponchatoula 

Tensas J.  Whitaker,  St.  Joseph 

Terrebonne H.  P.  St.  Martin,  Houma 

Union Geo.  A.  Ramsey,  Farmerville 

Vermilion M.  A.  Young,  Jr.,  Abbeville 

Vernon M.  W.  Talbot,  Leesville 

Washington E.  E.  Lafferty,  Bogalousa 

Webster S.  F.  Martin,  Minden 

West  Baton  Rouge D.  W.  Landess,  Port  Allen 

West  Carroll Dan  W.  Kelly,  Oak  Grove 

West  Feliciana C.  C.  Blakeney,  St.  Francisville 

Winn S.  C.  Fittz,  Winnfield 


MEDICAL  ADVISORY  BOARDS  FOR 
THE  DRAFT 

BOARD  #1 

HEADQUARTERS — CHARITY  HOSPITAL 

Internist S.  C.  Jamison,  Vice-Chairman, 

New  Orleans 

Surgeon Urban  Maes,  Chairman,  New  Orleans 

Otolaryngologist Val  Fuchs,  New  Orleans 

Ophthalmologist H.  F.  Brewster,  Secretary, 

New  Orleans 

Neuropsychiatrist G.  C.  Anderson,  New  Orleans 

Orthopedist H.  T.  Simon,  New  Orleans 

Pathologist J.  R.  Schenken,  New  Orleans 

Roentgenologist E.  R.  Bowie,  New  Orleans 

Dentist S.  D.  Gore,  New  Orleans 

BOARD  if 2 

II EADQ  U A RT  E R.S — T O URO  IN  FI  RM  AR  Y 

Internist Randolph  Lyons,  Chairman, 

New  Orleans 

Surgeon Alton  Ochsner,  New  Orleans 

Otolaryngologist. .F.  E.  LeJeune,  Vice-Chairman, 

New  Orleans 

Ophthalmologist- Victor  Smith,  New  Orleans 

Neuropsychiatrist T.  A.  Watters,  Secretary, 

New  Orleans 

Orthopedist Guy  A.  Caldwell,  New  Orleans 

Pathologist W.  H.  Harris,  New  Orleans 

Roentgenologist Leon  Menville,  New  Orleans 

Dentist... F.  J.  Wolfe,  New  Orleans 


BOARD  #3 

HEADQUARTERS— BAPTIST  HOSPITAL 
Internist Sam  Hobson,  Chairman,  New  Orleans 


Surgeon.'. R.  B.  Harrison,  New  Orleans 

Otolaryngologist Spencer  B.  McNair, 

New  Orleans 

Ophthalmologist Charles  Bahn,  New  Orleans 

Neuropsychiatrist Edmund  McC.  Connely, 

New  Orleans 

Orthopedist E.  D.  Fenner,  New  Orleans 

Pathologist E.  H.  Lawson,  Secretary, 

New  Orleans 

Roentgenologist L.  A.  Fortier,  New  Orleans 

Dentist S.  L.  Tiblier,  New  Orleans 


BOARD  #4 

HEADQUARTERS — OUR  LADY  OF  THE  LAKE 
SANITARIUM,  BATON  ROUGE 


Internist T.  C.  Paulsen,  Baton  Rouge 

Surgeon W.  B.  Chamberlin,  Baton  Rouge 

Neuropsychiatrist T.  H.  Pargen,  Jackson 

Ophthalmologist Rufus  Jackson,' Baton  Rouge 

Orthopedist T.  Jeff  McHugh,  Baton  Rouge 

Pathologist Brinsfield  King,  Baton  Rouge 

Radiologist.. Lester  J.  Williams,  Baton  Rouge 

Dentist Harry  J.  Babin,  Baton  Rouge 

BOARD  #5 

HEADQUARTERS— CHARITY  HOSPITAL,  LAFAYETTE 

Internist C.  C.  deGravelles,  Chairman, 

New  Iberia 

Surgeon O.  P.  Daly,  Lafayette 

Otolaryngologist Jos.  D.  Martin,  New  Iberia 

Ophthalmologist L.  B.  Long,  Lafayette 

Neuropsychiatrist L.  A.  Prejean,  Lafayette 

Orthopedist Albert  Tisdale,  Secretary, 

Lafayette 

Pathologist C.  E.  Hamilton,  Lafayette 

Roentgenologist ...John  Miles,  Lafayette 

Dentist James  A.  Comeaux,  Lafayette 


BOARD  #6 

HEADQUARTERS — ST.  PATRICK  HOSPITAL, 


LAKE  CHARLES 

Internist - J.  D.  Frazar,  De  Ridder 

Surgeon T.  H.  Watkins,  Lake  Charles 

Otolaryngologist O.  W.  Moss,  Lake  Charles 

Ophthalmologist D.  C.  lies,  Lake  Charles 

Neuropsychiatrist S.  F.  Hatchette,  Secretary, 

Lake  Charles 

Orthopedist R.  G.  Holcombe,  Lake  Charles 

Pathologist L.  A.  Hebert,  Chairman, 

Lake  Charles 

Roentgenologist G.  C.  McKinney,  Lake  Charles 

Dentist A.  W.  Guillory,  Lake  Charles 

BOARD  #7 

HEADQUARTERS— BAPTIST  HOSPITAL,  ALEXANDRIA. 

Internist O.  B.  Owen,  Alexandria 

Surgeon P.  K.  Rand,  Alexandria 

Otolaryngologist B.  M.  Wilson,  Alexandria 

Ophthalmologist N.  T.  Simmonds,  Alexandria 
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Neuropsychiatrist M.  S.  Freiman,  Pineville 

Pathologist Ralph  Lampert,  Alexandria 

Roentgenologist H.  0.  Barker,  Alexandria 

Dentist W.  B.  Barry,  Alexandria 

BOARD  #S 


HEADQUARTERS — ST.  FRANCIS  SANITARIUM, 
MONROE 

Internist M.  W.  Hunter,  Monroe 

Surgeon J.  Q.  Graves,  Monroe 

Otolaryngologist  & Ophthalmologist 

P.  L.  Perot,  Chairman,  Monroe 

Orthopedist Scott  Hamilton,  Secretary,  Monroe 

Neuropsychiatrist C.  P.  Gray,  Monroe 

Pathologist John  Pracher,  Monroe 

Roentgenologist D.  M.  Moore,  Monroe 

Dentist S.  A.  Collins,  Monroe 

BOARD  #9 

HEADQUARTERS — CHARITY  HOSPITAL, 
SHREVEPORT 


Internist Sam  Kerlin,  Chairman,  Shreveport 

Surgeon Joe  Heard,  Shreveport 

Otolaryngologist John  T.  Crebbin,  Shreveport 

Ophthalmologist John  L.  Scales,  Shreveport 

Neuropsychiatrist Dean  Duncan,  Shreveport 

Orthopedist H.  A.  Durham,  Shreveport 

Pathologist W.  R.  Mathews,  Secretary, 

Shreveport 

Roentgenologist W.  R.  Harwell,  Shreveport 

Dentist F.  M.  Talbot,  Shreveport 


FARM  SECURITY  ADMINISTRATION 
Mr.  Steele  T.  Kennedy,  Regional  Health  Special- 
ist of  the  FSA  has  sent  in  the  following  report  of 
parishes  in  which  group  medical  projects  are  oper- 
ating and  the  percentage  of  medical  bills  that  were 
paid  during  the  period  between  January  1 and  Jan- 
uary 30,  1940: 


Bossier 

100% 

Ouachita 

100% 

DeSoto 

97% 

Pointe  Coupee 

100% 

East  Carroll 

70% 

Red  River 

84% 

Evangeline 

100% 

Sabine 

95% 

Grant 

96% 

St.  Helena  ) 

Jackson 

74% 

East  Feliciana) 

57.5% 

Lafayette 

100% 

St.  Martin 

88% 

LaSalle 

'90% 

Webster 

68% 

Madison 

41% 

West  Carroll 

84% 

Morehouse 

71% 

Winn 

97% 

Natchitoches 

63% 

Note:  Lafayette,  Pointe  Coupee,  Webster,  Madi- 
son, St.  Martin,  St.  Helena,  East  Feliciana  and 
Natchitoches  parishes  operated  the  full  six  months’ 
period.  The  remaining  parishes  began  operations 
since  the  first  of  the  year  and  had  been  in  opera- 
tion from  three  to  five  months  during  the  above 
reporting  period. 

SOUTHERN  TUBERCULOSIS  CONFERENCE 
A very  successful  Southern  Tuberculosis  Con- 
ference was  held  in  Monroe,  Louisiana,  October  21- 
23.  This  meeting  was  attended  by  men  who  are  in- 


terested in  the  problems  of  tuberculosis  from  all 
over  the  South.  The  conference  dealt  not  only  with 
medical  subjects  but  there  was  also  a non-medical 
section  in  which  the  general  problems  of  tubercu- 
losis, where  they  touched  the  laity,  were  considered. 
There  were  speakers  from  points  in  the  North  and 
East  as  well  as  from  the  South.  Appearing  on  the 
program  were  the  following  men  from  Louisiana: 
Drs.  R.  H.  Frost,  P.  R.  Kilmer,  Julius  Wilson,  W. 
H.  Perkins,  who  spoke  at  the  general  session  on 
the  subject  “Types  of  Tuberculous  Infection  as  a 
Means  of  Epidemicity”;  Sydney  Jacobs,  who  pre- 
sented the  subject  “Negro  Outpatient  Pneumo- 
thorax,” and  Louis  F.  Knoepp.  Dr.  R.  Alec  Brown 
was  Chairman  of  the  Conference  of  State  Directors 
of  Tuberculosis  Control. 

HOSPITAL  DIRECTORS’  MEETING 
There  was  conducted  a ten-day  postgraduate  in- 
stitute for  superintendents  and  assistant  superin- 
tendents of  the  South  in  New  Orleans,  beginning 
October  21.  Participating  in  the  program  were  such 
distinguished  physicians  as  Dr.  James  A.  Hamilton, 
president  of  the  American  College  of  Hospital  Ad- 
ministrators, Dr.  S.  J.  Hall,  executive  officer  of  the 
U.  S.  Marine  Hospital,  Dr.  Leon  S.  Lippincott,  su- 
perintendent of  Vicksburg  Sanitarium,  Dr.  R.  C. 
Buerki,  superintendent  of  the  Wisconsin  General 
Hospital,  Dr.  Malcolm  T.  MacEachern,  associate  di- 
rector of  the  American  College  of  Surgeons,  as  well 
as  many  other  well-known  hospital  administrators 
and  physicians. 


NEWS  ITEMS 

Dr.  W.  J.  Otis  was  made  a councilor  of  the 
Southern  Psychiatric  Association  at  the  recent 
meeting  in  Jacksonville,  Florida. 

Assistant  Surgeon  Francis  J.  Weber  has  been  re- 
lieved from  duty  in  New  Orleans,  and  ordered  to 
proceed  to  Columbus,  Georgia,  for  duty  as  district 
health  officer. 


MENVILLE  TO  HEAD  CHARITY  HOSPITAL 
RADIOLOGY  DEPARTMENT 
Dr.  Leon  J.  Menville,  Professor  of  Radiology  at 
Tulane,  editor  of  “Radiology”  and  one  of  the  best 
known  radiologists  in  the  country,  has  been  se- 
lected as  part-time  head  of  the  Department  of  Ra- 
diology of  the  Charity  Hospital,  New  Orleans.  The 
Board  of  Administrators  at  the  hospital  is  to  be 
congratulated  on  the  selection  of  a man  known  na- 
tionally for  his  researches,  studies  and  writings  in 
his  specialty. 


GENERAL  HOSPITAL  TO  BE  FORMED  AT 
LOUISIANA  STATE  UNIVERSITY 
The  Surgeon  General  at  Washington  has  re- 
quested Dr.  B.  I.  Burns,  Dean  of  the  School  of 
Medicine,  Louisiana  State  University,  to  organize 
a military  general  hospital.  Dr.  Urban  Maes,  head 
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of  the  Department  of  Surgery,  will  organize  this 
hospital  unit. 


MILAM  SUPERINTENDENT  STATE 
HOSPITAL  AT  MONROE 
Mr.  J.  E.  Snee,  Director  of  the  Department  of 
Institutions,  has  announced  the  appointment  of 
Dr.  D.  T.  Milam,  of  Monroe,  as  Superintendent  of 
the  E.  A.  Conway  Charity  Hospital.  For  the  pres- 
ent, Dr.  Milam  will  be  honorary  superintendent 
until  the  hospital  is  opened,  expecting  this  event  to 
take  place  in  about  six  or  eight  months.  Dr.  Milam, 
a graduate  of  Tulane  in  1922,  is  President  of  the 
Ouachita  Parish  Medical  Society,  Secretary  of  the 
Louisiana  State  Urological  Society  and  is  Regi- 
mental Surgeon  of  the  156th  Infantry.  His  appoint- 
ment should  receive  universal  approbation. 


AID  TO  BRITISH 

Dr.  Joseph  Felsen,  one  of  the  Advisory  Chairmen 
of  the  Medical  and  Surgical  Supply  Committee 
writes  that  the  following  supplies  are  needed  by 
British  units:  Instruments  and  sterilizers;  band- 
ages and  adhesive;  drugs,  including  local  anti- 
septics, cardiac  and  circulatory  stimulants,  seda- 
tives and  narcotics,  sulfanilamide  group,  vitamin 
concentrates,  iron  preparations,  drugs  for  sub- 
cutaneous or  intravenous  use,  anti-diarrheal  drugs, 
analgesics,  antipyretics,  cathartics,  and  food  con- 
centrates. 


MATAS  MEDAL 

The  Matas  Vascular  Surgery  Award  created  by 
Mr.  Mike  S.  Hart,  in  memory  of  his  sister  Miss 
Violet  Hart,  is  to  be  awarded  for  the  third  time  on 
November  14,  1940. 

Under  the  terms  of  the  fund  created  by  Mr. 
Hart,  the  fund  was  to  be  administered  by  the  Board 
of  Administrators  of  the  Tulane  Educational  Fund. 
It  was  Mr.  Hart’s  request  that  a Committee  of 
Award  was  to  nominate  the  “North  American  Sur- 
geon who  has  contributed  outstanding  work  in  Vas- 
cular Surgery.”  The  Committee  of  Award  selected 
by  the  family  “shall  be  composed  of  three  Sur- 
geons, and  the  Surgeon  occupying  the  Chair  of 
Surgery  in  the  School  of  Medicine,  Tulane  Univer- 
sity.” The  family  selected  the  Committee  of  which 
Dr.  Emile  Bloch,  was  Chairman,  Dr.  Lucian  H. 
Landry,  Dr.  Isidore  Cohn,  and  Dr.  Alton  Ochsner, 
the  occupant  of  the  Chair  of  Surgery,  at  Tulane 
University. 

The  first  award  was  made  on  January  23,  1934 
and  Dr.  Mont  Reid,  Professor  of  Surgery  at  the 
University  of  Cincinnati,  was  the  recipient. 

In  making  a selection  of  the  recipient  of  the  first 
award,  the  Committee  considered  not  only  the  out- 
standing work  on  aneurysms  which  Dr.  Reid  had 
made,  but  they  particularly  wished  to  pay  tribute 
to  the  outstanding  work  which  he,  in  collaboration 
with  Dr.  Louis  Herrmann,  had  done  in  their  efforts 


to  develop  collateral  circulation  by  means  of  pass- 
ive vascular  exercise. 

Aside  from  Dr.  Reid’s  original  work  he  symbol- 
ized a liaison  between  the  present  and  the  past,  the 
living  bond  of  friendship  between  Dr.  Matas,  and 
his  own  contemporary  the  late  Dr.  William  S.  Hal- 
sted,  who  was  Dr.  Reid’s  teacher,  chief,  and  friend. 
The  Committee  could  not  help  taking  cognizance  of, 
and  the  opportunity  to  perpetuate  as  a memorial 
the  relationship  which  existed  between  the  two 
great  pioneers  in  vascular  surgery  in  the  United 
States,  Rudolph  Matas  and  William  S.  Halsted. 

The  second  award  was  made  to  Dr.  Reynaldo  dos 
Santos,  of  Lisbon,  Portugal,  in  1937. 

In  considering  an  available  candidate  for  the 
award,  the  Committee  with  the  approval  and  coun- 
sel of  Dr.  Matas,  took  cognizance  of  the  epoch 
making  contribution  of  the  Portuguese  School  of 
Vascular  Surgery,  notably  the  work  of  dos  Santos, 
Moniz,  Carvalbo,  and  their  associates.  The  commit- 
tee further  took  cognizance  of  the  epoch-making 
achievement  of  dos  Santos,  visualization  of  the  ab- 
dominal aorta  and  the  application  of  his  method  for 
visceral  radiography.  The  Committee  felt  that  this 
feat  had  opened  up  new  fields  to  those  interested  in 
differential  diagnosis  of  abdominal  disease;  there- 
fore, the  rules  of  the  fund  were  suspended  and  the 
honor  was  conferred  upon  Dr.  Reynaldo  dos  Santos. 

In  his  citation  of  dos  Santos,  Dr.  Matas  stated: 
“dos  Santos,  is  not  only  the  father  of  aortography 
and  of  a new  radio  vascular  method  of  visualizing 
the  abdominal  organs  which  he  has  brought  to 
light,  but  he  has  expanded  the  use  of  aortography 
in  its  relations  to  the  early  diagnosis  of  infections 
of  bone  and  still  more  by  revealing  the  vascular 
structure  and  architecture  of  bone  tumors  in  which 
the  type  of  vascularity  is  of  great  importance  in 
differentiating  between  the  benign  and  the  malig- 
nant growths.  Perhaps  even  more  striking  are  his 
radiograms  of  the  arteries  of  the  extremities  in 
their  relation  to  embolic  or  thrombotic  obstruction, 
senile  and  pre-senile  arteriosclerosis  and  especially 
aneurysms  in  which  he  has  been  a pioneer. 

“We  deem  it  a duty  and  an  honor  to  confer  upon 
him  the  Violet  Hart  Medal  as  the  best  token  of  our 
appreciation  and  admiration  for  his  merit,  and 
also,  of  our  respect  for  his  distinguished  colleagues 
and  associates  of  the  great  Portuguese  school 
which  he  so  worthily  represents.” 

This,  the  third  award  of  the  Matas  Vascular  Sur- 
gery Medal,  is  made  to  Dr.  Daniel  Collier  Elkin,  of 
Atlanta,  Georgia,  the  Joseph  Brown  Whitehead 
Professor  of  Surgery  of  Emory  University  in  At- 
lanta. Dr.  Elkin  is  a native  of  Kentucky  and  a 
Graduate  of  Yale  University.  His  medical  educa- 
tion was  obtained  at  Emory  University  in  Atlanta, 
from  which  he  graduated  in  1920.  His  surgical 
training  was  obtained  at  Peter  Bent  Brigham  Hos- 
pital, in  Boston,  where  he  served  successively  as  a 
Surgical  House  Officer,  Assistant  Resident  Sur- 
geon, and  Resident  Surgeon. 
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Dr.  Elkin  had  the  great  privilege  to  serve  under 
and  be  inspired  by  the  late  Harvey  Cushing,  dean 
of  brain  surgeons  of  the  world. 

In  1924,  he  returned  to  Atlanta  and  became  con- 
nected with  Emory  University,  where  he  taught 
anatomy,  surgical  pathology,  and  surgery  until 
1929,  when  he  was  made  Professor  of  Surgery  and 
Chief  Surgeon  to  the  Emory  University  Hospitals. 

In  1939,  the  Whitehead  Foundation  endowed  the 
Chair  of  Surgery  to  which  he  was  appointed,  and 
he  now  holds  the  title  of  Joseph  Brown  Whitehead 
Professor  of  Surgery.  Dr.  Elkin  is  a member  of 
the  American  College  of  Surgeons,  Southern  Sur- 
gical Association,  American  Association  for  Thor- 
acic Surgeons,  Society  of  Clinical  Surgery,  and  the 
American  Surgical  Association. 

Since  1924,  Dr.  Elkin  has  published  many  papers 
on  vascular  surgery.  His  experience  in  the  treat- 
ment of  aneurysms  and  wounds  of  the  heart  has 
been  unusually  large. 

Interest  in  diagnosis  and  treatment  of  wounds  of 
the  heart  has  stimulated  his  associates  to  such  an 
extent  that  they  are  ever  on  the  alert  for  these 
cases;  consequently  many  patients  are  seen,  diag- 
nosed early  and  promptly  treated.  In  1939  he  re- 
ported 22  heart  wounds  operated,  with  recovery  of 
50  per  cent  of  the  patients. 

His  most  notable  contribution  has  been  his  work 
on  diagnosis  and  treatment  of  wounds  of  the  heart. 
A recent  notable  achievement  has  been  the  success- 
ful treatment  of  an  aneurysm  of  the  abdominal 
aorta  by  ligation. 

There  are  probably  between  30  and  40  recorded 
cases  in  which  the  abdominal  aorta  has  been  ligated, 
of  these  not  more  than  10  or  12  in  which  the  liga- 
tion has  been  done  for  an  aneurysm  of  the  aorta 
itself.  The  first  successful  ligation  and  cure  of  an 
aneurysm  of  the  aorta  by  ligation  was  by  Rudolph 
Matas,  in  whose  honor  the  medal  was  created.  Re- 
cently Dr.  Bigger,  of  Richmond,  Virginia,  recorded 
the  cure  of  an  abdominal  aortic  aneurysm  by  the 
Matas  aneurysmorrhaphy  method. 

Dr.  Elkin  has  recently  reported  an  abdominal 
aortic  aneurysm  operated  by  him  in  which  he  used 
cotton  tape  ligatures  such  as  Dr.  Matas  used  in  his 
case  in  1923.  His  patient  is  relieved  of  all  symp- 
toms and  has  returned  to  his  active  duties. 

Dr.  Elkin’s  work  has  commanded  the  attention, 
admiration,  and  respect  of  the  surgical  world. 

In  making  the  nomination  for  the  award,  the 
Committee  salutes  a Southern  gentleman,  a sur- 
geon of  note,  a teacher  worthy  of  his  opportunity 
and  a modest,  unassuming  student. 

The  Committee  salutes  Dr.  Elkin. 

We  congratulate  Dr.  Elkin,  not  only  on  having 
been  chosen  because  of  his  own  merit  to  receive  this 
reward,  but  because  he  is  fortunate  in  being  able 
to  receive  it  directly  from  the  hands  of  the  master 
surgeon,  the  pioneer  in  modern  vascular  surgery, 
Rudolph  Matas. 

Isidore  Cohn. 


CIVIL  SERVICE  OPENINGS 

The  Civil  Service  Commission  announces  that 
enough  applications  have  been  received  to  meet  the 
prospective  need  for  temporary  and  part-time 
civilian  medical  officers  in  connection  with  the 
Army  expansion.  Receipt  of  applications  closed 
Monday,  October  14. 

The  Commission  calls  attention  to  the  fact,  how- 
ever, that  there  is  an  urgent  need  for  medical  of- 
ficers and  senior  and  associate  medical  officers  to 
fill  permanent  positions  in  other  agencies.  Applica- 
tions will  be  recevied  until  further  notice.  The  posi- 
tions pay  from  $3,200  to  $4,600  a year.  Fourteen 
specialized  branches  of  medicine  are  included. 

Full  information  and  application  forms  for  these 
examinations  may  be  obtained  at  the  office  of  the 
Secretary,  Board  of  U.  S.  Civil  Service  Examiners 
at  any  first-  or  second-class  post  office,  or  from 
the  U.  S.  Civil  Service  Commission,  Washington,  D. 
C.,  or  from  any  of  the  Commissioner’s  district  of- 
fices. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  morbidity  report  of  the  Bureau  of  Epidemi- 
ology of  the  Louisiana  State  Board  of  Health  for 
the  week  ending  September  21  showed  the  follow- 
ing reportable  diseases  occurring  in  numbers 
greater  than  ten:  177  cases  of  syphilis,  49  of  pul- 
monary tuberculosis,  30  of  cancer,  29  of  pneumonia, 
and  23  of  typhoid  fever.  The  typhoid  fever  patients 
were  scattered  throughout  the  state  with  not  more 
than  three  cases  occurring  in  any  one  parish,  ex- 
cept in  Pointe  Coupee  which  had  eight  instances. 
It  is  regrettable  that  eight  cases  of  poliomyelitis 
were  reported,  four  from  Caddo  and  the  others  xrn- 
spectively  from  Bienville,  Calcasieu,  DeSoto  and 
Ouachita.  During  the  same  period  a case  of  typhus 
fever  was  reported  in  each  of  these  parishes : 
Iberia,  Lafayette,  Lafourche,  Orleans,  St.  Martin, 
and  Vermilion.  For  the  thirty-ninth  week  of  the 
year  closing  September  28,  syphilis  again  led  all 
reportable  diseases  with  129  instances.  There  were 
listed  also  49  cases  of  pulmonary  tuberculosis,  30 
of  cancer,  28  of  gonox-rhea,  24  of  typhoid  fever,  22 
of  malaria,  20  of  pneumonia,  and  11  of  trachoma. 
This  week  again  was  charactei-ized  by  the  occur- 
l-ence  of  several  cases  of  poliomyelitis,  Bienville, 
Franklin,  Mox-ehouse,  and  Red  River  each  reporting 
one  instance;  Iberia  and  Orleans  each  repoi’ted  two 
cases  and  Caddo  four.  Again  this  week  typhoid 
fever  was  scattei-ed  throughout  the  state;  no  par- 
ish reported  more  than  three  cases  except  Lafay- 
ette with  six.  For  the  week  which  ended  October 
5,  there  were  listed  160  cases  of  syphilis,  30  of  can- 
cer for  the  third  consecutive  week,  31  of  pulmonary 
tuberculosis,  23  of  pneumonia,  17  of  gonorrhea,  11 
of  malaria,  and  10  of  typhoid  fever.  Four  cases  of 
poliomyelitis  weirn  listed  this  week,  one  each  from 
Avoyelles,  Claiborne,  Sabine  and  Webster  parishes. 
There  were  noted  also  six  cases  of  typhus  fever 
scattered  throughout  the  state,  while  of  the  10  im- 
ported cases  of  typhoid  fever  no  more  than  two 
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came  from  any  one  parish.  During  the  forty-first 
week  of  the  year,  ending  October  12,  there  were 
reported  138  cases  of  syphilis,  36  of  gonorrhea,  27 
each  of  cancer,  pneumonia,  and  pulmonary  tuber- 
culosis, and  19  of  malaria.  This  week  the  typhoid 
fever  cases  were  reduced  to  eight  with  only  one 
parish  reporting  more  than  one  case,  and  in  this 
instance  but  two.  There  were  three  cases  of  polio- 
myelitis and  seven  of  typhus  fever. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  reported  109  deaths  in  the  City  of  New 
Orleans  for  the  week  ending  September  14  as  con- 
trasted with  118  the  previous  week.  These  deaths 
were  divided  racially  61  white  and  48  colored;  nine 
of  the  deaths  were  in  children  under  one  year  of 
age.  A very  sharp  increase  in  the  number  of  deaths 
occurred  in  the  week  of  September  21.  Of  the  148 
deaths,  .90  were  white  and  58  negro;  19  were  in 
children  under  one  year  of  age.  The  marked  in- 
crease in  the  number  of  deaths  for  the  week  of 
September  21  was  followed  by  a sharp  fall  during 
the  next  week  which  closed  September  28,  there  be- 
ing 112  citizens  who  died  in  this  particular  week. 
The  number  of  deaths  was  divided  almost  equally 
between  the  two  races  and  there  were  10  infant 
deaths.  The  death  incidence  in  New  Orleans  for 
the  past  four  weeks  has  fluctuated  rather  marked- 
ly. For  the  week  which  closed  October  5,  the  deaths 
went  up  sharply,  153  people  expiring  this  week. 
There  was  little  change  in  the  negro  death  rate,  but 
the  number  of  white  deaths  was  thirty-six  more 
than  the  previous  week.  In  the  infant  death  col- 
umn appeared  13  deaths,  seven  white  and  six  negro 
babies. 


WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president— Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 


Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 


NEWS  OF  LOCAL  GROUPS 
Orleans  Parish 

The  Woman’s  Auxiliary  to  the  Orleans  Parish 
Medical  Society  held  its  first  meeting  and  recep- 
tion Wednesday,  October  9,  at  3:00  p.  m.  at  the  Or- 
leans Club.  The  meeting  was  called  to  order 
promptly  by  our  president,  Mrs.  Aynaud  Hebert, 
the  ladies,  in  their  new  fall  gayness  being  eager  to 
hear  the  names  of  the  members  appointed  to  the 
committee  for  nominating  the  president-elect. 
Committee  chairmen  gave  interesting  reports. 
New  members  of  the  auxiliary  were  introduced  and 
cordially  received. 

Following  the  usual  order  of  business,  Dr.  Mil- 
dred Christian,  Assistant  Professor  of  English  at 
Newcomb  College,  reviewed  “How  Green  Is  My 
Valley.” 

The  tea  table  was  lovely  with  a centerpiece  of 
chrysanthemums;  Mrs.  Andrew  Friedrichs  and 
Mrs.  Jonas  W.  Rosenthal  presided.  Among  the 
gracious  hostesses  for  the  afternoon  were  Mes- 
dames  Charles  Wood,  Solon  Wilson,  Charles  Wil- 
liams, Charles  Wheeler,  J.  O.  Weilbaecher,  Jr.,  Ar- 
thur Weil,  William  Wagner,  Fred  Vaughan,  Curtis 
Tyrone,  R.  W.  Todd,  I.  Tedesco,  J.  G.  Stulb,  L.  H. 
Strug,  Wilbur  Smith,  J.  L.  Wilson,  R.  M.  Wil- 
loughby, M.  C.  Wilensky,  H.  L.  Weinberger,  J.  S. 
Webb,  T.  J.  Walshe,  E.  B.  Vickery,  Randolph  Uns- 
worth,  W.  G.  Troescher,  N.  F.  Thiberge,  J.  W.  Ted- 
der, Jack  Strange,  John  Smythe,  Lee  Schlesinger. 

Mrs.  Donovan  C.  Browne, 
Publicity  Chairman. 


SECOND  DISTRICT 

The  regular  monthly  meeting  of  the  Auxiliary 
to  the  Second  District  Medical  Society  was  held  Oc- 
tober 15,  at  2:30  p.  m.  at  the  home  of  Mrs.  J.  Earle 
Clayton,  of  Norco. 

Members  of  the  auxiliary  have  been  busy  during 
the  summer  months  making  Red  Cross  refugee 
garments  and  layettes,  and  collecting  scrap  books 
for  distribution  to  the  hospitals. 

Mrs.  P.  A.  Donaldson, 
Publicity  Chairman. 


Respectfully  submitted, 
Mrs.  Jonas  W.  Rosenthal, 
Press  and  Publicity  Chairman. 


BOOK  REVIEWS 


Virus  and  Rickettsial  Diseases'-  A symposium 
held  at  the  Harvard  School  of  Public  Health, 
June,  1939.  Cambridge,  Harvard  University 
Press,  1940.  Pp.  907.  Price  $6.50. 

In  June,  1939  a symposium  on  the  virus  and 
rickettsial  diseases  was  held  at  Harvard  School  of 


Public  Health.  The  present  volume  contains  the 
various  papers  that  were  presented  at  the  sym- 
posium. Without  exception  the  authors  are  men 
very  well  qualified  to  discuss  the  particular  sub- 
jects assigned  to  them.  There  can  be  no  ques*- 
tion  as  to  the  authenticity  of  the  material  and 
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the  firsthand  knowledge  of  the  writers  concerning 
those  thing's  which  they  presented  last  year. 

Space  will  not  permit  a review  of  each  of  the 
papers.  Suffice  it  to  say  that  as  in  any  symposium 
there  are  naturally  some  variations  in  the  pre- 
sentations, but  without  in  any  way  drawing  dis- 
tinctions it  can  be  written  that  all  of  these  are 
good  but  a few  of  the  presentations  are  a bit 
better. 

A man  interested  in  virus  and  rickettsial  dis- 
eases will  need  this  compilation  as  a reference 
book.  To  the  man  who  is  unfamiliar  with  the 
virus  and  rickettsial  diseases  the  book  will  be  of 
tremendous  assistance  because  it  not  only  deals 
with  the  specific  diseases  but  also  it  discusses  the 
general  problems  that  have  to  do  with  the  virus 
and  with  the  rickettsial  disorders.  The  whole 
work  is  a credit  to  the  Harvard  School  of  Public 
Health. 

J.  H.  Musser,  M.  D. 


Gynecologic  Operations  and  Their  Topographic- 

anatomic  Fundamentals:  By  Heinrich  Martius. 

Chicago,  S.  B.  Debour,  1939.  Pp.  486.  Price 

$10.00. 

This  is  a most  complete  book  on  the  funda- 
mentals of  the  anatomy  of  gynecologic  operations. 
It  does  not  deal  with  pre-  or  postoperative  care. 

The  contents  are  divided  into  six  chapters  each 
fully  illustrated.  Incidentally  the  drawings  are 
well  done,  being  excellently  descriptive  and  the 
note  under  each  illustration  well  narrated. 

The  operative  methods  do  not  differ  from  our 
own  except  for  the  chapter  on  curettage  of  the 
uterus  where  the  use  of  the  laminaria  stem  is 
depicted;  however  the  translator  has  a footnote 
wherever  a difference  occurs. 

This  volume  should  be  especially  useful  for  the 
resident  who  chooses  this  specialty  and  a boon 
for  the  specialist  who  wishes  to  refer  quickly  to 
some  procedure. 

The  chapter  on  vesicovaginal  fistula  deserves 
special  praise  for  it  brings  forth  the  essentials 
in  the  repair  of  these  defects.  Having  done  a lot 
of  work  in  this  field,  I was  surprised  to  find  that 
my  clinical  work  so  closely  coincides  with  the 
author  and  I would  have  been  saved  the  effort  of 
practical  experience  had  I chanced  upon  this  vol- 
ume previous  to  my  efforts. 

To  continue  on  would  only  further  whet  the 
appetite  for  the  perusal  of  this  book.  May  I, 
however,  warn  the  novice  that  pre-  and  postopera- 
tive care  is  sometimes  more  important  than  the 
operation. 

M.  Lyon  Stadiem,  M.  D. 


Anatomy  and  Physiology:  By  Frederic  T.  Jung, 

B.  S.,  Ph.  B.,  M.  D.;  Anna  Ruth  Benjamin,  B. 

A. ,  M.  D.,  and  Elizabeth  Carpenter  Earle, 

B.  A.,  R.  N.  Philadelphia,  F.  A.  Davis  Com- 
pany, 1939.  Pp.  637.  Price  $3.50. 


This  is  a better  than  average  textbook  on  anat- 
omy and  physiology  designed  particularly  for  use 
in  teaching  nurses.  The  systems  of  the  body  are 
discussed  separately  from  the  anatomic  and  the 
physiologic  point  of  view  and  the  authors  have 
successfully  steered  a middle  course  between 
brevity  and  fullness.  Each  chapter  is  preceded 
by  a preview  and  is  broken  down  into  integral 
topics.  Each  topic  has  its  own  preview  and  many 
correlative  applications  are  given  in  connection 
with  the  discussions  of  the  topics.  At  the  end  of 
each  chapter  there  are  suggestions  for  laboratory 
practice  and  study  projects.  The  text  is  well 
printed  on  a two  column  page  and  is  particularly 
well  illustrated.  Deserving  special  comment  are 
the  striking  photographs  of  a living  model  show- 
ing certain  muscles  which  are  more  often  involved 
in  nursing  practices. 

In  attempting  to  simplify  the  presentation  of 
the  material,  it  seems  to  the  reviewer  that  the 
authors  have  in  some  instances  broken  up  the 
material  into  units  which  are  too  small,  since,  in 
these  instances,  the  preview  and  summary  occupy 
almost  as  much  space  as  the  descriptive  material 
presented.  The  text  would  be  improved  by  cross 
references  as,  for  example,  in  the  case  of  the 
electrocardiogram  which  is  referred  to  on  pages 
66,  191,  203  and  289  but  is  not  described  until 
page  293. 

H.  S.  Mayerson,  Ph.  D. 


Electrocardiographic  Patterns:  By  Arlie  R.  Barnes, 

M.  D.  Baltimore,  Charles  C.  Thomas,  1940.  Pp. 

197.  Price  $5.00. 

This  book  passes  over  the  usual  consideration 
of  arrhythmias  and  emphasizes  only  the  electro- 
cardiographic patterns  indicative  of  myocardial 
disease.  The  changes  of  importance  in  diagnosis 
are  systematically  covered  with  stress  given,  as  it 
should  be,  to  the  effects  of  coronary  disease  and 
its  resultants,  particularly  myocardial  infarction. 
Acute  and  chronic  ventricular  strain,  both  left  and 
right  sided,  is  discussed.  The  effects  on  the  elec- 
trocardiogram of  such  conditions  as  pericarditis, 
drugs,  metabolic  disorders,  and  infections,  are 
clearly  outlined.  In  each  instance  evidence  from 
the  literature  is  correlated  with  the  author’s  own 
experiences  and  a brief  summary  made  of  the  im- 
portant findings.  Descriptive  cases  add  much  to 
the  discussion,  and  the  illustrative  tracings  are 
well  chosen  to  demonstrate  clearly  the  points  in 
question. 

Chest  leads,  including  normal  standards,  are 
taken  up  and  discussed  in  detail.  Comparison  of 
tracings  obtained  by  the  various  methods  of  lead 
connections  is  given  in  the  final  chapter  but 
throughout  the  text  the  author  uses  the  old  scheme 
which  gives  curves  upside  down  to  the  present 
standards.  This  is  regrettable  since  standardiza!- 
tion  of  chest  leads  by  a committee  of  the  American 
Heart  Association  has  completely  outmoded  the 
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tracings  as  represented  throughout  the  text.  This 
feature  of  the  book  will  cause  much  confusion, 
particularly  to  those  not  well  acquainted  with  the 
fundamentals  of  electrocardiography.  However,  the 
book  supplies  a long  felt  need  and  represents  a 
valuable  analysis  and  compilation  of  our  knowledge 
in  a most  important  field  of  electrocardiography. 

Wm.  A.  Sodeman,  M.  D. 

Life  and  Letters  of  F.  H.  Garrison:  By  S.  R. 

Kagan,  M.  D.  Boston,  Medico-historical  Press, 

1938.  Pp.  287 ; por.  Price  $3.00. 

Fielding  Hudson  Garrison  (1870-1935)  was  a 
great  medical  historian  and  bibliographer.  His 
“Introduction  to  the  History  of  Medicine”  has  re- 
mained a standard  reference  work  for  more  than 
a quarter  of  a century.  It  is  not  only  a mine  of 
historical  information,  but  a beautifully  written 
book  laden  with  many  references  which  give  in- 
dication of  Garrison’s  broad  culture,  background, 
and  his  love  of  music  as  well  as  his  great  store 
of  historical  information. 

Kagan’s  life  of  Garrison  is  a disappointment, 
being  written  in  a slipshod  fashion.  It  not  only 
fails  to  leave  with  one  a clear  picture  of  Garrison, 
but  totally  lacks  any  attempt  to  study  the  factors 
that  influenced  the  development  of  Garrison’s  at- 
titudes and  ideals.  One  can  only  hope  that  a more 
sympathetic,  understanding  and  thorough  study  of 
Garrison  will  some  day  appear.  Garrison  could  and 
should  be  the  subject  of  a biography  of  the  quality 
of  Cushing’s  “Osier.” 

The  letters  of  Garrison,  however,  rescue  the 
book,  and  make  it  worth  the  price  of  purchase.  In 
a day  when  letter  writing  as  an  art  had  largely 
declined,  and  unaided  by  the  convenience  of  a sec- 
retary, Garrison  wrote  numerous  and  exquisite 
letters.  He  thinks  freely  and  clearly  on  paper.  His 
thoughts  roam  the  universe  and  many  passages  of 
great  beauty  as  well  as  innumerable  items  of  in- 
formation cram  full  the  pages.  Garrison’s  compare 
favorably  with  the  best  in  American  letters;  they 
have  many  of  the  qualities  and  remind  one  of  those 
of  William  James  and  Henry  Adams.  The  book  is 
recommended  with  the  suggestion  that  the  reader 
skip  the  “Life”  and  read  the  “Letters”  of  Gar- 
rison in  order  to  obtain  not  only  the  pleasure  of 
reading  a group  of  splendid  letters,  but  in  order 
to  secure  a picture  of  Garrison  as  he  so  ably  re- 
veals himself  in  his  letters. 

B.  Bernard  Weinstein,  M.  D. 


The  Surgery  of  Injury  and  Plastic  Repair:  By 
Samuel  Foman,  Ph.  D.,  M.  D.  Baltimore,  The 
Williams  and  Wilkins  Co.,  1939.  Pp.  1409.  Price 
$15.00. 

This  comprehensive  volume  is  encyclopedic  in  its 
development.  Specific  consideration  of  essentially 
all  phases  of  plastic  surgery  is  accomplished.  The 
entire  book  is  profusely  illustrated  and  is  an  ex- 
cellent source  of  reference  for  one  seeking  infor- 


mation relative  to  a specific  phase  of  plastic  sur- 
gery. Due  to  the  comprehensive  inclusion  of  de- 
tailed procedures,  the  descriptions  of  technic,  and 
the  impossibility  of  assuming  evaluations  of  tech- 
nic, the  book  will  be  of  considerably  more  interest 
to  the  specialist  than  to  the  student,  the  general 
practitioner,  or  general  surgeon. 

Neal  Owens,  M.  D. 


The  Diagnosis  and  Treatment  of  Pulmonary  Tu- 
berculosis: By  John  B.  Hawes,  2nd,  M.  D.,  and 
Moses  ,1.  Stone,  M.  D.  Philadelphia,  Lea  and 
Febiger,  1940.  Pp.  260.  Price  $2.75. 

The  second  edition  of  this  useful  little  book  has 
been  brought  up  to  the  minute  by  the  junior  au- 
thor. The  elimination  of  all  “frills”  which  marked 
the  original  work  has  been  carried  further.  Con- 
densation of  many  of  the  chapters  has  made  it 
possible  to  add  more  illustrations,  new  material  on 
collapse  therapy,  and  new  chapters  on  allergy- 
immunity  and  mental  aspects  of  tuberculosis  with- 
out increasing  the  bulk  or  the  expense  of  the  book. 
The  bibliographic  material  appended  to  each  chap- 
ter is  excellent. 

This  book  is  highly  to  be  recommended  to  physi- 
cians and  medical  students  as  the  most  up-to-date 
and  compact  treatise  obtainable  on  the  subject  of 
tuberculosis. 

Julius  Lane  Wilson,  M.  D. 
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A PLEA  FOR  WIDER  EMPLOYMENT 
OF  THE  ROENTGEN  RAYS  IN  EX- 
AMINATION OF  THE  LUNGS* 

B.  R.  KIRKLIN,  M.  D.f 
Rochester,  Minnesota 

Employment  of  the  roentgen  rays  for  ex- 
amination of  the  lungs  was  one  of  their 
earliest  applications  to  clinical  medicine, 
and  the  progress  of  the  method  either  was 
witnessed  by,  or  is  a familiar  story  to,  most 
physicians.  Today  this  test  is  demanded 
almost  as  a routine  in  hospitals  and  clinics 
everywhere,  but  in  practice  outside  such 
institutions  the  method  is  used  sparingly, 
far  too  sparingly  in  my  opinion.  It  is  true 
that  in  a majority  of  cases  pulmonary  af- 
fections can  be  identified  clinically,  and  I 
have  deep  respect  for  the  skill  with  which 
such  diagnoses  often  are  made.  In  too  many 
instances,  however,  the  symptoms,  signs  and 
ordinary  laboratory  tests  are  inadequate  to 
make  the  differential  diagnosis,  to  disclose 
complications,  to  determine  the  exact  site 
and  extent  of  the  lesion,  or  even  to  establish 
or  exclude  the  existence  of  disease.  In  such 
instances  roentgenologic  examination  in 
competent  hands,  will  seldom  fail  to  give  de- 
cisive information,  and  even  when  the  clini- 
cal analysis  is  fairly  complete  and  accurate 
the  roentgenologic  investigation  usually  will 
furnish  valuable  additional  facts. 

Of  all  the  senses  that  of  vision  is  most 
comprehensive  and  most  dependable.  Seeing 

*Read  before  the  sixty-first  annual  meeting-  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 

: April  23,  1940. 

fFrom  the  Section  on  Roentgenology,  The  Mayo 
Clinic,  Rochester,  Minn. 


is  believing  and  the  visual  evidence  supplied 
-by  the  roentgenogram  is  far  more  convinc- 
ing than  inferences  derived  from  the  anam- 
nesis and  physical  examination.  In  the 
normally  transradiant  lungs  anatomic 
changes,  however  slight,  are  depicted  in 
shadows  that  are  almost  as  capable  of  diag- 
nostic interpretation  as  a pathologic  speci- 
men. This  does  not  imply  that  clinical  ex- 
amination should  be  superseded  by  the 
roentgenologic  method,  for  symptoms  and 
physical  signs  are  primary  indexes  that  can 
rarely  be  omitted  from  consideration,  but 
they  vary  in  diagnostic  value  so  widely 
among  diseases  of  the  lungs,  among  dif- 
ferent stages  of  disease  and  among  individ- 
ual patients  that  in  most  cases  supplemen- 
tary information  is  requisite  for  confident 
and  complete  diagnosis.  Usually  roentgen- 
ograms will  furnish  this  information. 

CLASSIFICATION  OF  PATIENTS 

On  the  basis  of  clinical  manifestations  pa- 
tients may  be  classified  in  four  groups:  (1) 
A group  in  which  symptoms  and  signs  are 
trivial,  vague  and  inconclusive  with  regard 
to  the  existence  of  pulmonary  disease.  (2) 
A group  in  which  the  clinical  manifestations 
are  attributable  to  disease  of  organs  other 
than  the  lungs  and  thus  are  often  highly  de- 
ceptive. (3)  A group  in  which  the  clinical 
data  are  definitely  indicative  of  a pulmon- 
ary affection  but  are  indecisive  as  to  its 
nature.  (4)  A group  in  which  the  anamnesis 
and  physical  signs  point  unerringly  to  a 
specific  diagnosis,  but  often  fail  to  disclose 
facts  that  are  of  practical  significance.  In 
all  of  these  groups  roentgenologic  examina- 
tion is  either  indispensable  or  desirable. 

In  the  first  group  of  patients,  those  who 
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have  few  or  no  symptoms  and  none  that  are 
diagnostic,  almost  any  of  the  multitude  of 
pulmonary  diseases  may  occasionally  be 
represented,  especially  those  in  an  early 
stage.  Most  conspicuous  and  common 
among  them  is  early  tuberculosis,  for  in  a 
large  proportion  of  cases  the  clinical  exami- 
nation is  indecisive,  either  as  to  the  exist- 
ence of  a lesion  or  as  to  its  character.  Here 
the  roentgenologic  examination  offers 
extraordinarily  valuable  service. 

Sampson  and  Brown1  have  said:  “Today 
we  have  progressed  to  the  stage  where  we 
call  no  man  sound  pulmonically  until  his 
stereoscopic  roentgenograms  have  been 
found  to  be  normal,  and  consider  the  roent- 
genologic study  as  much  a part  of  the 
routine  examination  of  the  lungs  as  the 
stethoscopic,  or,  indeed,  as  the  examination 
of  the  sputum.”  Again  they  have  said:  “The 
time  is  now  upon  us  ...  . when  it  will  no 
longer  do  for  us  to  wait  for  the  development 
of  clinical  pulmonary  tuberculosis  before  at- 
tempting to  control  it.  We  must  discover 
which  individuals  have  definite  pulmonary 
lesions  and  endeavor  so  to  direct  their  lives 
that  the  disease,  undiscoverable  by  physical 
signs,  to  be  revealed  only  by  roentgenology, 
may  make  no  further  advances.” 

X-RAY  FINDINGS 

Roentgenologic  manifestations  of  early 
tuberculosis  in  adults  are  of  two  principal 
varieties.  The  first  and  most  common 
variety  is  a delicate  conical  or  fan-shaped 
shadow  resembling  a caterpillar’s  web,  in  an 
upper  lobe  opposite  the  first  or  second  inter- 
space wih  its  apex  toward  the  hilum  and  its 
base  at  the  periphery  of  the  lung.  In  the 
second  variety  the  lesions  have  the  same 
situation  as  in  the  first,  but  are  irregular  in 
shape  and  vary  in  diameter  from  1 or  2 mm. 
to  several  centimeters.  Their  shadows  may 
be  discrete,  or  closely  aggregated  and  are 
relatively  faint,  especially  at  their  peri- 
phery. In  both  varieties  the  bronchovascu- 
lar  trunk  leading  to  the  affected  region  is 
accentuated. 

Clinical  recognition  of  hematogenous  mil- 
iary tuberculosis  of  the  lungs  arising  from  a 
small  focus  in  the  lungs  or  elsewhere  is 
scarcely  possible.  Roentgenologically  the 


tubercles  appear  as  myriad  minute  flecks 
scattered  over  both  lungs  and  resembling 
the  cut  surface  of  a fine  grained  sponge. 
The  picture  is  almost  but  not  quite  pathog- 
nomonic, for  it  must  be  distinguished  from 
that  of  pneumoconiosis  and  of  miliary 
metastasis. 

Primary  tuberculosis  of  children  often 
gives  rise  to  pronounced  mediastinal  or 
hilar  lymphadenopathy  as  revealed  by  a 
widened  median  shadow  or  accentuation  of 
the  hilar  shadow  on  the  affected  side.  The 
Ghon  focus  in  the  parenchyma  may  be  visi- 
ble as  a round  or  irregularly  shaped  shadow 
in  any  of  the  lobes,  especially  in  their  lower 
portion  or  in  the  hilar  region.  As  a rule  its 
appearance  resembles  that  of  coarsely 
ground  glass,  and  this  in  association  with 
the  obvious  lymphadenopathy  serves  to  dis- 
tinguish the  lesion  from  bronchopneumonia 
or  lobar  pneumonia,  although  occasionally 
roentgenologic  distinction  is  difficult. 

During  recent  years  the  discovery  and 
diagnosis  of  pneumoconiosis  in  its  numer- 
ous varieties  have  become  increasingly 
important.  Not  merely  coal  miners,  quar- 
rymen  and  cement  workers,  but  all  those 
engaged  in  dusty  occupations,  or  who  live 
in  sandy  regions  in  which  dust  storms  occur 
are  subject  to  this  affection.  Symptoms  are 
absent  or  few  in  its  early  stages  but  the 
roentgenogram  will  reveal  the  deposits  as 
a shower  of  discrete  flecks  in  the  lungs 
somewhat  like  those  depicting  miliary 
tubercles  but  slightly  larger,  denser,  more 
discrete  and  less  numerous  in  the  apexes 
and  bases.  As  the  deposits  increase  and 
complications  develop,  the  shadows  become 
larger  and  more  or  less  confluent,  especially 
in  the  hilar  region. 

CLINICAL  SIGNS 

Occasionally  the  clinical  manifestations 
are  emphatic,  but  strongly  indicative  of 
disease  elsewhere  than  in  the  lungs.  Among 
such  examples  is  spontaneous  pneumotho- 
rax. The  sudden,  keen  intrathoracic  pain, 
the  dyspnea  and  cyanosis  might  easily  lead 
the  clinician  to  suspect  that  their  origin  was 
in  the  heart  rather  than  the  lungs.  But  the 
roentgenologic  signs  are  definite  and  diag- 
nostic. The  affected  region,  whether  part 
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or  all  of  a lobe  or  an  entire  lung,  is  brightly 
translucent  and  devoid  of  normal  bron- 
chovascular  markings.  In  addition,  if  the 
pneumothorax  is  extensive,  the  heart  and 
mediastinal  structures  are  displaced  toward 
the  opposite  side.  Congenital  cyst  of  the 
lung  has  a superficial  resemblance  to  pneu- 
mothorax but  distinction  between  the  two 
usually  can  be  made. 

Not  infrequently  a small  bronchiogenic 
carcinoma  of  the  lung  produces  metastasis 
to  the  brain,  and  the  symptoms  are  solely  or 
predominantly  cerebral. 

In  the  third  group,  the  patients  whose 
clinical  manifestations  are  definitely  pul- 
monary but  not  specifically  diagnostic,  the 
rarer  diseases  are  found.  Included  among 
such  affections  are  congenital  cyst,  bron- 
chiogenic carcinoma,  Boeck’s  sarcoid,  myco- 
sis and  many  others. 

CYSTS 

Congenital  cysts  of  the  lung  are  indeed 
rare,  for  fewer  than  200  cases  have  been 
reported,  but  doubtless  many  cases  are  over- 
looked and  the  affection  requires  more  con- 
sideration than  it  has  received.  The  cysts 
may  be  single  or  multiple,  small  or  large, 
and  situated  in  any  part  of  either  lung  or 
in  both  lungs.  They  may  contain  air  or  fluid 
or  both.  Cysts  filled  with  air  only  appear  as 
transradiant  areas  in  which  no  pulmonary 
markings  can  be  seen,  and  the  thin  wall  of 
the  cyst  often  is  depicted  as  a delicate  linear 
shadow.  In  shape  the  cysts  may  be  rounded 
or  may  conform  in  part  to  the  boundary  of 
a lobe,  or,  if  multiple  and  closely  packed, 
may  be  polyhedral.  Cysts  filled  with  fluid 
cast  dense  shadows  that  can  hardly  be  dis- 
tinguished from  those  of  tumors.  When  the 
cysts  contain  both  fluid  and  air,  the  fluid 
level  surmounted  by  an  air-filled  dome  is  ob- 
vious, but  distinction  from  other  such  cavi- 
ties is  necessary. 

BOECK’S  SARCOID 

Boeck’s  sarcoid  is  an  uncommon  disease, 
the  precise  cause  of  which  is  not  known. 
Pathologically  it  is  characterized  by  the  for- 
mation of  nodules  in  the  skin,  thickening  of 
,the  trabeculae  together  with  areas  of  rare- 
faction in  some  bones,  particularly  the 
phalanges,  and,  in  some  cases,  the  develop- 


ment of  fibrotic  strands  and  nodules  in  the 
lungs.  In  typical  cases  roentgenograms  of 
the  lungs  disclose  dense  bilateral  linear 
shadows  in  the  middle  portion  or  lower  half 
of  the  lungs,  extending  from  the  hilum  well 
out  toward  the  periphery.  Interspersed 
among  the  streaky  shadows  are  round  dense 
shadows  of  miliary  nodules,  of  various  sizes. 
The  largest  is  about  1 cm.  in  diameter. 

CARCINOMA 

Primary  carcinoma  of  the  lung  now  is 
considered  invariably  to  be  bronchiogenic  in 
origin.  Early  carcinoma  of  a principal 
bronchus  is  characterized  roentgenologically 
by  a unilateral,  hemispherical,  triangular, 
or  ill-defined  shadow  centered  at  the  hilum. 
As  a result  of  the  usual  obstruction  the 
tributary  parenchyma  becomes  atelectatic 
and  correspondingly  dense.  Often  atelecta- 
sis is  the  sole  early  manifestation,  the 
growth  being  as  yet  too  small  to  cast  a de- 
tectable shadow.  Carcinoma  arising  farther 
out  in  the  bronchial  tree  begins  as  a single 
nodule,  most  often  in  an  upper  lobe.  The 
growth  is  more  or  less  spherical  and  its 
shadow  is  neither  very  dense  nor  sharply 
limited.  As  primary  carcinoma  in  either 
situation  progresses,  complications  occur, 
such  as  pleural  effusion,  metastasis  and 
pyogenic  infection,  and  the  roentgenologic 
picture  becomes  more  complex. 

In  the  fourth,  and  probably  largest,  group 
of  cases,  those  in  which  the  clinical  opinion 
is  not  open  to  question,  roentgenologic  in- 
vestigation might  seem  to  be  ultrascientific 
and  superfluous.  But,  however  skillfully 
clinical  examination  may  be  carried  out,  it 
will  seldom  reveal  the  precise  extent  and 
site  of  pulmonary  disease,  or  definitely  es- 
tablish or  exclude  the  presence  of  all  compli- 
cating factors.  Practically  all  typical  cases 
of  common  diseases,  such  as  bronchiectasis, 
tuberculosis,  pneumonia,  and  so  forth,  fall 
in  this  group. 

On  roentgenologic  examination  in  pa- 
tients with  bronchiectasis  the  cylindrical, 
saccular  or  spherical  dilatations  of  the 
bronchi  are  usually  evident.  When  the  sacs 
are  multiple,  grouped  and  filled  with  fluid, 
their  dense  shadows  often  resemble  those  of 
a bunch  of  grapes.  When  the  sacs  are  empty, 
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the  rarefied  shadows  depicting  them  are 
equally  characteristic.  If  peribronchiectatic 
inflammation  exists,  the  shadow  of  the  in- 
flammatory zone  will  be  apparent.  Some- 
times, also,  the  roentgenogram  discloses  a 
foreign  body,  the  presence  of  which  was  not 
suspected. 

When  it  is  definitely  known  that  a pa- 
tient has  tuberculosis,  the  activity  of  his 
lesion  is  an  important  element  in  the  case. 
Clinical  indexes  as  to  this  factor,  especially 
when  the  lesion  is  minimal,  are  often  indefi- 
nite and  require  roentgenologic  aid.  The 
shadow  of  an  active  focus  is  hazy  and  ill-de- 
fined; that  of  a healed  lesion  is  dense  and 
sharply  margined. 

In  moderately  advanced  cases  of  tubercu- 
losis the  prognosis  depends  largely  on  the 
degree  of  reactive  fibrosis,  and  this  can  be 
determined  with  the  roentgen  rays. 

Thus  far  only  chronic  diseases  have  been 
considered.  In  most  cases  of  acute  disease 
encountered  at  the  office  or  in  homes  roent- 
genologic investigation  seems  to  be  unneces- 
sary or  impracticable,  for  the  diagnosis  is 
likely  to  be  obvious  or  the  patient  is  too  ill 
to  be  sent  out  for  the  examination.  But  even 
in  such  cases,  when  the  patient  has  pneu- 
monia, localized  pneumonitis,  atelectasis  or 
infarct,  roentgenologic  examination  usually 
is  well  worth  while. 

Lobar  pneumonia  is  depicted  typically  at 
the  very  beginning  as  an  enlargement  of  the 
hilar  shadow  together  with  accentuation  of 
the  bronchovascular  markings  on  that  side. 
Progressively  the  shadow  extends  further 
out  into  the  lung,  usually  into  an  upper  or 
middle  lobe,  becomes  dense  and  more  or  less 
homogeneous,  and  at  least  part  of  its  mar- 
gin coincides  with  the  border  of  the  lobe. 
When  resolution  of  the  lesion  is  beginning, 
its  shadow  becomes  mottled  with  clear  areas 
and  its  periphery  recedes.  Clearing  con- 
tinues until  all  shadows  disappear. 

Bronchopneumonia  at  its  onset  is  charac- 
terized by  enlargement  of  the  hilar  shadow 
like  that  of  early  lobar  pneumonia.  Later 
multiple  discrete  or  partly  fused  shadows, 
variable  in  size,  shape  and  density,  and 
clustered  about  a bronchus  appear  further 
out  in  the  parenchyma.  Bronchopneumonia 


most  often  attacks  lower  lobes,  does  not  re- 
spect lobar  borders  in  its  invasion  and  is 
often  bilateral;  all  of  these  features  are 
marks  of  distinction  from  the  lobar  variety. 

When  the  history  indicates  that  a foreign 
body  has  been  aspirated,  roentgenologic  ex- 
amination is  not  likely  to  be  omitted,  but 
sometimes,  as  in  children,  such  aspiration  is 
not  known  to  have  occurred.  Metallic  and 
other  dense  bodies  can  readily  be  discerned 
with  the  roentgen  rays,  but  non-opaque 
bodies  are  not  directly  demonstrable.  How- 
ever, both  varieties  are  likely  to  cause  some 
degree  of  bronchial  obstruction.  If  inspira- 
tion only  is  obstructed,  the  tributary  seg- 
ment of  lung  becomes  atelectatic  and  dense. 
If  the  foreign  body  acts  as  a valve  and  per- 
mits inspiration  but  not  expiration,  the  seg- 
ment becomes  emphysematous  and  brightly 
transradiant. 

SUMMARY 

Illustrations  of  pulmonary  diseases  and 
their  roentgenologic  characteristics  could 
be  multiplied  indefinitely,  for  there  are  few 
patients  in  whom  the  method  fails  to  be  of 
service.  But  there  is  no  need  to  lengthen  a 
story  that  is  already  familiar.  In  the  inter- 
est both  of  clinician  and  patient  I have 
hoped  merely  to  make  those  engaged  in  gen- 
eral practice  more  keenly  conscious  of  the 
roentgen  rays  and  their  practical  value.  It 
seems  to  me  that  we  may  look  forward  con- 
fidently to  a day  not  far  off,  when  an  ef- 
ficient roentgenologic  examination  of  the 
lungs  will  be  applied  as  a routine  in  the 
diagnostic  study  of  virtually  all  patients. 
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DISCUSSION 

Dr.  I.  L.  Robbins  (New  Orleans)  : I would  like 

to  ask  that  you  tell  us  briefly  of  the  several  oc- 
casions you  remarked  about  when  the  x-ray  man 
was  able  to  diagnose  the  conditions  of  activity  in 
the  lungs.  Tell  us  what  are  the  finger  prints  of 
activity  as  far  as  the  x-ray  man  is  concerned  in 
pulmonary  disease.  Also  tell  us  if  the  x-ray  man 
arrived  at  the  diagnosis  of  pulmonary  lesions  by 
shadows. 

Do  you  claim  that  there  is  anything  distinctly 
different  or  unique  as  far  as  shadows  of  tuber- 
culosis are  concerned,  pulmonary,  as  contrasted  to 
other  pulmonic  lesions  or  influenced  by  the  site  of 
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lesions  and  various  other  factors  in  consideration, 
especially  the  history  of  the  case  and  etiologic  find- 
ings? 

Dr.  P.  R.  Gilmer  (Shreveport)  : Dr.  Kirklin  has 

brought  us  a resume  of  the  conditions  and  findings 
which  he  has  encountered,  which  were  presented 
beautifully  and  all  of  us,  I am  sure,  have  gotten  a 
lot  out  of  his  paper. 

There  is  one  case  he  showed  which  I do  not  pre- 
tend to  take  issue  with  as  to  diagnosis,  but  will  ask 
him  to  elaborate  on  that  case.  It  was  the  third  case, 
where  a solitary  large  shadow  was  seen  in  the  lung, 
with  complete  absence  of  all  clinical  and  physical 
signs.  I would  like  to  ask  whether  a stereoscopic 
examination  was  made,  and  whether  or  not  that 
might  not  have  been  fibrous  plaque  left  from 
previous  pleurisy  with  fluid  formation. 

Dr.  Kirklin  (In  conclusion)  : There  is  no  doubt 

in  my  mind  that  in  a high  percentage  of  cases  the 
competent  roentgenologist  can  determine  whether 
or  not  there  is  activity  in  the  tuberculous  lesion 
of  the  lungs.  Clinical  data  are  sometimes  helpful 
in  interpreting  x-ray  shadows  in  the  lungs  but  they 
do  not  change  the  character  of  these  shadows  or  the 
type  of  pathology  that  produces  typical  shadows. 
If  the  roentgenologist  is  familiar  with  these  vari- 
ous types  of  pathology  he  should  have  no  diffi- 
culty in  making  the  correct  interpretation.  It  is  our 
practice  to  make  stereoscopic  films  of  the  chest  of 
practically  every  patient  who  comes  for  routine 
general  examination. 

o 

WARREN  STONE* 

JOSEPH  V.  SCHLOSSER,  B.  S.f 

Warren  Stone  was  born  at  St.  Albans, 
Vermont,  February  3,  1808,  the  youngest  of 
three  children.  His  father,  Peter  Stone, 
died  before  he  was  born,  and  his  mother, 
Jerusha  Snow,  from  whom  he  inherited  self- 
reliance  and  a remarkable  physique,  was 
forced  to  supplement  the  deficiencies  of  the 
scanty  schooling  of  the  day.  His  education 
conducted  in  part  by  tutors,  and  in  part  by 
his  mother  was  entirely  inadequate,  which 
served  to  hamper  him  in  later  life.  He  left 
his  rural  home  to  become  a private  pupil  of 
the  eminent  physician  and  surgeon  of 
Keene,  New  Hampshire,  Dr.  Amos  Twit- 
ched, under  whom  he  received  the  greater 
part  of  his  extensive  knowledge.  He  then 
attended  the  Medical  School  of  Pittsfield, 

*Read  before  the  Orleans  Parish  Medical  Society, 
July  8,  1940. 

fFrom  the  History  of  Medicine  Society  Tulane 
University  of  Louisiana,  School  of  Medicine. 


Massachusetts,  graduating  with  the  degree, 
Doctor  of  Medicine,  in  1831.  He  began  his 
practice  in  Troy,  New  York,  and  while  there 
diagnosed  the  first  case  of  cholera  to  enter 
the  U.  S.  among  immigrants  fleeing  to  Troy 
from  Quebec  and  Montreal.  It  was  this  ex- 
perience that  served  him  in  good  stead  in 
later  epidemics.  Opportunities  for  practice 
being  few  in  Troy,  and  looking  to  the  South 
for  his  future  home,  he  embarked  for  New 
Orleans  on  the  brig  “Amelia”,  in  October  of 
the  same  year.  During  the  voyage  a severe 
storm  arose,  necessitating  the  hatches  being 
fastened  down  for  several  days,  crowding 
108  passengers  in  the  stifling  space  between 
decks.  On  the  third  day  there  was  a cry  that 
a man  was  dead  and  Stone  investigated  and 
found  25  of  the  passengers  in  the  second 
stage  of  cholera.  The  presence  of  disease 
and  the  poor  condition  of  the  ship  following 
the  storm  necessitated  its  beaching  on  Folly 
Island  off  the  coast  of  Charleston,  where  a 
rigid  quarantine  was  set  up.  Physicians  and 
supplies  were  sent  to  the  island  from  the 
city  of  Charleston,  but  the  physicians  soon 
were  broken  by  their  exertions  and  re- 
quested relief  from  duty.  Dr.  Thomas  Hunt 
was  then  appointed  to  take  sole  charge  of 
the  work.  Dr.  Stone  remained  on  the  island 
administering  to  the  sick.  There  he  and 
Hunt  formed  a friendship  that  was  one  of 
the  most  fortunate  incidents  of  Stone’s  life, 
and  one  that  was  to  lead  to  a momentous 
undertaking.  While  still  on  the  island  he  be- 
came ill  of  cholera  and  was  attended  by  Dr. 
Hunt.  Following  his  illness,  another  vessel 
was  chartered,  the  ill-fated  “Amelia”  hav- 
ing been  burned,  and  he  landed  in  New  Or- 
leans in  December,  1833,  at  a time  when 
concomitant  epidemics  of  yellow  fever  and 
cholera  were  raging.  He  was  sick  and  had 
insufficient  clothing  to  protect  him  from 
the  cold,  and  had  but  a single  picayune  in 
his  pocket,  which  he  later  humorously  said 
he  preserved  for  the  sake  of  a nucleus  of 
his  fortunes. 

Because  of  the  epidemic  which  carried 
off  6,000  people  in  a population  of  50,000 
and  the  great  need  for  medical  help,  his 
proffered  services  were  accepted  by  Dr. 
Cenas,  who  secured  for  him  an  appoint- 
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ment  in  a very  subordinate  position  in  the 
new  Charity  Hospital  which  had  just  been 
built.  A few  months  later  his  good  friend 
Hunt  moved  to  New  Orleans,  and  in  Au- 
gust, 1833  became  house  surgeon  at  Char- 
ity Hospital.  Hunt,  in  a letter  to  the  Board 
of  Administrators,  warmly  commended  a 
promotion  for  Stone.  A short  time  fol- 
lowing the  recommendation  Hunt  resigned 
to  follow  out  his  plans  of  founding  a medi- 
cal school,  and  Dr.  John  H.  Harrison  was 
elected  in  his  place  as  house  surgeon  with 
Warren  Stone  as  assistant  house  surgeon. 
Stone  served  in  this  capacity  from  1833  to 
1835,  when  upon  the  retirement  of  Dr. 
Harrison  he  became  house  surgeon,  serv- 
ing in  this  capacity  from  1835  to  1839. 
At  the  expiration  of  his  term  he  served  as 
visiting  surgeon  until  his  retirement  in 
1872,  in  all  serving  the  hospital  39  years. 

Medical  education  was  at  a very  low  ebb 
at  this  time.  Colleges  were  a product  of 
private  enterprise,  organized  as  stock  com- 
panies and  composed  of  medical  graduates 
depending  solely  upon  the  number  of  med- 
ical students  and  the  amount  of  their  fees. 
The  Medical  College  of  Louisiana,  the  foun- 
dation of  the  present  Tulane  University 
was  just  such  a stock  company,  the  product 
of  the  imagination,  enthusiasm,  and  energy 
of  Dr.  Hunt.  Dr.  Stone  was  intimately  as- 
sociated with  the  college  from  its  inception 
in  1834,  serving  the  first  few  years  as 
demonstrator  of  anatomy,  lecturer  in  anat- 
omy, and  finally  was  elected  to  the  profes- 
sorship in  1837,  on  the  petition  of  the  ad- 
miring classes.  He  also  served  in  the  posi- 
tion of  lecturer  in  surgery  and  in  1839 
was  appointed  Professor  of  Surgery  upon 
the  resignation  of  Dr.  Luzenberg,  which 
post  he  held  until  his  resignation  in  1872. 

In  1839  at  the  expiration  of  his  term  as 
house  surgeon  at  Charity  Hospital,  Dr. 
Stone  in  connection  with  Dr.  William  E. 
Kennedy  founded  the  Maison  de  Sante,  one 
of  the  earliest  private  hospitals  in  America. 
This  later  formed  the  nucleus  for  the  or- 
ganization of  Hotel  Dieu.  It  was  here  that 
he  lost  his  eye  as  a result  of  an  inflamma- 
tion incurred  while  treating  a patient.  It 
was  a source  of  disfigurement  and  discom- 


fort to  him  the  rest  of  his  life.  Upon  the 
founding  of  the  Hotel  Dieu,  the  Sisters  of 
Charity  went  to  that  institution  and  the 
Maison  de  Sante  became  Stone’s  Infir- 
mary. It  was  never  a financial  success. 

Dr.  Stone  was  a man  of  large  physique, 
his  huge  frame  being  surmounted  by  a mas- 
sive head  and  a face  of  imposing  features 
with  thick,  bushy  eyebrows,  a firm  mouth, 
and  prominent  jaw.  Genial  and  frank 
though  not  hilarious,  benevolent  and  char- 
itable to  a fault,  he  never  turned  a patient 
from  his  infirmary  for  inability  to  pay. 
He  abhorred  pretension  of  every  kind,  and 
was  oblivious  of  fashionable  convention  of 
dress.  Stone  was  a remarkably  close  and 
accurate  observer  and  possessed  a superior 
knowledge  of  anatomy,  but  was  not  didactic 
and  never  hesitated  to  admit  possible  error. 
His  memory  was  unsurpassed  and  though 
he  read  little,  he  had  a wide  clinical  experi- 
ence and  never  forgot  what  be  observed. 
He  used  no  notes  or  memoranda,  and  it  is 
said  he  could  recall  patients,  even  the  most 
transient,  describe  their  symptoms,  and 
eyten  remember  the  medication  they  re- 
ceived. 

As  a surgeon  he  was  conservative,  me- 
thodical, and  industrious,  a good  anatomist, 
a keen  diagnostician,  and  prompt  though 
not  graceful  in  execution  of  surgery  when 
necessary.  His  resources  were  unbounded. 
He  never  seemed  more  cool  or  self-pos- 
sessed than  when  suddenly  confronted  by 
some  surgical  emergency.  He  enjoyed  the 
distinction  of  introducing  the  use  of  sur- 
gical anesthesia  in  New  Orleans  despite 
the  antagonistic  feelings  of  the  profession, 
both  locally  and  nationally.  He  conclusive- 
ly demonstrated  its  worth  by  amputating 
a leg  under  ether  anesthesia.  He  was  the 
first  to  cure  an  aneurysm  by  compressing 
the  artery,  and  successfully  treated  a pa- 
tient with  aneurysm  of  the  vertebral  artery 
by  ligation  and  excision  of  the  sac.  He 
was  the  first  to  utilize  rib  resection  to  se- 
cure drainage  in  abscess  of  the  liver  and 
empyema.  At  the  outbreak  of  the  Civil 
War  he  was  appointed  Confederate  Sur- 
geon-General of  the  State  of  Louisiana, 
and  served  at  the  battles  of  Bull  Run  and 
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Shiloh.  It  was  here  his  conservatism  as  a 
surgeon  was  manifest,  saving  many  a limb 
that  would  have  been  unnecessarily  ampu- 
tated. He  was  a close  friend  of  Jefferson 
Davis  and  his  strong  backing  of  the  Con- 
federacy caused  his  imprisonment  at  Fort 
Jackson  for  some  weeks.  He  treated  the 
Federals  with  the  same  regard  as  he  had 
shown  his  own  soldiers  and  because  of  his 
prominence  was  soon  released.  Stone  acted 
as  attending  physician  to  Gen.  Sherman, 
and  when  Gen.  Grant  was  thrown  from  his 
horse  at  New  Orleans  he  was  called  in  to 
attend  him. 

As  a lecturer  he  was  discursive  rather 
than  systematic,  and  he  was  very  apt  to 
be  led  off  the  beaten  paths  by  an  interesting 
case.  He  wrote  but  little,  being  deterred 
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A SYMPOSIUM 

THE  REGULATION  OF  BODY 
TEMPERATURE 
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New  Orleans 

Mammals  and  birds,  so-called  warm- 
blooded animals,  possess  efficient  mechan- 
isms for  maintaining  a constant  body  tem- 
perature against  extreme  changes  in  en- 
vironmental temperature.1  The  regulation 
of  body  temperature  is  one  of  the  best  ex- 
amples of  homeostasis.  The  powers  of  ad- 
justment to  high  and  low  external  tempera- 
tures are  greatly  restricted  as  one  grows 
older,  and  the  homeostatic  mechanisms  are 
less  and  less  able  to  adapt  the  organism  to 
temperature  variations  in  the  external  en- 
vironment as  age  progresses  in  the  later 
decades.2  The  body  temperature  represents 
the  balance  struck  between  the  heat  pro- 
duced by  the  tissues  and  that  lost  to  the 

*Read  at  the  Scientific  Meeting  of  the  Orleans 
Parish  Medical  Society,  July  8,  1940. 
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by  his  inadequate  early  education.  Some 
of  his  better  known  contributions  are: 
Treatment  of  Wounded  Arteries;  Ligation 
of  Common  Iliac  Artery;  Inflammation; 
Pulmonary  Tuberculosis ; Amputation  of 
the  Mammae ; Ligature  of  the  Femoral  Ar- 
tery; Hernia  and  Obstruction  of  the 
Bowels. 

Dr.  Stone  died  at  Baton  Rouge,  Decem- 
ber 6,  1872,  as  the  result  of  Bright’s  disease 
and  diabetic  gangrene,  following  a long 
period  of  illness.  As  a mark  of  respect 
the  District  Courts  were  adjourned  and  the 
flags  of  shipping  stood  at  half  mast  for 
the  funeral. 

In  the  words  of  Judge  Alexander  Walker 
“A  great  man  he  truly  was — great  mental- 
ly, morally,  and  physically.” 


environment.  The  heat  produced  in  the 
body  is  a by-product  of  metabolic  processes 
and  the  amount  is  far  in  excess  of  the  usual 
requirement  for  keeping  the  body  warm. 
Nature  has  provided  means  in  the  skin  and 
lungs  for  the  removal  of  the  excess  heat 
and  for  the  maintenance  of  an  optimal  in- 
ternal temperature.3 

A fundamental  requirement  is  the  ability 
to  adapt  constantly  to  the  ever  changing 
physical  environment,  which  tends  to  upset 
the  temperature  equilibrium  of  the  body. 
Under  the  usual  conditions  of  life  these  ad- 
justments are  so  easily  accomplished  that 
a normal  person  is  unconscious  of  the  com- 
plex physiologic  processes  at  work.  Dis- 
comfort arises  when  thermal  equilibrium  is 
impossible  or  when  abnormal  reactions  are 
involved  in  the  transitional  period  of  adap- 
tation. The  ability  to  adapt  varies  widely; 
metabolism,  peripheral  circulation,  and  phy- 
sical and  subjective  symptoms  show  great 
variability  in  different  persons  under  iden- 
tical environmental  conditions.  Sensations 
of  heat  or  cold  are  not  due  to  change  in  in- 
ternal body  temperature  but  largely  to 
changes  in  the  temperature  of  the  skin. 

PHYSIOLOGY 

In  the  brain-stem  there  are  centers  that 
coordinate  the  multitude  of  functions  in- 
volved in  heat  regulation.  When  the  cen- 
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ters  are  aroused  efferent  neurons  transmit 
activating  impulses  from  the  central  nerv- 
ous system  to  the  various  organs  of  the 
body  controlling  heat  production  and  heat 
loss  for  the  restoration  of  normal  body  tem- 
perature. When  the  external  temperature 
rises,  the  blood  vessels  of  the  skin  dilate  by 
reflex  vasomotor  action.  More  blood  flows 
through  the  skin,  thus  raising  its  tempera- 
ture and  therefore  the  heat  loss.  The  rise 
is  least  in  the  skin  of  the  forehead  and 
trunk  and  greatest  in  the  extremities,  par- 
ticularly the  feet.4’  5> 6 If  this  method  of 
cooling  is  not  sufficient  to  prevent  a rise  of 
body  temperature,  the  sweat  glands  are 
thrown  into  action.  In  this  way  thermal 
equilibrium  may  be  re-established  if  the  ex- 
ternal temperature  is  not  too  high. 

On  exposure  to  cold,  a reverse  action 
takes  place.  The  skin  vessels  constrict  and 
the  blood  supply  is  curtailed  in  order  to  con- 
serve body  heat.  If  this  response  fails  to 
prevent  the  body  temperature  from  falling, 
there  is  an  increase  in  metabolism,  effected 
partly  by  voluntary  contraction  and  partly 
by  stimulation  of  the  adrenals  and  thyroid. 

A rise  in  temperature  causes  an  increase 
in  circulating  blood  volume;  the  blood  is 
diluted  by  fluid  drawn  into  the  circulation 
from  the  tissues,  chiefly  the  skin,  muscles 
and  liver.  Blood  is  expelled  from  the 
spleen.  At  low  temperatures  the  blood  vol- 
ume is  reduced,  the  blood  becoming  more 
concentrated  as  shown  by  an  increase  in 
the  percentage  of  blood  solids.  These 
changes  in  blood  volume  are  of  paramount 
importance  in  the  regulation  of  body  tem- 
perature. The  minute  volume  output  of  the 
heart  is  also  increased  when  the  tempera- 
ture rises,  and  diminished  when  it  falls. 

Heat  loss  from  the  human  body  takes 
place  by  radiation  to  surrounding  walls  and 
objects,  by  convection  to  surrounding  air, 
and  by  evaporation  of  moisture  from  the 
lungs  and  skin.  Under  comfortable  condi- 
tions radiation  usually  accounts  for  be- 
tween 46  and  60  per  cent  of  the  total  heat 
loss,  convection  for  from  15  to  30  per  cent, 
and  evaporation  for  from  20  to  30  per  cent. 
The  variation  in  loss  through  these  differ- 
ent channels  depends  largely  on  physical 


and  physiologic  factors,  the  former  includ- 
ing the  temperature  of  the  air  and  walls  and 
the  body  surface  exposed.  The  physiologic 
factors  include  the  state  of  health,  metabolic 
rate  and  vasomotor  control.  At  usual  in- 
door temperatures  the  average  normal  ra- 
diation loss  is  approximately  50  per  cent, 
convection  loss  is  25  per  cent  and  evapora- 
tion loss  25  per  cent.  About  9 per  cent  of 
the  total  heat  loss  takes  place  by  evapora- 
tion from  the  lungs  and  upper  respiratory 
passages,  and  16  per  cent  by  evaporation 
from  the  skin.  Insensible  perspiration  is 
largely  diffusion  of  water  through  the  cap- 
illaries and  is  independent  of  sweat  gland 
activity.  Sweating  is  an  emergency  process 
that  comes  into  play  in  warm  environments 
or  during  muscular  work.  Insensible  per- 
spiration increases  gradually  with  the  en- 
vironmental temperature  up  to  a certain 
critical  temperature  between  86  and  90°  F. 
at  which  point  visible  sweating  breaks  out. 

There  are  important  sex  differences  in 
temperature  regulation,  the  skin  tempera- 
ture of  the  female  being  higher  in  warm  at- 
mosphere and  lower  in  cold  than  the  male. 
Women  do  not  begin  to  sweat  until  the  en- 
vironment reaches  a temperature  two  de- 
grees above  the  threshold  for  sweating  in 
men  and  the  amount  of  sweat  is  less.7 

The  temperature  and  character  of  the  ob- 
jects towards  which  the  body  radiates  are 
just  as  important  as  the  temperature  and 
radiating  properties  of  the  skin.  This  is  one 
of  the  problems  of  modern  air  condition- 
ing in  which  great  strides  have  been  made 
along  purely  engineering  lines  but  in  which 
knowledge  of  human  requirements  is  in- 
complete and  controversial.  The  nature  of 
the  basic  physical  and  physiologic  principles 
have  been  stated  and  are  being  studied  by 
several  investigators.3’  6’  7- 8- 9- 10-  11 

Within  a range  of  temperatures  frequent- 
ly referred  to  as  the  “comfort  zone”  (73° 
to  86°  F.)  the  regulation  of  the  dissipation 
of  heat  is  accomplished  and  controlled  chief- 
ly by  the  sympathetic  nervous  system 
through  the  production  of  vasoconstriction 
or  vasodilatation  of  the  peripheral  vascular 
systems  of  the  upper  and  lower  extremi- 
ties.^ The  activity  of  the  sympathetic  sys- 
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tem  is  in  a state  of  continual  fluctuation  of 
tone.  The  fingers  are  richly  provided  with 
arterial-venous  anastomoses  the  function  of 
which  is  to  effect  large  changes  in  the 
amount  and  distribution  of  the  blood  flow. 
In  some  500  determinations  of  the  flow  in 
the  fingers  Burton4  found  a range  of  from 
1 c.  c./min./lOO  c.  c.  of  tissue  up  to  a max- 
imum of  90  c.  c./min./lOO  c.  c.  of  tissue. 
Average  values  over  a five  minute  period 
lie  between  15  and  40.  In  a person  living 
for  several  days  in  a hot  and  humid  room 
the  maximum  flow  increased  during  five 
days  of  acclimatization  from  96  to  122 
c.  c./min./lOO  c.  c.  In  a cold  room  the  min- 
imum flow  decreased  in  three  days  from 
16  to  1.8  c.  c./min./lOO  c.  c.  This  tremen- 
dous range  of  flow  represents  not  a meta- 
bolic need  of  the  tissues  but  the  mechanism 
for  temperature  regulation  by  elimination 
of  body  heat.  Physical  regulation  of  body 
temperature  is  accomplished,  not  by  the  set- 
ting of  the  peripheral  blood  flow  to  an  ap- 
propriate steady  level,  but  by  the  adjust- 
ment of  the  average  of  a flow  which  is  fluc- 
tuating rhythmically  between  high  and  low- 
values. 

In  the  “zone  of  comfort”,  or  zone  of  vaso- 
motor control,  there  is,  in  addition  to  the 
loss  of  heat  by  radiation  and  convection, 
the  loss  of  evaporation  (insensible  loss) 
which  remains  practically  constant  and  ac- 
counts for  about  25  per  cent  of  the  total  loss 
of  heat  from  the  body.  Above  about  86°  F. 
there  is  maintained  maximal  dilation  of  the 
peripheral  blood  vessels  and  the  internal 
temperature  of  the  body  is  kept  constant  by 
the  increased  secretion  of  sweat  which  oc- 
curs above  this  temperature.  Considerable 
evaporation  of  the  increased  production  of 
sweat  will  occur  at  temperatures  above 
88°  F.  if  the  humidity  is  low.  Fairly  high 
relative  humidities  may  cause  small  incre- 
ments in  the  skin  temperatures  of  various 
regions  of  the  body,  particularly  of  the  fin- 
gers and  toes,  because  the  loss  of  heat  by 
evaporation  of  water  from  the  skin  and 
lungs  is  much  reduced  under  relatively  high 
environmental  temperatures  and  humid- 
ities. 

It  is  obvious  that  the  nearer  the  tempera- 


ture of  the  environment  comes  to  that  of 
the  blood  the  smaller  is  the  amount  of  heat 
which  can  be  lost  by  radiation  and  convec- 
tion. At  an  air  temperature  of  about  98.6° 
F.  heat  loss  by  these  means  must  cease.  At 
higher  air  temperatures  than  this,  the  body, 
were  there  no  other  means  of  cooling  avail- 
able, would  actually  gain  heat.  Through  the 
secretion  and  evaporation  of  sweat  and  the 
exhalation  of  water  vapor  large  quantities 
of  heat  are  lost  to  the  body  and  its  tempera- 
ture can,  for  this  reason,  be  maintained  con- 
stant when  the  atmosphere  (dry)  has  a 
temperature  far  above  that  of  the  blood. 

It  is  to  be  emphasized  that  evaporation 
from  the  body  surface,  as  from  the  surface 
of  any  material  composed  largely  of  water, 
occurs  quite  independently  of  sweat  secre- 
tion. It  has  been  shown  for  human  subjects 
in  whom  sweat  glands  were  congenitally  ab- 
sent, that  some  16  grams  of  water  per 
square  meter  of  body  surface  may  be  lost 
hourly  in  this  way.  This  represents  a total 
daily  heat  loss  of  about  400  calories  for  a 
man  of  average  size  (surface  area  1.8 
square  meters). 

The  rate  of  evaporation  of  water  is  in- 
fluenced inversely  by  the  degree  to  which 
the  atmosphere  is  already  saturated  with 
moisture,  that  is,  by  its  relative  humidity. 
Sweat  which  is  not  evaporated  but  simply 
drips  from  the  skin,  of  course,  does  not  in- 
crease heat  loss.  For  this  reason  the  sweat- 
ing mechanism  for  the  elimination  of  heat 
is  badly  crippled  when  the  relative  humidity 
is  high. 

Humidity  of  the  air  has  practically  no 
effect  on  loss  of  heat  by  convection  and,  un- 
til quite  high,  does  not  appreciably  affect 
loss  of  heat  by  evaporation.5  Even  a large 
rise  in  the  percentage  humidity  of  a room 
at  68°  F.  makes  very  little  difference  in 
vaporization,  which  at  this  temperature  ac- 
counts for  only  25  per  cent  of  the  total  heat 
loss.  The  dissipation  of  heat  from  the  body 
is  dependent  chiefly  on  environmental  tem- 
perature and  is  little  influenced  by  relative 
humidity  when  the  person  under  test  is  in 
the  basal  metabolic  state,  lightly  clothed  and 
at  rest  in  still  air. 

Sweat  is  a weak  solution  of  sodium  chlo- 
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ride  (0.2-0. 5 per  cent)  in  water  with  traces 
of  other  salts  and  urea.  According  to  Du 
Bois,9  inhabitants  of  northern  climates  pos- 
sess two  or  three  million  sweat  glands,  those 
who  dwell  in  the  tropics  about  a million 
more.  They  are  man’s  safety  valves  in  hot 
weather  and  there  is  no  one  human  at- 
tribute of  more  importance  than  the  ability 
to  sweat  skillfully. 

The  sweat  glands  are  under  the  control 
of  the  sympathetic  nervous  system  but  are 
cholinergic,  not  adrenergic.  The  usual  stim- 
ulus to  sweat  secretion  is  a rise  in  blood 
temperature  which  exerts  its  effect  in  two 
ways,  firstly  and  more  importantly,  upon 
the  nervous  centers,  and  secondly,  reflexly 
by  stimulation  of  heat  receptors  in  the  skin. 
The  sweat  response  to  a rise  in  temperature 
is  abolished  by  sectioning  the  nerves  to  a 
part  and  is  not  dependent  upon  the  circula- 
tion. In  the  initial  stages  of  muscular  ex- 
ercise sweating  is  due  apparently  to  the 
discharge  of  impulses  from  the  motor  cor- 
tex. It  occurs  before  there  is  any  change 
in  rectal  temperature.  Later  on,  the  effect 
of  a rise  in  body  temperature  comes  into 
play.  In  a man  (indoor  clothing)  at  rest, 
visible  sweating  usually  commences  at  an 
air  temperature  between  86°  and  90°  F. 
Sweating  may  be  induced  by  the  experi- 
mental stimulation  of  the  hypothalamus 
and  there  are  spinal  centers  also. 

ENVIRONMENTAL  TEMPERATURE 

One  of  the  most  potent  influences  in  in- 
creasing heat  production  is  a low  environ- 
mental temperature.  In  man  (naked),  the 
metabolic  rate  commences  to  rise  when  the 
air  temperature  falls  to  around  68°  F.  The 
external  temperature  at  which  the  physical 
mechanisms  are  inadequate  to  maintain  a 
constant  body  temperature,  and  must  be 
aided  by  increased  heat  production,  is  called 
the  critical  temperature;  it  varies  with  the 
amount  and  nature  of  the  clothing.  The 
muscular  tissues  and  the  liver,  wherein 
numerous  chemical  reactions  are  carried 
out,  are  the  main  sources  of  the  body’s  heat. 
The  rise  in  metabolism  which  results  from 
a fall  in  atmospheric  temperature  is  effect- 
ed through  an  increase  in  tone  of  the  skel- 
etal muscles  and  in  some  instances  by  fine 


involuntary  contractions,  for  example,  shiv- 
ering and  chattering  of  the  teeth.  Food, 
especially  protein,  through  its  specific  dy- 
namic action,  is  an  important  factor  in  the 
chemical  regulation  of  body  temperature. 

The  heat  regulating  centers  in  the  hypo- 
thalamus are  influenced  in  two  ways — re- 
flexly from  the  skin  and  by  the  temperature 
of  the  blood  flowing  through  them.  The 
maintenance  of  a constant  body  tempera- 
ture is  due  to  the  delicate  balancing  of  ac- 
tivity of  two  quite  distinct  physiologic 
mechanisms.  One,  commonly  spoken  of  as 
the  mechanism  of  “heat  loss”  or  “heat  dis- 
sipation” prevents  undue  rise  of  body  tem- 
perature by  facilitating  the  dissipation  of 
heat  and  possibly  also,  by  reducing  meta- 
bolic heat.  The  other  mechanism  common- 
ly spoken  of  as  that  of  “heat  production”, 
prevents  undue  fall  of  body  temperature  by 
increasing  the  heat  produced,  as  well  as  by 
restricting  the  dissipation  of  bodily  heat. 
It  has  been  assumed  that  the  various  peri- 
pheral structures  concerned  in  each  reac- 
tion are  controlled  by  the  same  central 
mechanism.  During  the  past  several  years 
evidence  has  accumulated  which  indicates  a 
certain  structural  and  functional  indepen- 
dence of  these  two  mechanisms  of  heat  loss 
and  heat  production  and  they  have  been  sep- 
arated by  appropriate  operation  and  stimu- 
lation. In  the  intact  body  these  two  mech- 
anisms control  each  other  antagonistically 
and  thus  balance  each  other.12 

HYPOTHALAMIC  LESIONS 

The  farther  back  hypothalamic  lesions 
are  placed  the  greater  is  the  impairment  of 
the  ability  to  keep  the  body  temperature  up 
to  the  normal  level;  the  posterior  (sympa- 
thetic) portion  particularly  prevents  chill- 
ing, or  particularly  activates  heat  produc- 
tion. Contrariwise,  the  anterior  hypothal- 
amus (parasympathetic)  is  not  essential  for 
adequate  regulation  against  chilling,  but 
damage  to  it  causes  serious  impairment  in 
the  ability  to  prevent  overheating;  the  an- 
terior portion  particularly  prevents  over- 
heating, or  particularly  activates  heat 
loss.12’  13  Removal  of  the  sympathetic  ren- 
ders an  animal  unduly  sensitive  to  cold. 

It  is  also  possible  that  the  thyroid  and 
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adrenals  are  stimulated,  and  that  the  calor- 
igenic  effects  of  their  secretions  play  a part 
in  the  thermoregulatory  responses.  Ex- 
posure to  cold  causes  an  increase  in  the  rate 
of  the  denervated  heart.  It  has  also  been 
reported  that  the  serum  taken  from  an  ani- 
mal exposed  to  cold  raises  the  metabolism 
of  a second  animal  into  which  it  is  injected. 
If  the  first  animal  has  been  thyroidecto- 
mized  the  effect  upon  the  metabolism  of  the 
second  animal  is  not  observed.  It  may  be 
mentioned  in  this  connection  that  the  tem- 
perature tends  to  be  subnormal  in  supraren- 
alectomized  or  thyroidectomized  animals,  in 
Addison’s  disease,  and  in  cretinism. 

INDIVIDUAL  ACCLIMATIZATION 

In  addition  to  the  ability  to  adapt  con- 
stantly to  the  changing  environment  is  the 
ability  to  become  adapted  or  acclimated  to 
extremes  of  hot  or  cold  weather.  It  is  com- 
mon experience  that  the  initial  discomfort 
becomes  less  after  the  first  few  days  of 
exposure,  and  the  “comfort  zone’’  of  tem- 
perature is  betweeh  different  limits  accord- 
ing to  the  acclimatization  of  the  individual 
to  winter  or  to  summer  temperatures.  There 
must  exist  slow  physiologic  adaptations,  in- 
volving circulating  blood  volume,  partition 
of  heat  loss,  minute  volume  output  of  the 
heart,  velocity  of  blood  flow,  which  are  sup- 
erimposed upon  the  rapid  mechanisms  of 
adjustment  to  temperature,  such  that  the 
acute  reactions  to  temperature  are  slowly 
modified  in  their  range  and  effectiveness.11 

Adolph,  Dill,  Hall  and  Edwards11  studied 
acclimatization  to  desert  conditions  at  Boul- 
der City,  Nevada,  and  compared  the  re- 
sults with  those  obtained  in  Boston.  The 
conditions  of  climate  were  such  as  to  allow 
maximal  rates  of  evaporation  without  sweat 
appearing  upon  the  skin,  mean  shade  tem- 
perature of  95°  F.,  maximum  of  110°  F.  The 
mean  humidity  was  12  per  cent  and  varied 
between  6 and  30.  Several  of  the  adjust- 
ments which  occurred  as  the  subjects  be- 
came accustomed  to  life  in  the  hot,  dry  cli- 
mate, appeared  to  take  place  immediately, 
such  as,  increased  evaporation,  diminished 
urine  output  and  increased  intake  of  water. 
Among  the  slower  adjustments  were  mark- 
ed increases  in  rates  of  sweating,  increased 


dilution  of  sweat,  extending  over  a period 
between  one  and  10  days  in  different  sub- 
jects, and  an  increase  in  the  rate  of  inges- 
tion of  water.  During  residence  in  the  dry 
desert,  output  by  evaporation  may  increase 
eight-fold  or  more  while  the  concentration 
of  sweat  diminishes.  Sweat  tends  to  be- 
come more  concentrated  as  it  becomes  more 
profuse.  In  other  words  the  more  active 
the  sweat  glands,  the  less  effectively  is  the 
chloride  ion  held  back.  But  after  several 
days  of  exposure  to  hot  and  dry  conditions 
the  concentration  of  sweat,  at  the  same  rate 
of  sweating,  for  the  same  amount  of  exer- 
cise or  work  is  only  one  half  that  at  the 
beginning.  Thus,  one  of  the  adaptive  pro- 
cesses by  which  man  becomes  inured  to 
high  temperatures  consists,  in  part,  of  the 
diminishing  salt  content  of  sweat.  After  ac- 
climatization man  will  lose  less  salt  and 
the  satisfaction  of  his  thirst  will  keep  the 
volume  and  concentration  of  his  body  fluids 
more  nearly  optimal.  Possibly  heat  exhaus- 
tion and  certainly  heat  cramps  are,  in  con- 
sequence, less  apt  to  occur.  Some  subjects, 
however,  remain  susceptible  to  heat  cramps 
because  their  sweat  glands  do  not  hold  back 
salt  effectively.  Even  after  several  weeks 
at  Boulder  City  one  of  the  subjects  put  out 
the  equivalent  of  his  daily  salt  intake  in 
three  hours  of  strenuous  exercise.  The 
study  of  “heat  exchanges’’,  that  is  the  rate 
at  which  heat  is  gained  and  lost,  is  import- 
ant because  it  is  a plausible  assumption  that 
human  endurance  in  hot  climates  is  possibly 
limited  by  the  rates  of  heat  dissipation, 
great  accumulations  of  heat  in  the  body 
being  thus  prevented.  At  rest  under  the 
desert  conditions,  radiation  may  add  heat 
to  the  body  faster  than  heat  is  produced 
chemically.  It  was  observed  that  in  exer- 
cise, along  with  high  rates  of  heat  produc- 
tion, radiation  and  convection  added  heat, 
so  that  the  loss  by  evaporation  alone  ex- 
ceeded heat  production.  Recovery  from  ex- 
ercise required  one  to  one  and  a half  hours 
for  the  dissipation  of  the  heat  that  had  ac- 
cumulated. Evaporation  rates  were  not 
limited  by  the  evaporating  power  of  the  air 
in  any  of  the  conditions  studied,  since  the 
skin  stayed  dry;  the  air  was  capable  of 
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taking  up  moisture  faster  than  the  moisture 
was  presented  to  it.  One  may  think  of  the 
sweat  glands  and  their  control  as  limiting 
the  amount  of  moisture  that  is  presented 
for  evaporation.  The  ability  of  diverse  in- 
dividuals to  withstand  desert  conditions  ap- 
peared to  vary  largely  with  the  rates 
of  sweat  production,  for  with  increased 
sweat  production  there  was  less  heat  ac- 
cumulated in  the  body.  Subjects  who  did 
not  accumulate  much  heat  were  more  com- 
fortable, felt  more  fit,  and  were  able  to 
continue  exercise  for  longer  periods.  Even 
they,  however,  were  limited  in  the  rates  at 
which  they  could  do  work  for  any  con- 
siderable time. 

One  limitation  to  work  may  be  the  rate 
of  sweating.  The  changes  with  acclimati- 
zation, measured  in  rates  of  evaporation 
and  in  rate  of  heat  accumulation  in  the  body 
are  significant  factors  in  enduring  a given 
hot  atmosphere. 

SUMMARY 

Dill,  in  his  book  on  Life,  Heat  and  Alti- 
tude15 points  out  that  successful  adaptation 
to  high  temperatures  consists  in  the  follow- 
ing: (1)  An  ability  of  the  sweat  glands  to 
“learn”  to  secrete  enough  water  to  cool  the 
body;  (2)  an  ability  to  secrete  this  water 
with  minimal  amount  of  chloride,  so  as  to 
conserve  extracellular  water  and  prevent 
depletion  of  sodium  chloride;  (3)  an  abil- 
ity of  the  circulation  to  supply  enough  blood 
to  the  periphery  to  be  cooled;  and  (4)  the 
successful  integration  of  these  abilities  to 
permit  maximum  loss  of  heat  with  mini- 
mum rise  in  body  temperature. 
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EFFECTS  OF  HIGH  ENVIRONMENTAL 
TEMPERATURE  ON  THE 
HUMAN  BODY 

PHILIP  H.  JONES,  JR.,  M.  D.f 

New  Orleans 

A consideration  of  the  effects  of  heat 
can  be  conveniently  divided  into  the  imme- 
diate effects  that  may  be  observed  after  a 
short  exposure  to  high  environmental  tem- 
perature and  those  developing  after  pro- 
longed exposure  to  such  temperature,  in 
other  words,  hot  climate.  Inquiring  into 
both  aspects  of  this  problem,  it  is  seen  that 
little  exact  investigation  has  been  done,  and 
on  many  aspects  there  is  lack  of  understand- 
ing. Accordingly,  it  will  be  necessary  to 
leave  many  problems  unsettled  at  points 
where  information  is  much  needed  by  the 
physician. 

fFrom  the  Department  of  Medicine,  School  of 
Medicine,  Tulane  University  of  Louisiana,  New 
Orleans. 
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EFFECTS  OF  LONG  CONTINUED  EXPOSURE  TO  HIGH 
ENVIRONMENTAL  TEMPERATURE  AND 
ACCLIMATIZATION 

The  ease  or  difficulty  of  body  heat  loss 
has  been  considered  by  Mills1  as  the  signifi- 
cant factor  in  the  effect  of  climate  on  man. 
This  factor  dominates  the  levels  of  internal 
combustion  activity.  Voit,2  Rubner,3  and 
Sundstroem4  also  found  a relation  between 
external  temperatures  and  internal  combus- 
tion rate  in  man  and  animals.  Oxygen  con- 
sumption increases  as  surrounding  temper- 
atures fall.  The  reverse,  that  is,  decline  in 
oxygen  consumption  with  rising  seasonal 
mean  temperature  levels,  has  been  reported 
by  various  observers.  Gessler,5  Kunde,0 
Nakagawa,7  Griffith,8  and  Martin,9  all 
found  a lower  oxygen  consumption  in  the 
summer  months  as  compared  to  the  winter 
months.  Many  of  these  observations  were 
made  under  carefully  controlled  basal  con- 
ditions. The  decline  in  metabolic  rate  var- 
ied from  6 to  15  per  cent.  Seasonal  fluc- 
tuations, according  to  Mills,10  are  probably 
widest  in  the  middle  and  lower  temperate 
regions  where  there  is  considerable  depres- 
sive heat,  but  also,  where  the  cold  is  not 
severe.  Since  environmental  temperature 
influences  the  resting  metabolism  of  man, 
it  is  argued  that  it  has  a more  important 
effect  upon  the  working  metabolism  or  ac- 
tivity combustion  of  the  individual.  It  is 
calculated  that  about  80  per  cent  of  the 
combustion  energy  liberated  through  mus- 
cular activity  must  be  dissipated  from  the 
body  as  waste  heat,  as  our  bodies  are  only 
about  20  per  cent  efficient  as  energy  ma- 
chines. Still  further,  it  has  been  shown  by 
McClintock  and  Paisley11  that  even  this  ef- 
ficiency becomes  less  as  the  working  meta- 
bolic rate  rises.  This  produces  the  paradox 
that  in  what  he  does,  the  more  active  north- 
erner is  less  efficient,  so  to  speak,  per  stroke 
than  the  more  sluggish  southerner.  In 
other  words,  even  though  the  output  of 
work  per  unit  of  time  of  the  southerner  is 
low,  he  is  the  more  efficient  from  a ma- 
chine point  of  view  than  the  energetic 
northerner.  Lee12  finds  that  in  addition  to 
the  excretory  activity  of  the  thyroid  being 
reduced  in  conditions  of  heat,  there  is  also 
a suppression  of  the  activity  of  the  suprare- 


nal medulla,  and  he  considers  that  this  is 
one  of  the  chief  factors  of  acclimatization. 
Another  effect  is  decreased  appetite,  which 
is  a frequent  accompaniment  of  exposure 
to  heat.  It  is  suggested  that  this  is  related 
to  the  decline  in  metabolic  activity  brought 
on  by  the  heat. 

Mills10  found  that  in  the  1934  heat  wave 
there  was  a marked  fall  in  blood  pressure 
level  and  oxygen  consumption  even  in  those 
people  showing  no  symptoms  of  heat  stroke 
or  prostration.  Such  a change  happens  in 
a minor  degree  in  people  going  from  tem- 
perate regions  to  the  tropics.  Animal  ex- 
periments with  rabbits  were  conducted  by 
Mills  with  three  groups  of  animals,  which 
were  in  a cold  room,  a hot  room,  and  were 
changed  from  one  to  the  other,  respectively. 
At  the  end  of  this  time,  they  were  tested 
for  their  ability  to  endure  heat.  The  ani- 
mals from  the  hot  room  withstood  the  heat 
the  longest  time,  those  from  the  cold  room 
next,  and  those  that  had  been  changed  daily 
from  hot  to  cold  were  the  least  resistant. 
These  experiments  were  interpreted  as 
adaptation  to  constantly  high  temperatures 
rendered  animals  more  resistant  to  exces- 
sive heat  than  is  seen  in  adaptation  to 
changeable  environment.  Logically  then,  the 
differences  in  susceptibility  to  excessive 
heat  shown  by  individuals  from  varying  lo- 
cations are  dependent  upon  those  differ- 
ences in  metabolic  activity  and  heat  adapta- 
tion that  have  been  set  up  in  their  own  par- 
ticular communities.  Therefore,  “the  char- 
acter of  the  climate  determines  in  a large 
measure  the  general  heat  sensitivity  of  the 
population.”  It  is  further  seen  that  the 
population  as  a whole  is  more  affected  by 
severe  heat  in  the  beginning  than  it  is  by 
similar  heat  at  the  end  of  summer.  Such  a 
change  takes  place  in  some  degree  during 
an  individual  heat  wave,  as  it  is  seen  that 
heat  stroke  tends  to  come  at  the  end  of  such 
a wave. 

The  results  of  these  metabolic  effects  on 
disease  states  must  be  stated  with  caution. 
Bean  and  Mills1'1  find  that  coronary  occlu- 
sion occurs  more  frequently  in  winter  than 
in  summer  in  the  north  temperate  region 
studied.  They  find  the  same  in  regard  to 
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heart  failure  in  arteriosclerotic  and  rheu- 
matic patients.  Syphilitic  heart  failure  fails 
to  show  any  such  relationship.  It  is  pre- 
sumed, however,  that  these  observations 
contrast  severe  cold  with  summer  warmth, 
rather  than  with  tropical  heat.  Kligler14 
considers  that  tropical  heat  enhances  the 
susceptibility  to  intestinal  infection  by  re- 
tarded gastrointestinal  secretion,  by  anhy- 
dremia  and  reduced  gastrointestinal  motor 
activity,  and  by  a state  of  avitaminosis — 
particularly  B,  which  follows  the  depres- 
sion of  the  appetite. 

THE  IMMEDIATE  EFFECTS  OF  IIEAT 

Prickly  heat:  In  regard  to  frequency  of 
the  immediate  effects  of  heat,  the  well- 
known  condition  of  prickly  heat,  or  lichen 
tropicus,  or  heat  rash,  is,  as  you  know,  the 
most  common.  Its  clinical  features  are  so 
familiar  to  this  group  as  not  to  require  de- 
scription here.  Explanation  of  the  etiology 
and  pathology,  however,  is  not  nearly  so 
satisfactory.  The  cause  of  the  condition  is 
variously  ascribed  to  exposure  to  excessive 
moist  heat.  Infancy,  obesity,  debility,  over- 
clothing, and  a tendency  to  hyperhidrosis 
are  regarded  as  predisposing.  Immoderate 
use  of  alcohol  renders  one  especially  suscep- 
tible. Histologic  study  by  Robinson15  in- 
dicated that  the  papules  were  due  to  an  in- 
flammatory exudation  around  the  orifices 
of  the  sweat  ducts,  but  not  of  the  sweat 
glands.  Pollitzer10  described  vesicles  oc- 
curing  in  the  rete  mucosum.  The  inflam- 
matory reaction  occludes  the  sweat  duct.  It 
is  not  clear  in  any  investigation  of  this 
subject  what  the  origin  of  the  exudating 
process  really  is. 

Heat  urticaria:  Less  common,  but  of  im- 
portance to  many  patients,  is  the  urticaria 
produced  by  heat.  This  may  be  local  or 
general.  It  is  observed  that  many  people 
have  hives  after  a very  hot  bath  or  unusual 
exercise.  This  is  the  generalized  type,  and 
here  the  work  of  Grant,  Pearson  and  Co- 
meau17  showed  that  the  lesion  was  produced 
by  the  release  of  acetylcholine  at  the  termi- 
nation of  the  cutaneous  nerves.  In  addition 
to  the  generalized  type,  there  is  a localized 
form  of  urticaria  in  which  the  wheals  re- 


sult from  the  direct  action  of  the  heat  on 
the  skin.18 

Prophylaxis  and  therapy  of  skin  effects 
of  heat:  The  prevention  of  lichen  tropicus 
and  heat  urticaria  is  obvious  in  type,  and 
that  is  avoidance  of  exposure  to  such  en- 
vironment. When  this  is  not  possible,  ef- 
fort should  be  made  so  that  exposure  will 
be  progressively  increased  and  not  be  sud- 
denly excessive  at  one  time.  The  treatment 
of  the  lesions,  once  they  have  become  estab- 
lished, is  palliative  and  should  consist  of 
soothing  lotions  followed  by  the  application 
of  a bland  powder,  such  as  corn  starch. 

THE  IMMEDIATE  SYSTEMIC  EFFECTS  OF  HIGH 
ENVIRONMENTAL  TEMPERATURE 

In  the  effort  to  maintain  uniform  body 
temperature  in  the  presence  of  a high  en- 
vironmental temperature,  the  body  is  called 
upon  for  functional  adaptations.  Conse- 
quent upon  these  efforts,  three  conditions 
are  known  to  develop  among  certain  indi- 
viduals exposed  to  this  environment.  These 
are : Heat  cramps,  heat  exhaustion,  and  heat 
stroke. 

Heat  cramps:  The  condition  now  recog- 
nized as  heat  cramps  was  described  in  1878, 
pertaining  to  conditions  in  the  gold  mines 
of  Virginia  City,  Nevada.  Attention  to  this 
condition  for  its  clinical  importance  began 
about  twenty  years  later,  and  the  term  is 
defined  (Talbott)19  as  referring  to  painful 
spasms  of  the  voluntary  musculature  fol- 
lowing muscular  activity  in  a high  environ- 
mental temperature. 

The  incidence  approximates  that  of  heat 
stroke.  The  attacks  are  relatively  common 
in  the  summer  months  in  industrial  centers 
in  association  wTith  boilers  and  similar  sur- 
roundings. Commonly,  it  is  noticed  in  the 
steel  industry  and  in  the  casting  industry. 

Although  temperatures  are  high  through- 
out the  year,  there  is  a distinct  seasonal 
summer  incidence.  The  humidity  is  of  sig- 
nificance, but  except  in  so  far  as  it  has  some 
bearing  on  the  effective  temperature,  it  is 
secondary  to  the  degree  of  heat  itself.  Pre- 
disposing causes  are  the  use  of  alcohol,  as- 
sociated with  insufficient  food,  mineral 
salts,  water,  and  vitamins.  Another  predis- 
posing factor  is  a recent  attack  of  heat 
cramps  not  adequately  treated.  Other  fac- 
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tors  are  those  that  have  a definite  but  im- 
ponderable effect  on  general  resistance, 
such  as  sleep,  rest,  irregular  habits,  and 
similar  hygienic  influences. 

Symptoms:  While  at  work  on  a hot  day, 
or  possibly  hours  later,  the  patient  is  sud- 
denly seized  with  a violent  pain  associated 
with  spasmodic  contraction  of  various 
groups  of  muscles.  Such  spasms  may  occur 
in  the  muscles  of  the  abdomen,  arms,  and 
back.  The  pain  is  severe.  The  patient  may 
writhe  and  twist,  and  between  spasms  may 
toss  about  restlessly.  In  the  space  of  five 
or  ten  minutes,  the  cramps  recur  and  con- 
tinue to  the  point  where  the  patient  may 
become  exhausted. 

Examination  of  the  patient  shows  fibril- 
lary twitchings  of  the  muscles,  violent  con- 
traction following  manipulation  of  the  mus- 
cles. The  temperature  is  rarely  above 
100°,  and  the  highest  recorded  is  104°  F. 
The  cardiovascular  system  is  apparently  not 
affected  nor  is  the  respiratory.  It  is  the 
general  impression  that  when  sweating  re- 
turns the  cramps  disappear. 

Chemistry  and  morphology  of  the  blood: 
Talbott19  found  the  protein  of  the  serum  in- 
creased. The  highest  concentration  ob- 
served by  him  was  10.6  grams  per  cent.  He 
regards  this  as  due  to  dehydration  and 
probably  not  related  to  the  pathogenesis  of 
the  disease.  Concentration  of  the  hemo- 
globin was  correspondingly  increased.  He 
found  that  there  was  a loss  of  water  from 
the  red  cells  themselves  of  from  1 to  5 per 
cent. 

Changes  in  the  concentration  of  chloride 
and  sodium  were  constantly  present,  and 
this  has  been  found  by  other  authors.  In- 
vestigations by  various  authorities  have 
shown  reduction  in  chlorides  varying  from 
2 up  to  17  per  cent.  There  is  no  significant 
change  in  the  blood  sugar.  Non-protein  ni- 
trogen is  elevated  according  to  various  ob- 
servers. The  amount  of  elevation  is  usually 
about  10  to  25  mg.,  but  may  be  three  times 
that.  The  red  blood  count  is  increased  in 
proportion  to  the  hemoglobin.  The  white 
blood  cell  count  is  increased,  the  usual 
counts  being  about  10,000  to  15,000. 


Urine:  The  urine  shows  a diminution  in 
the  amount  of  chlorides  during  the  attack. 
Chloride  reappears  in  the  urine  one  to 
three  days  after  recovery. 

Diagnosis:  The  diagnosis  of  heat  cramps 
has  to  be  made  after  considering  other  pos- 
sibilities, such  as  those  of  an  acute  abdo- 
men, strychnine  poisoning,  tetany,  hysteria, 
and  nocturnal  cramps.  It  is  not  usually  dif- 
ficult when  a correct  history  is  obtained  and 
the  patient  is  seen  experiencing  the  wide- 
spread muscular  contractions  of  such  a se- 
vere character. 

Pathogenesis : Consideration  of  the  data 
of  various  investigators  indicates  that  heat 
cramps  result  from  a diminished  amount 
of  sodium  chloride  in  the  blood,  and  prob- 
ably, in  the  tissue  spaces,  and  that  when 
the  critical  level  of  sodium  chloride  is 
reached  in  the  working  subject  muscle 
cramps  appear.  Consideration  of  other 
factors,  such  as  disturbances  of  carbohy- 
drate metabolism  and  acid  base  equilibrium, 
and  kidney  insufficiency,  reveals  that 
changes  in  these  factors  are  insufficient  to 
produce  the  effects  mentioned. 

Treatment : The  patient  should  be  put  at 
rest.  Sodium  chloride  and  fluids  should  be 
supplied  at  once.  The  environment  should 
be  made  comfortable.  If  facilities  are  avail- 
able intravenous  injections  of  normal  physi- 
ologic saline  should  be  given  immediately. 
If  able  to  take  fluids  and  salt  by  mouth,  one 
gram  of  sodium  chloride  should  be  given 
every  hour  until  5 grams  have  been  in- 
gested. It  is  common  to  observe  that  cramps 
subside  as  quickly  as  the  effects  of  salt  have 
been  obtained.  Should  circumstances  re- 
quire it,  morphine,  % gr.  by  needle  may  be 
used,  but  this  is  slower  in  giving  relief  than 
salt.  The  patient  should  be  continued  at 
rest  for  several  days,  and  possibly,  for  a 
week.  ' 

Preventive  treatment : The  environment 
of  the  workers  should  be  made  as  comfor- 
able  as  possible.  Water  should  be  supplied 
freely  to  those  workers  who  of  necessity 
must  labor  in  high  temperatures.  Salt 
should  be  supplied  in  one  of  several  ways: 
by  using  1/10  of  1 per  cent  salt  in  the 
drinking  water,  or  by  the  use  of  tablets 
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taken  with  the  water  or  at  meals.  Attempts 
should  be  made  to  supply  5 to  10  grams  of 
salt  per  day,  depending  on  the  duration  of 
the  heat  exposure. 

1IEAT  EXHAUSTION 

In  this  condition,  the  patient  who  has 
been  exposed  to  an  excessively  high  en- 
vironmental temperature  becomes  weak, 
complains  of  vertigo  and  dimness  of  vision. 
Excessive  sweating  is  usually  present.  Ex- 
amination reveals  a state  of  shock,  a weak, 
rapid,  thready  pulse,  low  blood  pressure, 
normal  or  subnormal  temperature,  uneven 
respiration.  The  skin  is  clammy.  The 
sphincters  may  be  relaxed.  The  tempera- 
ture may  be  subnormal,  normal,  or  slightly 
above  normal,  if  taken  by  rectum. 

Examinations  of  the  blood  in  this  type 
of  heat  disease,  by  Heilman  and  Mont- 
gomery,-0 showed  an  average  blood  sugar 
of  64  mg.  per  100  c.  c.,  and  a blood  specific 
gravity  of  1.062.  This  specific  gravity  fig- 
ure was  the  same  as  that  of  controls.  Plas- 
ma chloride  concentrations  showed  changes, 
but  not  in  proportion  to  the  depletion  of 
the  blood  sugar.  Observations  by  McLain 
and  Montgomery21  showed  a tendency  to 
blood  concentration,  decrease  in  blood 
sugar,  and  lowering  of  alkali  reserve. 

Treatment:  The  treatment  is  essentially 
that  of  shock,  with  the  use  of  5 per  cent 
glucose  infusions.  If  the  temperature  is 
subnormal,  external  heat  should  be  applied, 
but  in  this  situation,  the  patient  should  be 
watched  to  prevent  sudden  hyperpyrexia. 
Coramine  and  adrenalin  may  be  useful,  as 
in  other  forms  of  circulatory  collapse. 

HEAT  STROKE 

Heat  stroke  tends  to  come  in  the  summer 
months.  It  is  found  towards  the  end  of  a 
heat  wave.  It  may  develop  in  persons  ex- 
posed to  high  external  heat  in-  or  out-of- 
doors.  There  seems  to  be  a predilection  for 
it  to  appear  in  infancy,  or  beyond  the  age 
of  seventy.  Individuals  in  the  period  of 
middle  life  are  more  resistant  than  those  at 
extremes.  Alcoholism  is  regarded  as  being 
contributory.  Direct  exposure  to  the  rays 
of  the  sun  does  not  appear  to  be  an  im- 
portant factor.  In  a study  made  by  Ferris, 
Blankenhorn,  Robinson  and  Cullen,22  44  pa- 


tients suffering  from  heat  stroke  were 
studied  in  the  Cincinnati  General  Hospital. 
Only  nine  were  doing  work  which  required 
moderate  physical  effort.  Thirteen  of  the 
patients  were  employed  in  working  but  not 
exposed  to  an  environment  warmer  than 
that  of  the  average  person.  Seven  patients 
were  less  than  50  years  old;  the  majority 
were  60  to  70  years  old. 

Prodromal  symptoms:  Certain  patients 
complain  of  weakness,  dizziness,  nausea, 
and  occasional  attacks  of  fainting,  two  or 
three  days  before  their  collapse.  Headache 
is  common.  There  is  a feeling  of  oppression 
by  the  heat. 

Clinical  manifestations:  The  patient  may 
collapse  suddenly  and  may  or  may  not  go 
into  unconsciousness.  During  the  onset, 
there  may  be  a state  of  great  nervous  ex- 
citement simulating  an  acute  mania,  with 
laughing,  crying,  talking  incoherently,  and 
aimless  and  uncontrolled  struggling  with 
those  about  them.  The  skin  is  hot  and  dry. 
It  is  commonly  reported  that  the  patient’s 
collapse  follows  a period  in  which  he  per- 
spired normally,  then  suddenly  ceased  to 
perspire.  There  is  a maculo-papular  rash 
over  the  body  which  is  frequently  purpuric. 
Respiration  is  deep  and  stertorous.  The 
face  is  flushed.  The  muscles  are  flaccid. 
There  may  or  may  not  be  incontinence. 
The  acutely  ill  patients  are  unconscious  or 
stuporous.  Those  with  temperature  of  106° 
or  less  are  usually  conscious.  The  blood 
pressure  at  the  onset  is  elevated  and  de- 
clines as  the  clinical  condition  gets  worse. 
With  the  increased  blood  pressure,  there  is 
a high  pulse  pressure.  The  pulse  is  rapid 
and  may  become  irregular. 

Chemistry  of  the  blood:  Examination  of 
the  blood  in  this  condition  by  various  in- 
vestigators has  revealed  an  increase  in  the 
serum  chloride;  and  by  others,  no  signifi- 
cant changes  from  the  normal.  In  other  re- 
spects, the  state  of  the  blood  has  not  been 
found  significantly  different  from  that  of 
controls. 

Pathogenesis:  The  pathogenesis  of  this 
condition  is  not  understood.  It  has  been  va- 
riously suggested  that  it  is  an  exhaustion 
of  the  adaptation  mechanism  or  an  exhaus- 


Jones — Body  Temperature 


293 


tion  of  the  sweat  producing  system,  a form 
of  cardiac  failure,  a form  of  infection,  and 
a disturbance  of  the  heat  control  center. 
Noteworthy  findings  at  autopsy,  according 
to  McKenzie  and  LeCount,23  are  edema  and 
congestion  of  the  brain,  edema  of  the  lungs, 
cloudy  swelling  of  the  liver,  kidneys,  and 
myocardium,  and  petechial  hemorrhage  of 
various  mucous  membranes.  These  findings 
are  in  agreement  with  the  report  by  Wil- 
son,24 who  found  extensive  hemorrhage  un- 
der the  endocardium  of  the  left  ventricle 
and  septum  in  one  patient  dying  of  heat 
stroke  and  in  three  patients  dying  after 
fever  therapy. 

Treatment:  The  patient  should  be  re- 
moved to  a cool  place  with  free  circulation 
of  air,  all  clothing  removed,  and  covered 
with  a wet  sheet  upon  which  there  is  a free 
flow  of  water  and  a steady  stream  of  air 
from  an  electric  fan  or  from  manual  ef- 
forts. While  this  is  in  process,  fluids  should 
be  supplied  by  infusion  or  by  a duodenal 
tube.  The  temperature  should  be  reduced 
as  rapidly  as  possible  to  about  102° ; stimu- 
lants and  other  measures,  such  as  recom- 
mended in  heat  exhaustion,  may  then  be- 
come needed. 

Prognosis:  In  44  patients  reported  by 
Ferris,  Blankenhorn,  Robinson,  and  Cul- 
len,22 17  or  39  per  cent  died.  Of  the  39 
patients  who  lived  long  enough  to  obtain 
some  form  of  treatment,  12  or  30  per  cent 
died.  None  with  a temperature  below  107° 
died. 

TIIE  EFFECTS  OF  AIR  CONDITIONING 

Inquiry  into  the  effects  of  air  condition- 
ing on  the  human  organism  is  just  begin- 
ning. The  change  from  hot  air  into  cold 
air  in  summer  is  more  of  a tax  on  bodily 
adaptation  than  in  winter,  because  in  win- 
ter the  excursion  into  cold  air  is  protected 
in  advance  by  additional  clothing.  The  rate 
of  change  rather  than  the  degree  of  change 
appears  to  be  the  important  thing.  Mills25 
considers  that  the  difference  between  out- 
side hot  and  inside  cool  temperature  in 
summer  will  have  to  be  determined  by  ob- 
servations for  each  locality.  The  further 
one  progresses  into  tropical  heat,  the  small- 
er should  be  the  difference.  The  differences 


should  be  less  in  the  latter  part  of  the  sum- 
mer than  in  the  early  part  of  the  summer. 
He  suggests  that  in  the  Gulf  area  not  more 
than  8°  F.  difference  should  be  allowed. 
Where  heat  periods  are  brief  and  cool 
weather  is  common,  a 20°  difference  might 
be  tolerated,  that  in  most  of  the  northern 
United  States  a 12°  difference  is  suggested. 
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FULMINATING  MENINGOCOCCAL 
SEPTICEMIA  WITH  BILATERAL 
SUPRARENAL  HEMORRHAGE 

REPORT  OF  TWO  CASES* 
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New  Orleans 

REVIEW  OF  LITERATURE 

The  first  proved  case  of  fulminating 
meningococcal  septicemia  (the  so-called 
Waterhouse-Friderichsen  syndrome)  was 
reported  by  Andrews1  in  1906  and  occurred, 
curiously,  in  a 53  year  old  male ; the  disease 
is  most  frequent  in  very  young  children. 
The  patient,  who  had  previously  been  per- 
fectly well,  died  12  hours  after  the  onset 
of  symptoms,  and  a pure  culture  of  men- 
ingococcus was  isolated  from  the  blood  and 
from  the  spinal  fluid,  though  no  micro- 
scopic evidence  of  meningeal  inflammation 
was  found.  Intracellular  diplococci  were 
also  observed  in  the  granulocytes  of  the 
antemortem  blood  smear. 

The  first  presumptive  case  of  this  disease 
had  been  reported  in  1894  by  Voelcker,2 
who  made  a questionable  diagnosis  of  an 
unusual  type  of  smallpox.  A previously 
healthy  two  year  old  child  had  suddenly 
become  ill,  with  high  fever  and  a purpuric 
rash,  and  had  died  within  24  hours.  The 
only  significant  postmortem  finding  was 
bilateral  suprarenal  hemorrhage.  No  bac- 
teriologic  procedures  were  carried  out.  In 
1901  Little,3  on  the  basis  of  four  personal 
cases  and  a study  of  eight  other  cases  re- 
ported in  the  literature,  stated  that  “the 
symptoms  in  all  of  these  cases  . . . are  so 
similar  and  so  constant  as  to  form  quite 
a recognizable  clinical  group.”  He  was  un- 
able to  demonstrate  an  infectious  agent  in 
any  of  his  personal  cases. 

Waterhouse,4  in  1911,  reported  a rapidly 
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fatal  case  of  suprarenal  hemorrhage  ac- 
companied by  skin  purpura,  and  reviewed 
the  15  cases  of  this  syndrome  previously 
reported  in  the  literature.  He  was  unable 
to  isolate  any  organism  from  the  spinal 
fluid,  spleen  or  suprarenal  glands.  Frid- 
erichsen,5  in  1918,  reported  two  proved 
cases  of  the  disease  and  reviewed  the  28 
previously  reported  in  the  literature.  Like 
Waterhouse,  he  pointed  out  the  constancy 
of  the  clinical  picture  in  this  rapidly  fatal 
form  of  meningococcal  septicemia  with 
suprarenal  hemorrhage  and  an  apparent 
absence  of  meningeal  inflammation. 

Glanzmann,6  who  reported  two  proved 
cases  of  the  disease  and  a third  presump- 
tive case  in  1933,  was  the  first  to  apply  the 
name  of  Waterhouse-Friderichsen  syn- 
drome to  this  clinical  entity.  Since  the 
disease  was  first  described  by  Little  and 
since  the  first  proved  case  was  reported  by 
Andrews,  it  would  seem  that  if  any  eponym 
were  to  be  employed — we  personally  are 
opposed  to  such  terms — it  should  be  called 
the  Little-Andrews  syndrome  rather  than 
the  Waterhouse-Friderichsen  syndrome,  by 
which  name  it  is  now  generally  known. 

Important  reviews  of  the  literature  have 
been  published  by  Aegerter7  and  Sacks8  in 
1937  and  Kunstadter9  in  1939.  Aegerter’s 
review  included  57  cases,  two  of  which  he 
himself  reported,  and  55  of  which  had  come 
to  postmortem.  According  to  Kunstadter, 
73  cases  are  now  on  record,  only  26  of 
which  have  been  reported  from  the  United 
States  and  only  four  of  which,  although 
the  condition  is  most  frequent  in  children, 
appear  in  the  American  pediatric  litera- 
ture. The  case  he  reports  brings  the  num- 
ber in  the  latter  group  to  five. 

The  exact  number  of  cases  on  record  is 
somewhat  difficult  to  determine  because 
of  apparent  duplications  in  the  early  litera- 
ture and  because  of  the  inclusion,  in  some 
reports,  of  an  occasional  unproved  case. 
It  is  interesting  to  observe,  however,  that 
the  number  of  proved  cases  is  still  very 
small.  Of  the  38  cases  collected  by  Bamat- 
ter10  in  1934  the  etiologic  agent  had  been 
isolated  in  only  10,  perhaps,  as  has  been 
suggested,  because  of  faulty  methods  em- 
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ployed  in  many  of  the  early  cases.  Since 
that  time  the  meningococcus  has  been  iden- 
tified by  Snelling  and  Erb11  in  three  cases, 
by  Aegerter  in  two,  and  by  Boone  and 
Hall,12  Foucar,9  Sacks,  Sulzer,9  DeBruin,9 
Weingart,9  and  Carey  13  in  one  case  each. 

The  case  reported  by  Carey  represents, 
so  far  as  we  are  able  to  determine,  the  sin- 
gle instance  on  record  of  recovery  in  this 
disease.  In  most  of  the  reported  cases 
death  occurred  within  24  hours  or  within 
an  even  shorter  period  of  time.  In  the  oc- 
casional case  the  duration  was  48  hours. 
Carey’s  patient  was  a 27  year  old  white 
woman  who  presented  a characteristic 
clinical  picture  of  fulminating  meningococ- 
cal septicemia  with  a purpuric  rash.  Cul- 
tures of  the  blood  and  the  cerebrospinal 
fluid  were  positive  for  meningococci.  Ther- 
apy, as  suggested  by  Aegerter,  consisted  of 
cortical  adrenal  extract,  infusions  of  dex- 
trose and  sodium  chloride  solution,  and 
epinephrine.  Antimeningococcic  serum  and 
sulfanilamide  were  also  used,  and  the  mul- 
tiple therapy,  as  the  author  points  out, 
makes  it  impossible  to  estimate  the  effec- 
tiveness of  the  attempted  specific  treat- 
ment with  cortical  adrenal  extract.  This 
is  one  of  the  very  few  cases  on  record  in 
which  the  diagnosis  was  made  antemortem 
and  the  patient  lived  long  enough  to  per- 
mit specific  therapeusis. 

The  following  two  cases  are  presented 
as  classic  clinical  examples  of  this  syn- 
drome and  also  as  illustrations  of  the  com- 
parative pathologic  findings  in  cases  of 
short  and  of  relatively  long  duration. 

CASE  NO.  1 

A white  male  child,  18  months  of  age,  who  had 
previously  been  perfectly  well,  was  suddenly  seized 
with  convulsions  at  4:00  p.  m.  March  11,  1938.  He 
was  admitted  to  Charity  Hospital  of  Louisiana  at 
7:35  p.  m.  and  died  five  minutes  later,  three  hours 
and  forty  minutes  after  the  first  symptom  had  oc- 
curred. Stupor  had  alternated  with  convulsions 
prior  to  his  admission  to  the  hospital.  The  rectal 
temperature  was  105°  F.,  and  the  other  positive 
findings  included  marked  trismus,  marked  cyano- 
sis, and  a generalized  purpuric  rash.  The  time  at 
which  the  purpura  had  appeared  could  not  be  de- 
termined. There  was  no  rigidity  of  the  neck. 

Necropsy:  Postmortem  examination,  which  was 
performed  two  hours  after  death,  revealed  a well 
developed  and  well  nourished  male  child  who  pre- 


sented a generalized,  mottled  cyanosis  of  the  skin 
not  unlike  postmortem  lividity.  A macular  purpura 
was  present  and  was  most  prominent  over  the 
face,  neck,  and  upper  thorax. 

The  serosal  membranes  of  the  pericardial, 
pleural  and  peritoneal  cavities  showed  petechiae. 
The  thymus,  which  weighed  30  gm.,  appeared  nor- 
mal. The  heart,  lungs,  pancreas  and  gastro- 
intestinal tract  were  congested  but  otherwise  ap- 
peared normal.  The  mesenteric  lymph  modes  were 
enlarged,  and  were  soft  and  gray.  The  spleen 
weighed  45  gm.  Its  capsule  was  tense  and  the  sur- 
face exposed  by  section  showed  a deeply  congested, 
moderately  firm  pulp  and  prominent  malpighian 
corpuscles.  The  liver  weighed  460  gm.  Its  cut 
surface  had  a mottled  yellowish-brown  appearance. 


Fig.  1.  Photographs  of  suprarenal  glands  of 
Case  1 (246)  and  Case  2 (168).  Note  the  mainte- 
nance of  the  normal  contour  of  each  gland  and 
the  diffuse  hemorrhage  throughout  the  paren- 
chyma. 

Each  adrenal  (fig.  1)  weighed  10  gm.,  in  con- 
trast to  the  normal  average  weight  of  4.5  gm.  The 
normal  markings  of  each  gland  were  masked  by  a 
diffuse,  generalized  hemorrhage,  although  the  gen- 
eral contour  was  preserved.  The  fatty  tissue  sur- 
rounding each  gland,  as  well  as  the  perirenal  fat, 
was  edematous.  The  right  kidney  weighed  30  gm. 
and  the  left  47  gm.  Both  were  markedly  congested. 
The  bladder  and  genital  organs  were  normal. 

The  brain  weighed  1,220  gm.  Moderate  edema 
was  present,  as  evidenced  by  flattening  of  the  con- 
volutions. The  meningeal  vessels  were  intensely 
congested,  but  no  hemorrhages  were  observed. 
There  was  no  evidence  of  exudate  in  the  subarach- 
noid spaces  over  the  cerebral  hemispheres  or  over 
the  base  of  the  bi-ain.  The  hypophysis  appeared 
normal. 

The  middle  ears  showed  no  exudate.  The  para- 
nasal sinuses  were  not  examined.  Examination  of 
the  coronal  sections  of  the  brain  after  fixation  re- 
vealed nothing  additional. 
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Microscopic  Examination:  The  sections  were 

stained  by  hematoxylin  and  eosin.  Mild  parenchy- 
matous degeneration  and  marked  congestion  were 
present  in  all  the  viscera.  The  pulmonary  alveoli 
contained  a considerable  amount  of  fluid,  but  no 
cellular  exudate.  The  liver  showed  a moderate  de- 
gree of  fatty  metamorphosis.  The  germinal  centers 
of  the  malpighian  corpuscles  showed  swollen  cells, 
irregular  masses  of  a pink-staining  coagulum,  and 
a few  polymorphonuclear  leukocytes  in  the  central 
portions.  Diffuse  hemorrhage,  without  inflamma- 
tory cell  infiltration,  was  present  throughout  the 
medulla  and  cortex  of  the  suprarenal  glands.  The 
few  cells  which  could  be  recognized  were  swollen 
and  irregular  in  outline.  There  was  no  site  of  pre- 
dilection for  the  hemorrhage. 

The  skin  showed  marked  congestion  of  the  ves- 
sels of  the  corium,  slightly  swollen  endothelial  cells, 
and  small  accumulations  of  red  blood  cells  around 
many  blood  vessels.  There  was  no  inflammatory 
cell  infiltration. 

The  brain  matrix  was  vacuolated.  All  the  vessels 
were  distended,  some  only  with  red  blood  cells, 
many  with  red  blood  cells  and  an  appreciable  num- 
ber of  marginating  polymorphonuclear  leukocytes, 
and  some  with  a small  number  of  red  blood  cells 
and  a large  number  of  polymorphonuclear  cells. 
Many  capillaries  contained  an  acellular  hyaline  co- 


Fig.  2.  Photomicrograph  (x540)  of  choroid 
plexus  of  Case  1.  Note  the  inflammatory  cells  in 
the  lumen  and  around  the  vessel,  which  is  located 
directly  beneath  the  choroidal  epithelium.  Note 
also  the  moderate  diffuse  cellular  infiltration  in 
the  supporting  tissues. 


agulum  resembling  hyaline  thrombi.  The  nerve  cells 
showed  slight  condensation  of  their  cytoplasmic 
granules,  and  some  of  the  glial  cells  had  definitely 
granular  nuclei.  A few  perivascular  polymorpho- 
nuclear leukocytes  were  noted  in  the  tissues  of  the 
pia  in  one  small  area  over  the  cerebral  cortex,  but 
no  exudate  was  present  in  the  subarachnoid  space. 
The  veins,  capillaries  and  blood  sinuses  of  the  cho- 
roid plexus  were  distended  with  blood,  which 
showed  many  marginated  polymorphonuclear  leuko- 
cytes, a moderate  number  of  which  were  present  in 
the  walls  of  some  of  the  veins  and  sinuses  and  in 
the  surrounding  supporting  tissue  (fig.  2).  In  one 
area  a few  polymorphonuclear  leukocytes  and  mo- 
nonuclear cells  were  present  on  the  ventricular  sur- 
face of  the  epithelium,  and  occasional  polymorpho- 
nuclear leukocytes  were  observed  at  the  bases  of 
the  epithelial  cells. 

Bjicteriologic  Studies:  Brain  broth  (25  c.  c.)  was 
inoculated  with  blood  from  the  heart  (5  c.  c.). 
After  five  days  of  incubation  at  37  °C.,  evidences 
of  growth  were  observed,  and  a smear  revealed 
gram-negative,  biscuit-shaped  diplococci  of  various 
sizes.  No  growth  appeared  on  plain  media,  but  ex- 
cellent growths  were  obtained  upon  ascitic  fluid 
blood  agar.  The  organisms  were  morphologically 
and  tinctorially  typical  meningococci,  but  it  was 
only  after  repeated  transfers  on  artificial  media 
that  agglutination  by  type  II  serum  was  finally  ac- 
complished. 

CASE  NO.  2 

A white  female  child,  18  months  of  age,  who  had 
previously  been  perfectly  healthy,  suddenly  became 
dyspneic  at  8:00  p.  m.  February  7,  1940.  She  was 
intensely  cyanotic  for  15  to  20  minutes,  and  a rash 
rapidly  appeared  over  the  face  and  neck.  She  vom- 
ited several  times,  and  during  the  night  passed  five 
loose  stools,  the  last  of  which  contained  bright  red 
blood. 

She  was  admitted  to  Charity  Hospital  of  Louisi-  > 
ana  at  New  Orleans  at  5 :00  a.  m.  February  8 (nine 
hours  after  the  onset).  At  this  time  the  rectal 
temperature  was  107°F.  Physical  examination  re- 
vealed a well  developed,  well  nourished  child  who 
was  comatose  and  extremely  dyspneic.  A general- 
ized macular  purpura  was  most  marked  over  the 
face  and  neck.  The  lips  were  cyanotic.  Petechiae 
were  present  in  the  pharyngeal  and  buccal  mucosae. 
There  was  no  rigidity  of  the  neck  and  the  reflexes 
were  normal.  Lumbar  puncture  revealed  clear 
spinal  fluid,  with  no  increase  in  cells  or  protein;  no 
organisms  were  noted  on  direct  smear. 

Meningococcal  septicemia  was  suspected,  and 
40,000  units  of  antimeningococcal  serum  were  ad- 
ministered intravenously,  and  10,000  units  intrathe- 
cally.  The  child  died  at  8:45  a.  m.  February  8,  12 
hours  and  45  minutes  after  the  onset  of  the  first 
symptom.  She  vomited  dark  brown,  bloody  fluid 
shortly  before  death. 

Necropsy:  Postmortem  examination,  which  was 
performed  three  hours  after  death,  revealed  a well 
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developed,  well  nourished  white  female  child,  who 
presented  a generalized  macular  purpura,  most 
marked  over  the  face,  neck  and  upper  thorax  (fig. 
3).  The  entire  body  was  involved  except  for  a few 
small  areas  on  the  trunk  and  lower  extremities. 


nasal  sinuses  were  free  from  exudate.  The  hypophy- 
sis appeared  normal. 

Microscopic  Examination:  The  visceral  changes 

resembled  those  described  in  Case  1 except  for  the 
following  points:  The  heart  showed  a slight  de- 


Fig.  3.  Postmortem  photograph  of  Case  2.  Note  the  generalized  discoloration  and  the  macular 
purpura,  which  is  most  marked  over  the  face,  neck  and  upper  thorax. 


Straw-colored  fluid  (30  c.  c.)  was  present  in  the 
pericardial  cavity,  and  petechiae  were  observed  in 
the  pleural  cavities.  The  peritoneal  cavity  was  nor- 
mal. The  thymus,  which  weighed  22  gm.,  appeared 
normal.  The  musculature  of  the  heart  was  flabby, 
but  the  organ  was  otherwise  normal.  The  lungs 
were  normal  except  for  scattered  petechiae.  The 
spleen  weighed  35  gm.  Its  capsule  was  tense  and 
the  cut  surface  revealed  deeply  congested,  mod- 
erately firm  pulp  and  prominent  malpighian  cor- 
puscles. The  liver  weighed  400  gm.  The  paren- 
chyma was  soft,  and  the  surface,  on  section,  had  a 
mottled,  reddish-yellow  color.  No  lesions  were  pres- 
ent in  the  pancreas.  The  mucosa  of  the  gastroin- 
testinal tract  was  deeply  congested;  the  lymph  fol- 
licles and  Peyer’s  patches  were  prominent,  and  the 
mesenteric  lymph  nodes  were  enlarged  and  deeply 
congested. 

Each  adrenal  gland  was  about  twice  the  normal 
size.  The  normal  markings  were  obliterated  by  dif- 
fuse hemorrhage,  but  the  contour  of  each  gland  was 
well  preserved  (fig.  1).  The  genito-urinary  organs 
were  normal  except  for  congestion. 

The  brain  weighed  1,240  gm.  The  meningeal  ves- 
sels were  intensely  congested  and  the  brain  sub- 
stance was  somewhat  edematous.  No  exudate  was 
noted  in  the  subarachnoid  space.  No  additional  find- 
ings were  observed  on  coronal  sections.  The  middle 
ears  were  free  of  exudate.  The  superior  surface  of 
the  cribiform  plate  showed  hemorrhagic  discolora- 
tion. The  ethmoid  cells  contained  a considerable 
amount  of  reddish-brown  fluid,  but  the  other  para- 


gree  and  the  liver  a marked  degree  of  fatty  meta- 
morphosis. The  germinal  centers  of  Peyer’s  patches, 
the  mesenteric  lymph  nodes,  and  the  malpighian 
corpuscles  of  the  spleen  were  edematous.  Many  of 
the  cells  were  swollen  and  necrotic,  and  phagocyto- 
sis of  the  granular  nuclear  debris  was  observed. 

The  hemorrhage  into  the  suprarenal  glands  in- 
volved practically  the  whole  organ,  but  was  most 
prominent  in  the  zona  reticularis  and  the  medulla. 
In  some  areas  it  was  confined  to  the  zona  glomeru- 
losa  and  the  contiguous  portion  of  the  zona  fascicu- 
lata,  and  the  cells  of  the  medulla  were  fairly  well 
preserved  in  one  small  area. 

The  blood  vessels  in  the  corium  of  the  skin 
showed  congestion  and  perivascular  hemorrhage. 
Frequently  they  contained  fibrinous  thrombi  and 
endothelial  cells  which  were  swollen  and  vacuo- 
lated. An  increased  number  of  endothelial  cells  was 
seen  in  some  of  the  blood  vessels  and  lymphatics. 
Occasionally  the  lumen  of  a lymphatic  vessel  was 
filled  with  a fine  network  of  fibrin. 

A small  area  of  rather  extensive  infiltration  by 
polymorphonuclear  leukocytes  was  observed  in  the 
tissues  of  the  leptomeninx  over  the  pons  (fig.  4), 
though  none  were  free  in  the  subarachnoid  space. 
The  epithelial  cells  of  the  choroid  plexus  were 
somewhat  hydropic.  An  occasional  vessel  showed 
margination  of  polymorphonuclear  leukocytes,  and 
an  occasional  cell  of  the  same  type  was  observed 
in  the  vessel  wall  and  the  supporting  tissue. 

Baeteriologic  Studies'-  Direct  smears  made  from 
material  from  the  ethmoid  cells  beneath  the  cribi- 
form plate,  the  right  and  left  frontal  sinuses,  the 
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Fig.  4.  Photomicrograph  (x540)  of  the  lep- 
tomeninx  over  the  pons  of  Case  2.  Note  that  the 
subarachnoid  space  is  free  of  exudate  and  that  the 
polymorphonuclear  leukocytic  infiltration  is  con- 
fined to  the  tissues. 

purpuric  spots,  and  the  blood  revealed  gram-nega- 
tive, biscuit-shaped  diplococci  of  various  sizes.  A 
gram-negative  diplococcus  was  observed  on  the 
hydrocele  fluid  agar  slant  inoculated  with  material 
from  the  paranasal  sinuses  but  could  not  be  iso- 
lated in  pure  culture.  The  same  organism  appeared 
in  brain  broth  inoculated  with  heart  blood.  A 
feeble  growth  of  gram-negative  diplococci  was 
noted  on  hydrocele  fluid  agar  inoculated  with  this 
broth,  but  they  were  not  viable  after  the  first 
transfer.  The  growth  was  oxidase  positive. 

COMMENT 

The  two  cases  reported  herewith  corre- 
spond in  most  respects  to  the  majority  of 
reported  cases,  but  show  certain  points  of 
difference. 

Both  cases  occurred  in  children  under 
two  years  of  age,  which  corresponds  with 
the  age  incidence  of  most  reported  cases. 
According  to  Sacks,  70  per  cent  of  the  re- 
ported incidence  is  in  children  under  this 
age.  Attention  has  already  been  called  to 
the  fact  that  the  first  proved  case  occurred 
in  an  individual  53  years  of  age,  and  sev- 
eral other  reported  cases  occurred  in  adults. 

The  symptoms  and  signs  observed  in 


these  patients  were  observed  in  most  of  the 
reported  cases.  Headache,  chills,  dizziness 
and  joint  pains  were  also  observed  in  some 
of  the  reported  cases,  chiefly  in  adults  or 
older  children  in  whom,  with  fever,  they 
frequently  constituted  the  initial  symptoms. 
The  initial  symptoms  in  our  own  cases  were 
convulsions  and  dyspnea,  respectively.  In 
most  reported  cases  in  infants  and  young 
children,  however,  the  illness  is  likely  to 
be  initiated  by  a cry,  followed  closely  by 
alternating  cyanosis  and  pallor.  Purpura 
usually  appears  in  from  three  to  12  hours; 
it  was  absent  in  13  of  the  57  cases  collected 
by  Aegerter.  In  some  of  the  reported  cases 
a mild  upper  respiratory  infection  preceded 
the  illness,  and  in  Kunstadter’s  case  otitis 
media  was  regarded  as  the  etiologic  factor. 

All  authors  comment  upon  the  dramatic 
speed  with  which  symptoms  and  signs  de- 
velop. In  Kunstadter’s  case  a graduate 
nurse  observed  the  child  (a  12  day  old 
baby)  become  cyanotic  and  the  skin  become 
ecchymotic  while  she  “watched  dumfound- 
ed.”  When  the  physician  saw  the  patient 
15  minutes  after  the  first  symptom  or  sign 
was  observed,  ecchymotic  areas,  many  very 
large,  and  petechiae  covered  the  whole  body. 

It  was  possible  in  the  second  case  which 
we  are  reporting  to  demonstrate  organisms 
in  direct  smears  from  the  blood  and  the 
purpuric  spots,  and  this  might  have  been 
possible  in  the  first  case  had  the  proper 
examinations  been  made.  Organisms  were 
observed  in  many  of  the  reported  cases  in 
v/hich  these  examinations  were  made,  and 
emphasis  should  be  placed  upon  the  im- 
portance of  this  procedure  for  early  pre- 
sumptive diagnosis,  before  blood  cultures 
can  be  reported. 

Although  the  clinical  absence  of  menin- 
gitis in  both  these  cases  corresponds  with 
similar  findings  in  most  of  the  reported 
cases,  some  microscopic  evidence  of  menin- 
geal inflammation  was  observed  in  both.  In 
the  first  case  there  was  moderate  choroid- 
itis and  slight,  localized,  meningeal  peri- 
vascular inflammatory  cell  infiltration.  In 
the  second  case  the  choroiditis  was  slight 
and  the  meningeal  infiltration  more 
marked.  A search  of  the  literature  has 
failed  to  reveal  any  reported  case  in  which 
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choroiditis  was  observed.  In  the  few  in- 
stances in  which  meningitis  was  reported, 
the  duration  of  symptoms  before  death  was 
longer  than  in  either  of  our  cases. 

It  is  interesting  to  observe  that  the  pa- 
tient who  had  hemorrhage  over  the  cribi- 
form  plate  and  a hemorrhagic  exudate  in 
the  ethmoid  sinus  had  the  greater  involve- 
ment of  the  meninges  (Case  2),  whereas 
the  patient  with  definite  choroiditis  had  lit- 
tle meningeal  cellular  infiltration  (Case  1). 
In  Case  2 the  involvement  was  localized  to 
the  base  of  the  brain.  The  superior  sur- 
faces of  the  hemispheres  appeared  normal. 

The  characteristics  of  the  hemorrhages 
into  the  suprarenal  glands  in  both  these 
cases  corresponded  with  the  characteristics 
of  the  hemorrhages  in  most  of  the  other  re- 
ported cases.  The  contour  of  the  gland  was 
maintained,  there  was  an  absence  of  in- 
flammatory cellular  infiltration,  and  the 
hemorrhage,  although  no  part  of  the  gland 
escaped,  seemed  to  have  a predilection  for 
the  medulla  and  zona  reticularis. 

In  all  the  reported  cases  in  which  definite 
statements  on  this  point  were  made,  there 
was  a marked  hyperplasia  of  the  lymph 
elements.  In  the  first  of  our  cases  marked 
degenerative  changes  were  noted  in  the 
germinal  centers ; in  the  second  case  the 
changes  had  gone  on  to  necrosis,  with  pha- 
gocytosis of  the  cellular  fragments.  These 
findings  are  commonly  observed  in  any 
severe  toxic  state  and  are  not  peculiar  to 
the  condition  under  discussion.  It  is  our 
own  opinion  that  the  enlargement  of  the 
lymphoid  structures  observed  during  the 
first  12  hours  of  illness  represents,  for  the 
most  part,  edema  and  necrosis  rather  than 
true  hyperplasia. 

Microscopic  examination  revealed  only 
slight  changes  in  the  skin  of  the  patient 
who  lived  less  than  four  hours  (Case  1), 
in  contrast  to  swelling  of  the  endothelial 
cells  and  the  presence  of  thrombi  in  the 
blood  and  lymphatic  vessels  in  the  skin  of 
the  patient  who  lived  12  hours  (Case  2). 
These  findings  seem  to  indicate  that  the  in- 
jurious agent  is  probably  directly  respon- 
sible for  the  lesions,  but  that  in  many  cases 
the  disease  is  terminated  by  death  before 


an  inflammatory  response  beyond  the  vas- 
cular phenomenon  can  occur. 

SUMMARY 

Two  additional  cases  of  fulminating  men- 
ingococcal septicemia  are  reported,  in  both 
of  which  microscopic  evidences  of  menin- 
geal inflammation  were  demonstrated, 
though  there  was  no  clinical  evidence  of  it. 
Meningococci  were  cultured  from  the  heart 
blood  in  both  cases,  and  the  same  organisms 
were  found  in  direct  smears  from  the  blood 
and  the  purpuric  spots  in  the  second  case. 
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DISCUSSION 

Dr.  Edwin  H.  Lawson  (New  Orleans) : As  the 
discussion  of  a paper  so  complete  and  so  well  pre- 
sented as  this  essay  of  Drs.  Moss  and  Schenken 
with  the  idea  of  presenting  any  additional  informa- 
tion is  almost  impossible,  it  appears  to  be  more 
appropriate  at  this  time  to  stress  certain  points 
outlined  in  the  paper. 

Dr.  Schenken  has  presented  two  cases  of  menin- 
gococcal meningitis  which  illustrate  two  of  the 
four  possible  routes  of  transmission  of  the  menin- 
gococcus from  the  nasopharyngeal  mucosa  to  the 
meninges.  The  first  illustrated  the  blood-borne 
type  of  infection  in  which  the  bacteria  enter  the 
blood  stream  and  are  transported  by  this  means 
to  the  meninges.  This  Dr.  Schenken  has  proved  by 
the  demonstration  of  the  organism  and  the  result- 
ing inflammatory  process  in  the  choroid  plexus. 
The  second  case  illustrates  the  transmission  of  the 
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organism  by  way  of  the  cribiform  plate  as  demon- 
strated by  Dr.  Schenken  in  the  sections  removed 
from  the  cribiform  plate  which  show  the  acute 
inflammatory  process  characteristic  of  such  infec- 
tion and  the  extension  from  this  area  to  the 
meninges.  The  remaining  two  routes  of  extension 
are:  (1)  by  way  of  the  perilymphatic  space 

around  the  olfactory  nerve,  and  (2)  by  way  of 
the  ethmoid  sinus.  Although  the  routes  mentioned 
above  agree  with  the  opinion  of  the  majority  of. 
investigators  along  this  line,  some  authorities  still 
ascribe  the  route  of  extension  as  by  way  of  the 
blood  stream  only. 

Another  point  brought  out  by  Dr.  Schenken 
which  should  be  emphasized  is  the  fact  that  the 
diagnosis  of  meningococcal  septicemia  may  be 
made  in  some  instances  by  the  examination  of  the 
blood  smear  for  the  presence  of  micro-organisms, 
inasmuch  as  in  some  cases  of  this  disease  the 
micro-organisms  are  so  numerous  that  they  may 
be  demonstrated  in  a blood  smear  by  use  of  an 
ordinary  stain.  The  micro-organism  may  also  be 
demonstrated  in  the  material  obtained  from  the 
skin  lesions  which  occur  in  some  cases  of  fulminat- 
ing meningococcal  septicemia. 

The  authors  have  mentioned  the  appearance  of 
hemorrhage  in  the  adrenal  glands.  The  cause  of 
such  hemorrhage  has  been  determined  to  be  either 
an  embolus  of  micro-organisms  which  might  have 
located  in  a particular  point  in  the  capillaries  of 
this  organ  or  to  the  increased  fragility  of  the 
capillaries  causing  a rupture  at  that  point.  In 
1925  Dr.  Loeber  and  I presented  a case  of  hemor- 
rhage into  the  adrenals  of  a newly  born  infant. 
In  this  particular  case  there  was  no  evidence  of 
septicemia,  so  that  the  cause  of  rupture  of  the 
capillaries  was  considered  to  be  due  to  increased 
fragility  of  those  blood  vessels.  The  differentia- 
tion of  these  two  particular  features  of  this  disease 
is  still  an  unsettled  question. 

Dr.  John  H.  Musser  (New  Orleans) : One  of 
the  characteristic  features  of  acute  fulminating 
meningitis  is  the  occurrence  of  purpura.  Almost 
invariably,  the  children  who  go  into  the  contagious 
disease  division  of  Charity  Hospital,  and  who  die 
very  promptly  as  a result  of  meningitis,  all  have 
severe  purpura.  Irrespective  of  what  causes  the 
purpura,  in  any  acute  infectious  disease  this  is 
always  a grave  symptom.  Furthermore,  it  seems 
to  me  that  possibly  in  these  two  cases  of  Dr. 
Schenken,  it  was  coincidence  rather  than  anything 
else,  that  the  purpuric  lesions  or  the  hemorrhage 
should  happen  to  occur  in  the  adrenal.  As  a mat- 
ter of  fact,  as  Dr.  Schenken  says,  hemorrhages 
were  not  only  located  in  the  skin,  but  may  have 
been  here,  there,  and  everywhere,  in  the  paren- 
chymatous organs.  So,  it  is  not  quite  clear  whether 
it  was  coincidence,  or  whether  it  was  some  other 
factor,  which  was  responsible  for  the  involvement 
of  the  adrenals. 


Dr.  John  R.  Schenken  (In  conclusion) : I did 
not  think  I had  time  to  show  the  lantern  slides. 
If  I have  time,  I have  only  four  I would  like  to 
show.  (Showing  slides)  This  is  a photograph  of 
the  skin  showing  the  diffuse  cyanotic  appearance 
of  the  skin,  in  addition  to  the  purpuric  lesions, 
most  marked  over  the  face,  neck,  and  upper  thorax. 

This  slide  shows  the  suprarenal  glands  from 
both  cases.  Note  the  diffuse  hemorrhage  through- 
out. 

This  slide  shows  the  meninges  from  the  second 
case;  note  the  definite  cellular  infiltration  into  the 
tissues,  but  none  in  the  subarachnoid  space. 

The  next  slide  shows  the  choroid  plexus.  Note 
the  infiltration  of  polymorphonuclear  leukocytes 
beneath  the  epithelium. 

I am  perfectly  in  agreement  with  Dr.  Lawson 
that  the  cause  of  the  hemorrhage  in  the  skin  may 
be  an  embolic  phenomenon,  but  if  I should  venture 
an  opinion  on  it,  it  seems  to  me,  because  of  the 
definite  evidence  of  injury  to  the  endothelial  cells 
that  we  see,  that  it  is  equally  likely  to  be  due  to 
a local  toxic  injury  to  the  endothelium,  allowing 
for  diapedesis  of  the  red  blood  cells.  I do  not  know* 
what  part  a change  in  the  fragility  of  the  red 
cells,  or  a change  in  the  bone  marrow  as  far  as 
the  reduction  in  the  number  of  platelets,  may  play. 

Relative  to  the  coincidence  of  hemorrhage  in  the 
suprax-enals  in  these  cases,  I do  not  think  I can 
answer  Dr.  Musser’s  question.  It  seems  rather 
strange  to  me  that  the  suprarenals  should  be 
picked  out  as  the  one  organ  in  which  considerable 
hemorrhage  might  occur.  I grant  also  that  the 
organ  is  rather  small,  but  at  the  same  time,  unless 
we  have  been  missing  it  routinely,  organs  of  simi- 
lar size,  such  as  the  hypophysis,  should  occasion- 
ally be  involved  as  well  as  the  suprarenals.  But  I 
do  believe  that  the  destruction  of  the  suprarenals 
does  add  to  the  toxemia  the  effects  of  sudden  acute 
suprarenal  insufficiency. 

o 

THE  MORTALITY  OF  ACUTE 
APPENDICITIS 

A CONTINUING  STUDY  (4,207  CASES)  FROM 
THE  CHARITY  HOSPITAL  OF  LOUISI- 
ANA AT  NEW  ORLEANS* 

FREDERICK  FITZHERBERT  BOYCE,  M.  D. 
New  Orleans 

The  present  contribution  is  the  eighth 
of  a series  which  I have  prepared  person- 
ally, or  in  the  preparation  of  which  I have 
done  the  chief  work,  concerning  acute 
appendicitis  at  Charity  Hospital  of  Louisi- 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 
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ana  at  New  Orleans.  The  last  of  these 
papers,  which  was  published  in  1936,  dealt 
with  2,715  surgical  cases,  and  the  present 
contribution  brings  to  4,207  the  number  of 
cases  thus  analyzed  over  the  nine-year 
period  ending  April  1,  1939. 

I think  no  apology  is  needed  for  the 
presentation  of  another  study  of  this  sort. 
The  statistical  method  may  be  crude,  the 
hospital  records  may  be  inaccurate  and 
inadequate,  and  it  may  not  always  be  easy 
to  evaluate  fairly  material  for  which  one 
is  not  oneself  entirely  responsible.  But 
when  all  is  said  and  done,  the  fact  remains 
that  the  best  method  of  studying  acute 
appendicitis  is  by  the  determination  of  the 
case  fatality. 

Certain  other  points  should  also  be 
stressed.  For  one  thing,  from  the  time 
this  study  was  undertaken,  in  1933,  the 
repeated  analyses  have  been  made  by  the 
same  persons,  and  whatever  the  factor  of 
error  due  to  the  personal  equation  may  be, 
it  has  at  least  been  kept  constant  through- 
out. For  another  thing,  the  true  mortality 
of  acute  appendicitis  is  the  general  hospital 
mortality,  not  the  mortality  of  individual 
surgeons,  which  does  not  in  any  sense 
portray  the  true  status  of  this  disease. 
Finally,  the  mortality  of  this  large  public 
institution  introduces  no  factor  of  exagger- 
ation. A few  years  ago,  when  acute  appendi- 
citis was  studied  in  the  various  hospitals 
of  New  Orleans,  the  mortality  at  Charity 
Hospital  was  found  to  be  actually  lower 
than  the  mortalities  at  several  private 
hospitals. 

The  analysis  with  which  I have  occu- 
pied myself  for  the  last  several  years  con- 
cerns only  acute  appendicitis.  It  does  not 
include  any  patient  in  whom,  even  though 
an  emergency  operation  was  performed, 
the  disease  proved  to  be  not  acute.  I might 
say  in  passing  that  there  should  be  no  con- 
demnation but  only  praise  for  surgeons 
who  honestly  err  in  operating  for  supposed 
acute  disease.  Their  death  rate  will  be  con- 
siderably lower  than  the  death  rate  of  the 
surgeons  who  defer  operation  until  the 
diagnosis  of  the  disease  is  established — 


frequently  by  the  development  of  gangrene, 
rupture  and  peritonitis. 

More  important,  this  series  includes  no 
chronic  and  no  recurrent  cases.  Without 
entering  into  the  question  of  whether  or 
not  chronic  disease  exists,  such  cases  have 
nothing  to  do  with  acute  appendicitis.  For 
years  we  have  been  making  the  point  that 
their  inclusion  in  the  statistics  of  the  acute 
disease  gives  an  entirely  false  idea  of  the 
situation,  and  is  at  least  partially  responsi- 
ble for  the  complacency  with  which  both 
lay  and  professional  persons  are  prone  to 
regard  acute  appendicitis.  It  is  surprising 
to  find  how  often  surgeons  who  should  and 
do  know  better  are  following  this  practice. 
I was  happy  to  observe  that  the  eminent 
statistician,  Frederick  L.  Hoffman,  in  com- 
menting upon  our  last  report,  took  exactly 
the  position  that  we  did:  Acute  appendi- 
citis is  a public  health  problem,  and  the 
statistics  of  the  acute  and  chronic  varieties 
should  never  under  any  circumstances  be 
discussed  together. 

MORTALITY  ACCORDING  TO  PATHOLOGIC  TYPES 

In  the  2,715  cases  of  acute  appendicitis 
which  we  had  accumulated  for  the  six  year 
period  ending  April  1,  1936,  there  were  157 
deaths,  5.8  per  cent.  In  the  1,492  cases 
which  occurred  in  the  three  year  period 
ending  April  1,  1939,  there  were  79  deaths, 
5.3  per  cent.  Even  a fractional  improve- 
ment in  mortality  in  so  common  a disease 
as  acute  appendicitis  results  in  the  saving 
of  a number  of  individual  lives,  but  from 
the  broader  aspects  so  slight  an  improve- 
ment over  a three  year  period  is  very  dis- 
couraging. The  mortality  for  the  whole 
group  of  4,207  cases  was  236,  5.6  per  cent. 

A comparative  study  of  the  two  series 
reveals  some  rather  puzzling  facts.  The 
proportion  of  acute  and  suppurative  cases 
in  the  combined  series  was  almost  45  per 
cent  of  the  total  (1,890  of  4,207  cases). 
Since  the  chief  method  of  reducing  the  mor- 
tality of  acute  appendicitis  lies  in  increas- 
ing the  proportion  of  cases  in  this  particu- 
lar group,  it  was  gratifying  to  find  that 
the  proportion  of  41.5  per  cent  in  the  first 
series  (1,137  of  2,715  cases)  had  risen  to 
50.4  per  cent  in  the  second  (753  of  1,492 
cases) . It  was  disturbing,  however,  to 
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find  that  the  mortality  of  0.34  per  cent  for 
this  group  in  the  first  series  (five  cases) 
had  risen  to  1.59  per  cent  (12  cases)  in  the 
second  series,  more  than  four  times  as  high. 

It  is  not  utopian  to  conceive  of  a day  in 
which  gangrene  and  rupture  will  be  con- 
sidered complications  of  acute  appendicitis 
rather  than  integral  parts  of  the  disease, 
but  for  the  present  they  must  be  discussed 
on  the  latter  basis.  In  the  whole  group  and 
in  the  first  and  second  series  the  proportion 
of  cases  of  gangrenous  appendicitis  wag 
practically  the  same,  just  over  a quarter  of 
the  total  (1,096  of  4,207  cases,  711  of  2,715 
cases,  and  385  of  1,492  cases  respectively) . 
The  mortality  for  the  whole  group  was  5.47 
per  cent  (60  cases),  but  again  there  was  a 
disturbing  rise  from  the  mortality  of  3.1 
per  cent  in  the  first  series  (22  cases)  to 
9.87  per  cent  in  the  second  series  (38 
cases) . 

Undoubtedly  a portion  of  the  mortality 
which  in  the  first  series  was  due  to  rup- 
ture in  the  second  series  was  due  to  gan- 
grene, for  in  the  second  series  there  was  a 
striking  decrease  in  both  the  incidence  and 
the  mortality  of  ruptured  appendicitis.  The 
proportion  of  ruptured  cases  in  the  com- 
bined series  was  21.3  per  cent  (989  of 
4,207  cases)  and  the  combined  mortality 
was  13.8  per  cent  (124  cases) . In  the  first 
series  rupture  represented  23  per  cent  of 
the  cases  (615  of  2,715  cases)  and  the  mor- 
tality, because  of  the  fact  that  more  than  a 
third  (244  cases)  were  associated  with 
generalized  peritonitis,  was  17.2  per  cent 
(112  cases).  In  the  second  series  the  pro- 
portion of  ruptured  cases  had  fallen  to  19 
per  cent  (283  of  1,492  cases)  and  the  mor- 
tality had  fallen  to  4.17  per  cent  (12  cases), 
apparently  because  less  than  20  per  cent 
(59  cases)  were  associated  with  generalized 
peritonitis. 

Although  the  decrease  in  the  incidence 
of  generalized  peritonitis  is  undoubtedly 
the  most  hopeful  trend  in  the  second  series 
of  cases,  it  cannot  be  accepted  entirely  at 
its  face  value.  We  have  studied  only  the 
surgical  cases  of  acute  appendicitis,  it  is 
true,  but  we  have  examined  the  non-surgi- 
cal  cases  treated  conservatively,  and  we 


have  studied  critically  every  non-surgical 
death  which  occurred  in  the  entire  period 
of  the  analysis.  Clearly  part  of  the  reduc- 
tion in  the  mortality  of  ruptured  appendi- 
citis in  the  second  series  is  due  to  a more 
judicious  use  of  conservative  therapy  in 
selected  cases.  On  the  other  hand,  it  is 
unfortunately  impossible  to  escape  the  con- 
clusion that  part  of  the  increase  in  the 
number  of  non-surgical  deaths,  which  were 
roughly  the  same  in  the  second  three  year 
period  (50  cases)  as  in  the  first  six  year 
period  (51  cases),  was  due  to  an  injudi- 
cious use  of  this  type  of  therapy. 

It  would  be  both  unfair  and  foolish  to 
say  that  certain  patients  might  have  lived 
if  they  had  been  operated  on  rather  than 
treated  conservatively.  It  can  be  said  in 
all  fairness,  however,  that  the  second  group 
of  deaths  seems  to  include  a larger  number 
of  cases  than  the  first  group  in  which,  on 
the  surface,  conservative  therapy  seems  to 
have  been  employed  on  somewhat  doubtful 
indications. 

Furthermore,  the  figures  for  appendiceal 
abscess,  in  addition  to  raising  the  question 
as  to  whether  this  termination  is  a consum- 
mation so  devoutly  to  be  wished  as  some 
of  the  recent  literature  would  seem  to  sug- 
gest, also  raises  the  question  as  to  whether 
conservative  therapy  may  not,  perhaps,  be 
in  danger  of  being  carried  too  far.  Ab- 
scess occurred  in  7.6  per  cent  of  all  cases 
in  the  combined  groups  (323  of  4,207 
cases)  and  was  attended  with  a mortality 
of  10.8  per  cent  (35  cases).  It  represented 
9.3  per  cent  of  the  cases  in  the  first  series 
(252  of  2,715  cases)  and  was  attended  with 
a mortality  of  7.1  per  cent  (18  cases).  In 
the  second  series  the  incidence  had  fallen 
to  4.7  per  cent  (71  of  1,492  cases)  but  the 
mortality  had  risen  to  23.9  per  cent  (17 
cases).  Furthermore,  in  the  second  figures 
are  included  four  cases  of  cul  de  sac  ab- 
scess, another  outcome  usually  regarded  as 
favorable,  which  were  treated  by  colpotomy 
or  proctotomy,  with  a mortality  of  precisely 
100  per  cent. 

In  view  of  the  implied  criticism  of  con- 
servative therapy  just  expressed,  it  might 
be  well  to  make  clear  my  views  concerning 
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it.  I regard  it  as  an  extremely  valuable 
method  in  selected  cases  of  ruptured  ap- 
pendicitis with  peritonitis  if  it  is  used,  as 
an  English  surgeon  expressed  it,  “on  the 
threshold  of  the  operating  room.”  I think 
I would  add  to  that  precaution,  if  it  is  also 
used  with  one’s  heart  in  one’s  mouth.  It  is 
not  the  treatment  of  the  early  case  of  acute 
appendicitis,  though  in  certain  fatal  non- 
surgical  cases  which  I examined  it  was  em- 
ployed as  early  as  24  hours  after  the  onset 
of  symptoms.  A very  fair  proportion  of 
the  fatal  non-surgical  group,  furthermore, 
was  made  up  of  young  children,  individuals 
advanced  in  years,  and  negroes,  in  all  of 
whom  I believe  this  method  should  be  used 
with  the  greatest  caution,  if  at  all.  The 
same  holds  for  its  use  in  pregnant  women. 
Finally,  in  spite  of  the  extreme  value  of 
this  method  in  selected  cases,  I share  the 
view  expressed  by  Ochsner  and  others,  that 
immediate  operation  in  all  cases  of  acute 
appendicitis,  regardless  of  when  the  patient 
is  seen  or  what  complications  may  be  pres- 
ent, will  result  in  fewer  fatalities  in  the 
hands  of  the  general  run  of  surgeons  than 
will  the  practice  of  conservative  therapy 
by  men  who  do  not  thoroughly  understand 
its  limitations  and  implications. 

MORTALITY  ACCORDING  TO  AGE  GROUPS 

It  is  scarcely  necessary  to  labor  the  point 
that  the  mortality  of  acute  appendicitis 
with  and  without  peritonitis  is  as  far  apart 
as  the  poles.  For  the  combined  series,  ex- 
clusive of  abscess  cases,  the  mortality  with- 
out peritonitis  was  1.7  per  cent  (53  of  3,105 
cases)  and  with  peritonitis  was  25.7  per 
cent  (148  of  575  cases).  The  mortality  for 
individuals  under  12  and  for  individuals 
between  13  and  39  was  practically  the  same 
without  peritonitis,  slightly  over  1 per  cent, 
and  with  peritonitis,  slightly  over  24  per 
cent.  In  the  group  over  40  years  of  age, 
however,  the  mortality  without  peritonitis 
was  8.2  per  cent  (22  of  252  cases)  and  with 
peritonitis  was  31.2  per  cent  (38  of  119 
cases).  The  striking  feature  of  this  spe- 
cial analysis,  aside  from  the  shocking  mor- 
tality in  individuals  advanced  in  years,  is 
that  peritonitis  in  the  middle  years  was 
present  in  less  than  10  per  cent  of  all  cases 


(262  of  3,048),  whereas  it  was  present  in 
more  than  25  per  cent  of  the  cases  under 
12  years  of  age  (194  of  738  cases)  and  in 
almost  30  per  cent  (119  of  421  cases)  in 
individuals  over  40  years  of  age. 

Both  the  high  incidence  of  peritonitis 
and  the  high  death  rate  furnish  proof  of  the 
extreme  seriousness  of  acute  appendicitis 
at  the  extremes  of  life.  The  collected  fig- 
ures for  both  series  show  that  the  incidence 
of  the  disease  below  12  and  over  40  years 
of  age  was  just  over  a quarter  of  the  total 
cases  (27.5  per  cent,  738  children,  421 
adults  over  40  years  of  age),  whereas  the 
deaths  in  these  age  groups  represented 
considerably  more  than  half  of  the  total 
mortality  (53.9  per  cent,  62  children,  65 
adults  over  40  years  of  age) . There  was 
some  improvement  in  the  death  rate  in 
children  under  12  years  of  age  in  the  sec- 
ond series  (7.1  against  9.0  per  cent),  but 
the  improvement  in  the  middle  years  was 
merely  fractional  (3.5  against  3.6  per 
cent),  and  the  mortality  in  the  group  over 
40  years  of  age  had  actually  risen  in  the 
second  series,  albeit  fractionally  (15.9 
against  15.2  per  cent). 

MORTALITY  IN  RELATION  TO  PURGATION 

The  habit  of  purgation  persisted  in  the 
second  series,  although  for  some  reason  the 
mortality  was  considerably  lower  in  con- 
nection with  it  (27  of  418  cases,  6.4  per 
cent,  as  compared  with  76  of  795  cases,  9.5 
per  cent) . The  mortality  of  repeated  purga- 
tion in  the  combined  series  was  16.2  per 
cent  (42  of  260  cases).  Physicians,  regret- 
tably, are  still  ordering  purgatives  for 
abdominal  pain,  and  to  that  habit  can  be 
attributed  a mortality  of  26  per  cent  (13 
of  50  cases)  in  the  combined  series.  The 
second  series,  moreover,  contained  the  hap- 
pily unique  record  of  a physician  who  diag- 
nosed the  patient’s  trouble  as  acute  appen- 
dicitis and  forthwith  ordered  a dose  of 
salts. 

On  the  other  hand,  it  was  encouraging 
to  note  in  this  series  the  increasing  num- 
ber of  physicians  who  warned  their  patients 
against  food  and  purgation  and  sent  them 
into  the  hospital  immediately  the  diagnosis 
was  made  or  suspected.  This  trend  in  the 
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new  series  is  both  outstanding  and  hopeful. 
Some  mention  should  certainly  be  made, 
also,  of  the  single  druggist  who  acquired 
merit  by  doing  precisely  the  same  thing. 

MORTALITY  ACCORDING  TO  RACE 

The  mortality  for  white  patients  in  the 
combined  series  was  3.36  per  cent  (142  of 
3,245  cases)  and  for  negroes  9.77  per  cent 
(94  of  962  cases),  the  improvement  for 
both  races  in  the  second  series  being  merely 
fractional.  Negroes,  it  will  be  noted,  fur- 
nished less  than  a quarter  of  the  total  cases 
(22.8  per  cent)  but  well  over  a third  of  the 
mortality  (39.8  per  cent). 

Some  explanation  for  the  lack  of  im- 
provement in  the  negro  mortality  lies  in 
the  fact  that  in  the  second  series  38  per 
cent  of  the  negro  patients  (135  of  356) 
took  purgatives,  against  only  25  per  cent 
(285  of  1,136)  of  the  white  patients. 
Another  explanation  lies  in  the  fact  that 
almost  half  of  the  white  patients  (47.1  per 
cent)  were  admitted  to  the  hospital  within 
the  first  24  hours  of  illness,  against  just 
over  a third  of  the  negro  patients  (34.4 
per  cent) . These  comparative  figures  ex- 
plain why  roughly  62  per  cent  of  all  cases 
of  appendicitis  in  the  negro  had  passed  be- 
yond the  simple  acute  or  acute  suppurative 
stage  when  the  patients  were  first  seen,  as 
compared  with  45.6  per  cent  in  the  white 
patients.  There  is  also  no  doubt  in  my 
mind,  regardless  of  these  explanations,  that 
acute  appendicitis  is  a more  severe  disease 
in  the  negro,  perhaps  because  it  is  acquired. 

MORTALITY  ACCORDING  TO  OPERATIVE 
PROCEDURE 

The  mortality  of  simple  appendectomy 
was  practically  the  same  in  both  series,  1.3 
and  1.4  per  cent  respectively.  The  mor- 
tality for  other  operations,  however,  varied 
widely,  in  correspondence  with  the  differ- 
ences in  types  of  pathology  and  the  result- 
ing mortalities,  upon  which  I have  already 
commented.  The  mortality  for  appendec- 
tomy and  drainage  in  the  first  series  was 
6.0  per  cent  (17  of  284  cases)  but  for  the 
second  had  risen  to  13.4  per  cent  (31  of  231 
cases).  The  mortality  of  incision  and  drain- 
age in  the  first  series  was  13.9  per  cent 
(19  of  137  cases)  but  for  the  second  had 
risen  to  27.5  per  cent  (16  of  56  cases). 


Enterostomy  in  the  second  series  was 
apparently  reserved  for  the  most  seriously 
ill  patients,  for  it  was  performed  only  29 
times,  with  a mortality  of  38.6  per  cent  (11 
cases),  as  compared  with  371  times  in  the 
first  series,  with  a mortality  of  22.6  per 
cent  (84  cases).  Whether  the  mortality  in 
the  second  series  would  have  been  lowered 
by  a more  extensive  use  of  this  auxiliary 
procedure  it  is  not  possible  to  say. 

In  the  combined  series  20  cases  were 
treated  by  colpotomy  or  proctotomy  alone, 
with  10  deaths,  a mortality  of  50  per  cent. 
Such  statistics,  it  must  be  said  again,  do 
not  encourage  us  to  regard  the  formation 
of  cul  de  sac  abscesses  as  the  solution  of  the 
problem  of  ruptured  appendicitis  with 
generalized  peritonitis. 

OTHER  CONSIDERATIONS 

It  is  not  possible,  in  such  a contribution 
as  this,  further  to  analyze  statistically  the 
data  in  these  cases,  but  certain  general 
statements  can  be  made.  The  postopera- 
tive care  of  appendiceal  cases  at  Charity 
Hospital  has  usually  been  very  good,  and 
the  addition  of  constant  suction  or  intesti- 
nal decompression  to  the  regimen,  as  well 
as  to  the  regimen  of  conservative  therapy, 
was  a striking  improvement  in  the  second 
series.  Perfringens  serum  and  sulfanila- 
mide therapy  were  used  too  infrequently  to 
permit  conclusions.  Bower’s  work  with  the 
former,  and  the  various  reports  already  in 
the  literature  concerning  the  latter,  suggest 
that  later  reports  from  Charity  Hospital 
will  show  a wider  and  more  profitable  use 
of  these  measures. 

A survey  of  the  records  makes  it  very 
clear  that  he  is  a bold  man,  and  not  a very 
prudent  man,  and,  if  he  is  a teacher  or 
writer,  a rather  dangerous  man  who  gen- 
eralizes about  acute  appendicitis.  The  aver- 
age leukocytosis,  for  instance,  may  be  be- 
tween 10,000  and  15,000,  but  less  than  one- 
third  of  these  cases  fell  into  that  group, 
and  the  range  was  from  3,200  to  43,200. 

Fever  was  listed  as  an  invariable  accom- 
paniment of  acute  appendicitis  by  the  great 
John  B.  Murphy,  who  seems  not  to  have 
escaped  the  trap  of  generalizations.  But 
883  of  the  patients  in  this  series,  nearly  21 
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per  cent  of  the  total,  had  no  fever  on  ad- 
mission, and  almost  exactly  the  same  num- 
ber (884)  had  pulse  rates  below  80  on 
admission.  The  21  deaths  in  the  fever-free 
group,  and  the  15  deaths  in  the  group  with 
normal  pulse  rates,  strongly  suggest  that 
some  physicians,  at  least,  were  unwilling 
to  diagnose  acute  appendicitis  until  altera- 
tions had  occurred  in  these  respects. 

As  for  symptoms,  the  only  safe  general- 
ization is  that  pain  is  practically  always 
present.  In  these  cases  it  was  the  first 
symptom  in  by  far  the  largest  proportion 
of  cases,  and  it  occurred  in  all  locations, 
including  the  back,  the  loin,  the  scrotum 
and  the  leg.  Nausea  and  vomiting,  although 
they  were  very  frequent  first  symptoms, 
were  not  present  at  all  in  a fair  number  of 
cases.  Other  first  symptoms  included  such 
atypical  ones  as  diarrhea,  urinary  disturb- 
ances, headache,  vertigo,  malaise,  and  syn- 
cope. The  onset  occurred  during  sleep,  at 
work,  at  all  sorts  of  play,  during  the  act 
of  defecation,  during  menstruation,  after 
tonsillectomy  and  after  cataract  extraction, 
after  vaccination,  after  the  extraction  of 
teeth,  and  in  the  course  of  malaria,  para- 
typhoid and  typhoid  fever,  pneumonia,  in- 
fluenza, measles,  and  acute  pelvic  inflam- 
matory disease. 

The  onset  occurred  following  dietary  in- 
discretions in  a small  but  highly  fatal  group 
of  cases.  It  followed  previous  incision  and 
drainage  of  abscesses,  or  the  previous  con- 
servative treatment  of  peritonitis,  in  anoth- 
er small  group  of  cases,  the  death  rate  in 
which  emphasizes  the  importance  of  urging 
prompt  interval  appendectomy  upon  pa- 
tients who  have  been  so  treated.  Finally, 
the  small  group  of  cases  must  be  mentioned 
in  which  the  taking  of  a purgative  imme- 
diately preceded  or  was  associated  with  the 
onset  of  symptoms,  a situation  obviously 
fraught  with  serious  possibilities. 

Bower’s  studies  on  the  importance  of  the 
Clostridium  welchii  and  Wangensteen’s 
demonstration  of  the  obstructive  character 
of  acute  appendicitis  are  the  only  really 
significant  contributions  to  the  subject  of 
acute  appendicitis  in  recent  years  except 
for  the  work  of  Bower  and  his  associates 


in  Philadelphia.  That  is  the  most  important 
contribution  of  all,  for  it  shows  what  can 
be  achieved  by  a continuing  campaign  of 
public  education.  For  that  matter,  Hoff- 
man, in  his  yearly  analysis  of  the  1936  ap- 
pendicitis death  rate,  attributed  the  de- 
crease in  New  Orleans  to  the  brief  educa- 
tional campaign  conducted  in  that  year, 
which  I had  the  privilege  of  directing  in 
the  absence  of  the  appointed  chairman  from 
the  city  during  its  active  portion.  Like  the 
Philadelphia  campaign,  the  New  Orleans 
campaign  concentrated  on  two  points,  ab- 
stinence from  purgation  in  abdominal  pain, 
and  prompt  operation  in  acute  appendicitis, 
before  rupture  occurs. 

Some  special  comment  must  be  made 
concerning  the  unruptured  appendix.  Oper- 
ation on  the  simple  acute  or  acute  suppura- 
tive appendix  is  the  desideratum.  Opera- 
tion on  the  gangrenous  appendix,  even 
though  it  is  intact,  is  not  in  the  same  cate- 
gory of  safety.  The  figures  from  Charity 
Hospital  make  it  abundantly  clear  that 
there  is  no  warrant  for  taking  a light- 
hearted view  of  gangrene  in  appendiceal 
disease,  for  the  mortality  in  such  cases  is 
very  far  from  negligible. 

THE  PRESENT  STATUS  OF  APPENDICEAL  DISEASE 

I am  not  sure  that  I am  willing  to  accept 
Bower’s  suggestion,  regardless  of  the  au- 
thority with  which  he  speaks,  that  medical 
men  cease  to  write  and  medical  editors 
cease  to  accept  articles  on  acute  appendi- 
citis, and  that  all  our  attention,  instead,  be 
concentrated  on  rupture  and  peritonitis. 
That  peritonitis  is  the  cause  of  most  deaths 
in  this  disease  there  can  be  do  doubt.  But 
my  own  opinion  is  that  one  of  the  reasons 
for  that  situation  is  not  that  too  little  at- 
tention is  paid  to  peritonitis  but  that  too 
little  is  paid  to  acute  appendicitis,  per  se. 
The  paradox  still  exists  that  peritonitis  de- 
velops because  physicians  fail  to  recognize 
the  syndrome  of  uncomplicated  acute  ap- 
pendicitis. 

For  that  reason,  Fitz’s  suggestion  is 
timely,  that  acute  appendicitis  be  taught 
in  the  courses  in  medicine  as  well  as  in  the 
courses  in  surgery,  on  the  ground  that  med- 
ical men  rather  than  surgeons  hold  the 
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clue  to  the  solution  of  the  problem.  In  the 
same  connection,  I am  inclined  to  suggest 
the  scrapping  of  most  of  the  descriptions 
of  acute  appendicitis  in  most  of  even  the 
modern  textbooks.  If  they  do  not  actually 
give  the  impression  that  gangrene,  rupture 
and  peritonitis  form  part  of  the  initial 
syndrome  of  the  disease,  they  are  so  lan- 
guid, so  unemphatic,  that  the  student  gets 
no  idea  whatsoever  of  the  urgency  of  acute 
appendicitis.  I was  enormously  amused  by 
the  comment  of  Dr.  J.  D.  Rives  to  the  effect 
that  the  description  of  acute  appendicitis 
in  the  textbook  then  in  use  in  the  L.  S.  U. 
Department  of  Surgery  sounded  like  “some- 
thing that  might  have  happened  to  King 
Tut.”  The  comment  is  less  funny,  however, 
when  one  recollects  that  from  such  descrip- 
tions medical  students  are  getting  their 
first  introduction  to  the  most  frequent  of 
all  surgical  diseases. 

Loveland,  writing  in  the  Yale  Journal  of 
Biology  and  Medicine,  said  that  Fitz  in 
1886  had  told  medical  men  nearly  every- 
thing of  importance  they  were  to  learn  in 
the  next  half  century,  and  even  down  to 
the  present  time,  about  acute  appendicitis, 
and  it  is  doubtful  whether  modern  surgery 
has  yet  caught  up  with  those  ideas : imme- 
diate operation,  no  purgation,  watchful 
waiting  in  neglected  abscesses,  and  interval 
appendectomy.  That  surgery  is  not  equal 
to  the  situation  I doubt.  The  solution,  I 
think,  lies  rather  in  the  continuing  and 
constant  education  of  the  public  by  the 
medical  profession.  Anyone  who  doubts 
that  conclusion  need  only  study  the  records 
of  acute  appendicitis  in  the  Charity  Hos- 
pital of  Louisiana  at  New  Orleans. 

SUMMARY  AND  CONCLUSIONS 

1.  In  this,  the  eighth  of  a series  of 
studies  on  acute  appendicitis  at  Charity 
Hospital  of  Louisiana  at  New  Orleans,  the 
number  of  cases  analyzed  for  the  nine  year 
period  ending  April  1,  1939,  has  been 
brought  up  to  4,207. 

2.  A study  of  the  total  series,  and  a 
study  of  the  last  series  as  compared  with 
the  (cumulative)  former  series,  show  a 
practically  stationary  mortality,  such  im- 
provement as  has  occurred  in  certain  re- 


gards being  offset  by  regression  in  other 
regards. 

3.  The  mortality  for  the  second  series 
continued  unduly  high  for  children  under 
12  years  of  age,  adults  over  49  years  of  age, 
and  negroes.  The  mortality  was  very  high 
when  purgatives  were  taken,  and  inordi- 
nately high  when  they  were  repeated. 

4.  Certain  statistics  in  the  second  series 
introduce  the  question  as  to  whether  con- 
servative treatment  was  used  wisely  in  all 
cases. 

5.  A survey  of  the  records  from  the 
standpoint  of  symptomatology,  pulse  rate, 
temperature,  leukocytosis,  mode  of  onset 
and  similar  factors  makes  it  clear  that  gen- 
eralizations on  any  of  these  subjects  are 
extremely  unwise. 

6.  The  conclusion  is  inevitable  that  only 
by  a continuing  campaign  of  public  educa- 
tion, based  on  prompt  operation  and  absti- 
nence from  purgation  in  abdominal  pain, 
can  the  mortality  of  acute  appendicitis  be 
reduced  to  a reasonable  figure. 

DISCUSSION 

Dr.  Oscar  W.  Bethea  (New  Orleans)  : I do  not 
think  that  there  is  any  doubt  that  one  of  the  most 
impressive  pieces  of  work  done  in  New  Orleans 
has  been  the  study  of  appendicitis  by  Dr.  Boyce 
and  his  associates  during  the  last  few  years.  Per- 
sonally I would  say  they  have  largely  revolution- 
ized my  ideas  of  this  condition.  The  emphatic  fact 
that  they  have  demonstrated  is  the  value  in  acute 
appendicitis  of  early  operation.  The  surgeon  is 
held  responsible  for  unfavorable  results,  yet  the 
surgeon  is  not  to  blame  except  in  a fairly  small 
percentage  of  cases.  The  patient  is  usually  seen 
first  by  an  internist,  pediatrician,  gastroenterol- 
ogist, general  practitioner  or  some  one  in  one  of 
the  related  groups.  I can  only  contribute,  I be- 
lieve today,  by  making  some  apology  for  the  med- 
ical groups  that  have  the  responsibility  of  the  case 
in  the  first  few  hours.  One  of  the  greatest  dif- 
ficulties that  we  experience  is  making  a tentative 
diagnosis  so  that  the  preliminary  disposition  of 
the  patient  can  be  made,  and  a surgical  consultant 
seen.  It  has  been  said  that  medicine  is  part  science, 
part  skill  and  part  salesmanship.  One  difficulty 
encountered  in  medicine  is  selling  the  patient  and 
the  patient’s  family  the  idea  of  going  to  the  hos- 
pital. Even  at  the  suggestion  of  possible  appen- 
dicitis we  are  up  against  an  antagonistic  reaction 
on  the  part  of  the  patient  and  his  family  in  many 
instances.  The  doctor  is  told  that  he  is  accustomed 
to  having  these  attacks.  We  are  told  that  “Dr. 
Smith  used  to  come  in  and  give  him  a prescription 
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and  he  was  well  the  next  day.”  “Just  last  week 
a man  working  in  the  office  had  an  attack  just 
exactly  like  this  and  took  a dose  of  salts  and  was 
back  at  work  the  next  day.”  We  have  to  sell  them 
the  idea  of  going  to  the  hospital. 

One  thing  I would  like  to  emphasize  is  that 
medical  students  have  been  impressed  with  the  idea 
that  there  are  four  symptoms;  pain,  tenderness, 
fever  and  nausea  and,  to  a less  extent,  changes  in 
the  blood  picture.  Usually  the  patient  has  to  be 
moved  to  the  hospital  before  we  can  demonstrate 
the  last.  I would  like  to  mention  a point  stressed 
by  Dr.  Coleman,  that  increase  in  pulse  rate  is 
definitely  suggestive  of  a grave  condition.  I re- 
member that  he  would  refuse  to  take  the  respon- 
sibility of  a case  that  was  not  immediately  removed 
to  a hospital  if  there  was  a marked  increase  in 
pulse  rate.  Another  thing  is  temperature.  This 
is  not  usually  taken  correctly.  I use  an  accurate 
thermometer,  and  leave  it  under  the  tongue  for 
five  minutes  and  watch  the  lips  of  the  patient 
during  this  time.  If  the  patient  talks  he  lets  in 
cool  air  which  prevents  a correct  reading. 

I believe  that  the  family  physician,  the  internist, 
or  whoever  sees  tjie  patient  first  should  share  in 
the  responsibility  of  the  operation  in  those  cases 
where  thei’e  is  an  element  of  doubt;  convincing 
the  family  that  even  though  this  may  be  a normal 
appendix,  the  patient  requires  surgical  investiga- 
tion. 

In  closing,  I would  say  that  I believe  the  in- 
ternist may  have  a field  of  usefulness  in  deciding 
upon  the  anesthetic  and  the  status  of  the  surgical 
risk  from  the  standpoint  of  the  heart,  lungs  and 
vascular  apparatus.  The  internist  is  also  some- 
times of  service  in  watching  the  progress  of  some 
patients  postoperatively  especially  when  there  is  a 
circulatory  or  a respiratory  handicap. 

Dr.  D.  I.  Hirsch  (Monroe)  : One  thing  that  im- 
pressed me  was  the  remarkably  low  mortality  in 
cases  of  acute  appendicitis  at  the  Charity  Hospital 
in  New  Orleans.  It  is  probably  the  lowest  of  any 
general  hospital  in  the  United  States. 

The  one  thing  about  appendicitis  is  this:  Appen- 
dicitis is  a surgical  condition  at  all  times.  An- 
other thing  that  tends  to  increase  the  mortality 
is  the  difficulty  in  diagnosis  of  appendicitis.  It 
is  the  most  common  surgical  condition  we  have 
and  at  times  the  most  difficult  to  diagnose.  I have 
observed  cases  of  appendicitis  with  abscess  forma- 
tion in  which  the  patients  were  not  sick.  In  one 
case  of  abscess  the  boy  had  never  been  confined 
to  his  bed. 

In  order  to  appreciate  the  conditions  that  are 
taking  place  in  the  abdomen  we  should  have  a com- 
plete understanding  of  the  pathology  that  exists. 
Of  course  we  all  know  that  when  the  appendix  be- 
comes gangrenous  or  ruptures  the  pain  does  cease 
for  a while  but  there  are  so  many  angles  to  the 
diagnosis  and  the  time  is  too  short  to  discuss  them. 
We  can  only  speak  of  generalities. 


Another  thing  I think  should  be  mentioned  is 
the  use  of  opiates  while  attempting  to  make  a 
diagnosis.  Sometimes  the  pain  is  not  so  severe 
and  we  tend  to  relieve  the  patient  with  a small 
hypodermic  and  the  first  thing  we  know  we  find 
the  patient  has  peritonitis.  Surgery  adds  an  in- 
finitesimal amount  to  the  mortality  of  appendicitis 
but  delay  is  the  serious  thing. 

In  closing  I would  like  to  say  that  besides  the 
educational  features  for  the  public,  I think  we 
members  of  the  profession  need  to  be  educated  too. 
I do  not  think  there  has  been  enough  emphasis 
placed  upon  the  seriousness  and  difficulty  in 
diagnosing  appendicitis. 

I do  not  have  time  to  discuss  treatment.  There 
is  no  question  about  immediate  operation  in  acute 
appendicitis.  Another  thing,  there  is  no  doubt  in 
my  mind  that  surgery  or  improper  technic  or  too 
much  surgery  at  times  will  add  to  the  mortality. 
There  is  a place  in  cases  of  appendicitis  for  con- 
servative surgery.  You  can  sometimes  drain  and 
if  necessary  go  back  later  and  remove  the  appendix. 
I think  all  persons  with  obscure  abdominal  pain 
which  persists  for  six  hours,  regardless  of  tem- 
perature or  laboratory  findings,  that  cannot  be 
reasonably  accounted  for  should  have  the  abdomen 
opened. 

Dr.  Alton  Ochsner  (New  Orleans) : I do  not 

think  that  Dr.  Boyce  need  be  apologetic  for  bring- 
ing this  subject  to  our  attention.  There  are  a few 
points  which  I should  like  to  make.  One  is  that  in 
appendicitis  the  mortality  rate  in  the  two  extremes 
of  life,  as  he  emphasized,  probably  is  not  entirely 
due  to  the  lack  of  resistance  in  the  young  and  elder- 
ly. One  factor  is  that  the  diagnosis  is  more  dif- 
ficult in  these  cases. 

I should  like  to  say  a word  about  conservative 
treatment.  There  is  no  such  thing  as  conservative 
treatment  of  appendicitis.  Dr.  A.  J.  Oschner  never 
practiced  conservative  treatment  of  appendicitis, 
but  did  use  it  in  appendiceal  peritonitis.  There  is 
only  one  treatment  of  appendicitis  and  that  is  re- 
moval of  the  appendix  while  the  infection  is  still 
confined  to  it.  The  diagnosis  of  appendicitis  is  not 
always  easy,  however.  At  one  time  I was  critical 
of  myself  if  I operated  upon  a patient  and  found  a 
normal  appendix,  but  am  no  longer  so.  There  is 
difficulty  in  making  diagnosis.  I think  if  a man 
is  honest  in  his  attempt  to  make  a diagnosis  in  a 
suspected  case  and  if  he  is  reasonably  certain  by 
ruling  out  other  lesions  which  might  account  for 
the  symptoms  and  feels  the  patient  has  appen- 
dicitis, the  patient  should  be  operated  upon.  If  one 
will  contrast  the  mortality  and  morbidity  of  cases 
of  ruptured  appendicitis  with  the  safety  of  appen- 
dectomy not  associated  with  rupture,  the  justifica- 
tion of  such  a conclusion  is  evident.  The  important 
thing  brought  out  today  is  insistence  upon  early 
operation. 

In  regard  to  therapy,  advances  have  been  made. 
One  is  the  use  of  sulfanilamide  in  cases  of  ap- 
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pendiceal  peritonitis,  which  we  have  used  with  good 
results.  The  mortality  in  these  cases  will  decrease. 

Another  point  is  the  use  of  adrenal  cortical  ex- 
tract when  the  patients  have  severe  toxemia.  Some 
times  adrenal  cortical  deficiency  is  responsible  for 
death.  It  is  surprising  how  much  better  these 
patients  get  along  with  the  introduction  of  the  ex- 
tract. 

o 

THE  MANAGEMENT  OF  THE  THIRD 
STAGE  OF  LABOR* 

RUPERT  E.  ARNELL,  M.  D.f 
WILLIAM  F.  GUERRIERO,  M.  D.f 

AND 

ROLAND  F.  PHILLIPS,  M.  D.f 
New  Orleans 

The  rather  general  belief  that  the  suc- 
cessful termination  of  the  second  stage  of 
labor  is  equivalent  to  the  successful  termi- 
nation of  the  entire  process  of  parturition 
is  by  no  means  justified.  As  a matter  of 
fact,  more  serious  complications  arise  dur- 
ing the  third  stage  than  during  the  other 
two  stages  combined.  Furthermore,  a high 
percentage  of  these  complications  is  due  to 
mismanagement.  The  normal  mechanism  of 
the  third  stage  is  frequently  disturbed  by 
attempts  to  hasten  its  conclusion.  Almost 
as  frequently  a persistent  “hands-off” 
policy  in  the  presence  of  abnormalities 
which  demand  intervention  also  results  in 
catastrophe. 

SEPARATION  AND  EXPRESSION  OP  THE 
PLACENTA 

For  the  intelligent  management  of  the 
third  stage  of  labor,  the  immediate  recog- 
nition of  complete  placental  detachment  is 
essential.  Although  no  sign  is  infallible, 
when  uteroplacental  separation  has  occur- 
red and  the  placenta  has  descended  into  the 
lower  uterine  segment,  the  process  is  likely 
to  be  manifested  by  the  following  signs: 
elevation  of  the  fundus ; bulging  in  the  sup- 
rapubic region;  flattening  of  the  uterus; 
advancement  of  the  cord ; failure  of  the  cord 
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to  retract  on  pressure  over  the  suprapubic 
region;  absence  of  fundal  impulse  in  the 
cord ; a slight  spurting  of  blood. 

Another  important  consideration  is  that 
the  process  of  placental  detachment  takes 
place  much  more  rapidly  than  we  formerly 
believed.  In  a recent  analysis  of  1,000  con- 
secutive cases  of  our  own,  it  was  found  that 
in  62  per  cent  the  duration  of  the  third 
stage  was  less  than  five  minutes.  Other  data 
concerning  the  rapidity  of  placental  separa- 
tion have  been  accumulated  by  clinical  ob- 
servation during  cesarean  section,  by  soft 
tissue  roentgenology,  and  by  hysterotoko- 
graphic  tracings. 

Premature  attempts  to  express  the  pla- 
centa before  separation  has  occurred  mere- 
ly complicate  the  normal  mechanism  of  de- 
tachment and  should  be  avoided.  Indeed, 
such  procedures  as  kneading,  squeezing  and 
massaging  the  abdomen  in  an  attempt  to 
hasten  placental  separation  are  likely  to 
result  in  partial  detachment  and  more  or 
less  profuse  bleeding. 

Once  the  placenta  is  detached,  however, 
it  should  be  expressed  at  once  if  it  is  not 
expelled  spontaneously.  The  detachment  of 
the  placenta  is  a natural  mechanism,  but 
delivery  is  very  seldom  a spontaneous  pro- 
cess, particularly  with  the  modern  tendency 
to  use  analgesia  or  anesthesia  in  most  cases. 
When  spontaneous  expulsion  is  impossible, 
some  method  of  expression  must  be  used. 
If  the  patient  is  conscious  and  cooperative, 
she  may  force  the  placenta  out  by  her  own 
efforts  while  the  physician  grasps  the  recti 
muscles  in  the  midline  at  the  umbilicus  (in- 
direct expression).  If  this  method  fails, 
the  fundus  of  the  uterus  may  be  grasped 
firmly  and  the  placenta  delivered  by  gentle 
squeezing  and  downward  pressure  in  the 
axis  of  the  birth  canal  (simple  expression). 
By  the  Crede  technic,  which  should  be  used 
only  if  repeated  attempts  at  simpler  meth- 
ods have  failed,  and  which  is  applicable  to 
both  the  attached  and  the  detached  placen- 
ta, the  placenta  is  literally  squeezed  out  of 
the  uterus  as  if  it  were  the  pit  of  a cherry. 

Certain  precautions  are  necessary,  what- 
ever mode  of  expression  is  used.  In  the  first 
place,  the  manipulation  should  not  be  un- 
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dertaken  until  the  uterus  is  firmly  con- 
tracted. In  the  second  place,  too  forceful 
downward  pressure  should  be  avoided.  Fi- 
nally, the  uterus  should  be  carried  up  out 
of  the  pelvis  by  suprapubic  pressure  after 
the  placenta  has  been  delivered,  because 
uterine  prolapse  interferes  with  the  normal 
mechanism  of  retraction  and  contraction. 

Following  its  expression,  the  placenta 
should  be  carefully  inspected  to  make  cer- 
tain that  no  part  of  it  remains  in  the  uterus, 
this  being  a simple  precaution  which  will 
avert  many  anxieties  in  the  puerperal  pe- 
riod. Another  reason  for  careful  examina- 
tion is  to  make  certain  that  an  accessory 
lobe  or  a placenta  succenturiata  is  not  pres- 
ent. Membranes  which  have  been  incom- 
pletely expressed  may  be  ignored  unless 
bleeding  is  profuse,  but  placental  tissue 
must  be  removed  immediately,  to  forestall 
hemorrhage  and  infection;  secondary  re- 
moval is  an  extremely  hazardous  procedure. 

MANUAL  REMOVAL  OF  THE  PLACENTA 

Manual  removal  of  the  placenta  is  occa- 
sionally necessary,  but  it  is  a formidable 
procedure  at  best  and  is  the  least  desirable 
method  of  terminating  the  third  stage  of 
labor.  Rigid  standards  should  therefore  be 
set  up  concerning  both  the  indications  for 
and  the  technic  of  the  procedure. 

Manual  removal  of  the  retained  placenta 
should  not  be  resorted  to,  in  the  absence 
of  specific  indications,  until  it  is  clear  that 
simple  methods  of  expression  will  not  suc- 
ceed. Crede  expression  under  anesthesia  is 
often  effective  if  oxytocics  are  administered 
before  the  attempt  is  made.  Even  an  hour- 
glass contraction  of  the  uterus  often  relaxes 
following  the  administration  of  an  anes- 
thetic or  of  adrenalin  (minims  7),  atropine 
(gr.  1/150),  or  nitroglycerine  (gr.  1/100). 
On  the  other  hand,  it  must  not  be  forgotten 
that  while  these  attempts  are  in  process, 
serious  hemorrhage  may  occur,  usually  due 
to  partial  separation  of  the  placenta.  Fur- 
thermore, violent  manipulations  are  ex- 
tremely dangerous,  for  they  may  traumatize 
the  uterine  tissues  or  even  result  in  com- 
plete uterine  inversion. 

There  are  three  major  indications  for 
manual  removal  of  the  placenta,  namely, 


hemorrhage,  retention  of  the  placenta,  and 
the  desire  or  necessity  for  manual  explora- 
tion following  difficult  delivery,  in  order  to 
complete  the  labor  without  delay  or  to  rule 
out  uterine  rupture.  Often  more  than  one 
of  these  reasons  is  effective. 

Free  bleeding  is  the  most  frequent  indi- 
cation for  manual  removal  of  the  placenta, 
though  all  bleeding  during  the  third  stage 
of  labor  is  not  necessarily  of  placental  ori- 
gin. If  the  placenta  is  still  firmly  attached 
and  if  the  uterus  is  firmly  contracted,  heim 
orrhage  is  usually  due  to  lacerations  of  the 
parturient  canal.  If,  on  the  other  hand,  the 
uterus  is  soft  and  boggy,  the  bleeding  is 
probably  due  either  to  partial  separation  of 
the  placenta  or,  less  frequently,  to  its  reten- 
tion in  the  uterus  after  complete  separa- 
tion. Under  these  conditions  the  large  sin- 
uses of  the  placental  site  are  exposed,  and 
hemostasis  does  not  occur  because  the  mech- 
anism of  uterine  retraction  and  contraction 
is  unsatisfactory. 

No  exact  criterion  can  be  set  up  as  to  the 
amount  of  blood  loss  which  furnishes  the 
proper  indication  for  placental  extraction. 
Bleeding  must  not  be  allowed  to  continue  in- 
definitely, however,  and,  generally  speak- 
ing, a loss  of  300  c.  c.,  following  the  failure 
of  attempts  at  expression  of  the  placenta 
by  simple  methods,  should  be  regarded  as  an 
indication  for  the  more  radical  procedure. 

When  the  placenta  is  not  expelled  either 
spontaneously  or  by  some  simple  mechanical 
method  soon  after  delivery,  a brief  period 
of  delay  is  justified  in  the  absence  of  free 
bleeding.  If  it  is  still  in  situ  at  the  end  of 
an  hour,  manual  removal  should  be  resorted 
to,  for  prolonged  retention  is  not  without 
risk.  Deferred  removal  is  often  difficult 
and  dangerous  because  of  spastic  conditions 
and  contraction  rings  of  the  uterus,  which 
are  usually  found  several  hours  after  de- 
livery. 

Arrest  of  the  placenta  within  a tightly 
contracted  cervix  is  naturally  not  included 
in  this  discussion,  for  it  can  readily  be  re- 
moved by  the  shoehorn  maneuver  without 
invasion  of  the  uterine  cavity.  Further- 
more, some  distinction  should  be  made  be- 
tween the  attached  and  the  detached  re- 
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tained  placenta.  Conservative  therapy  is 
justified  in  certain  cases  of  detachment. 
Our  own  experience  has  been  that  soft  tis- 
sue roentgenology  may  be  helpful  in  dif- 
ferentiating between  detached  and  attached 
retained  placentae,  and  we  should  be  in- 
clined to  recommend  that  this  diagnostic 
aid  be  employed  routinely  when  it  is  at 
hand. 

The  patient  with  a retained  placenta 
should  never  be  left  unattended,  either  in 
the  hospital  or  the  home,  for  fatal  hemor- 
rhage may  occur  in  a very  short  period  of 
time.  In  prolonged  placental  retention  with 
infection,  the  best  plan  is  probably  to  omit 
all  attempts  at  manual  extraction  of  the 
placenta  and  resort  immediately  to  hyster- 
ectomy. 

The  wisdom  of  exploring  the  uterus,  to 
rule  out  laceration  or  rupture  following 
sudh  traumatic  procedures  as  a difficult 
forceps  delivery,  version  and  extraction,  or 
craniotomy,  is  so  obvious  as  to  need  no  dis- 
cussion. 

A study  of  the  obstetric  records  at  Char- 
ity Hospital  of  Louisiana  for  the  decade 
ending  January  1,  1940,  supports  the  point 
of  view  we  have  advanced  concerning  man- 
ual removal  of  the  placenta.  During  the  10 
year  period  the  procedure  was  resorted  to 
in  152  cases,  one  in  every  250  viable  de- 
liveries. Free  bleeding  was  an  indication 
in  56  per  cent  of  the  group,  retention  of 
the  placenta  in  20  per  cent,  and  explora- 
tion of  the  uterus  following  difficult  labors 
or  operative  deliveries  in  24  per  cent.  In 
four  cases  of  the  latter  group  rupture  of  the 
uterus  was  thus  identified,  and  further 
proof  of  the  wisdom  of  such  exploration  is 
found  in  the  fact  that  during  the  same  pe- 
riod of  time  uterine  tears  remained  undiag- 
nosed in  seven  fatal  cases  in  which  digital 
examination  of  the  uterus  was  omitted. 
Death  occurred  in  10  of  the  152  cases,  6.5 
per  cent,  in  which  manual  removal  of  the 
placenta  was  undertaken,  a high  death  rate 
which  is  partially  due  to  the  basic  pathology 
but  which  would  be  justified,  regardless,  by 
the  fact  that  death  also  occurred  in  13  cases 
during  the  decade  studied  in  which  a policy 


of  non-intervention  was  practiced  in  the 
presence  of  placental  retention. 

Manual  removal  of  the  placenta,  as  has 
been  pointed  out,  is  a major  obstetric  op- 
eration. Asepsis  must  be  meticulous,  and  it 
is  well  to  change  the  gown,  gloves  and  linen 
which  have  been  used  during  delivery.  In 
cases  in  which  manual  removal  is  likely  to 
be  necessary,  it  is  best  not  to  repair  episi- 
otomies  and  other  lacerations  prior  to  de- 
livery of  the  placenta,  for  the  repairs  may 
be  undone  during  subsequent  manipula- 
tions. 

Anesthesia  is  essential.  One  hand  sup- 
ports the  uterus  and  forces  it  into  the  pelvis 
by  pressure  on  the  abdomen.  The  other 
hand,  well  lubricated,  is  introduced  into  the 
amniotic  sac  and  follows  the  cord  to  the 
site  of  the  insertion  of  the  placenta.  All 
manipulations  are  conducted  within  the  sac, 
and  the  hand  is  not  withdrawn  until  the 
entire  operation  is  completed.  The  placenta 
is  slowly  peeled  off  and  removed,  together 
with  the  membranes,  the  tissues  then  being 
examined  carefully  to  make  certain  that  the 
removal  has  been  complete.  The  use  of 
ergotrate  by  the  intravenous  route  usually 
obviates  the  necessity  for  uterine  packing 
and  thus  lessens  the  possibilities  of  infec- 
tion. 

THE  USE  OF  OXYTOCIC  DRUGS  IN  THE 
THIRD  STAGE  OF  LABOR 

Before  proceeding  to  the  discussion  of 
pathologic  abnormalities  of  the  third  stage 
of  labor,  the  use  of  oxytocic  drugs  must  be 
briefly  mentioned.  Textbooks  of  obstetrics 
are  vague  and  indecisive  on  this  point,  and 
widely  divergent  views  seem  to  be  held  con- 
cerning their  value.  With  the  idea  of  se- 
curing a cross  section  of  American  obstetric 
opinion,  a questionnaire  was  sent  to  a large 
group  of  representative  obstetricians,  many 
of  whom  control  important  clinical  services 
and  direct  teaching  departments  of  obstet- 
rics in  important  medical  schools  (table  I). 
The  following  discussion  therefore  repre- 
sents not  only  our  personal  experiences  but 
the  experiences  of  a significant  group  of 
American  obstetricians,  126  of  whom  re- 
plied to  our  questionnaire. 
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TABLE  I 


QUESTIONNAIRE  ON  USE  OF  OXYTOCIC'S 
ADVOCATE  ROUTINE  OXYTOCIC 

Yes — 112  or  88%  No — 14  or  12% 

A DM  I N I STR  AT  I ON 


End  of 

End  of  -f 

- — Totals — 

second  stage 

third  stage 

Both 

Oxytocic 

No.  % 

No.  % No. 

- % 

No. 

% 

1. 

Ergonovine  

21  it; 

22  4S  3 

6 

46 

36 

2< 

Pituitary  extract  .... 

28  70 

10  25  2 

5 

40 

32 

3. 

1 + 2 

Pituitrin 

Ergotrate  26 

100’ 

26 

20 

4. 

Pitocin  

5 62  0 

0 

8 

7 

5. 

1 + -1 

Pitocin 

Ergotrate  6 

100 

6 

5 

Totals  

52  42 

37  29  37 

29 

126 

100 

We  have  personally  studied 

the  efficacy  livery, 

and  71  per  cent  prefer  to 

use 

it  at 

of  various  oxytocics  by  comparisons  of  re- 
sults achieved  with  them  in  small  series  of 
consecutive  normal  cases  in  which  spontan- 
eous expression  of  the  placenta  occurred 
(table  II) . Blood  losses  were  determined  by 


the  end  of  the  second  stage. 

Some  form  of  ergonovine,  usually  ergo- 
trate, in  dosages  of  0.2  mg.  (gr.  1/320)  was 
advocated  by  61  per  cent  of  the  obstetricians 
questioned,  either  alone  or  in  combination 


TABLE  II 


EFFECTS 

OF  OXYTOCIC  THERAPY 

IN  THIRD 

STAGE  OF 

LABOR 

Averages 

No.  of 

Blood 

Duration  in 

cases 

loss — c.c. 

minutes 

Complications 

No  Oxytocic  

50 

op 

8.4 

Ofie  excessive  bleeding 

Pituitrin  intramuscularly  

25 

198 

7.1 

One  postpartal  hemorrhage 

End  of  3rd  stage 

One  excessive  bleeding 

Pituitrin  intramuscularly  

25 

102 

4.4 

End  of  2nd  stage 

0 

Pitocin  intramuscularly  

25 

86 

3.7 

End  of  2nd  stage 

O 

Ergotrate  intravenously  

25 

54 

2.1 

End  of  2nd  stage 

One  retained  placenta 

Totals 

150 

144 

5.6 

an  exact  chemical-colorimetric  method 
whereby  the  amount  of  hemoglobin  loss  (in 
grams)  in  free  blood,  blood  clots,  and 
sponges  is  converted  into  cubic  centimeters 
of  blood.  This  is  a more  exact  method  of 
determining  blood  loss  than  either  clinical 
estimation,  which  is  usually  inaccurate,  or 
volumetric  measurement* of  all  fluid  lost, 
which  usually  includes  amniotic  fluid  and 
urine  as  well  as  blood.  Our  studies  show 
clearly  that  the  administration  of  an  oxy- 
tocic at  the  end  of  the  second  stage  of  labor 
shortens  the  placental  stage  by  half,  de- 
creases the  blood  loss  by  half,  and  markedly 
decreases  the  danger  of  postpartal  hemor- 
rhage. Our  own  experience  is  borne  out  by 
the  opinion  of  the  obstetricians  whom  we 
questioned : 88  per  cent  of  the  126  advocate 
the  routine  use  of  an  oxytocic  drug  at  de- 


with  other  oxytocics.  It  has  been  our  ex- 
perience that  this  particular  preparation  is 
extremely  effective.  It  acts  within  one  min- 
ute when  given  intravenously  and  within 
two  to  four  minutes  when  given  intramus- 
cularly, the  tetanic  uterine  contractions 
which  result  often  persisting  for  more  than 
an  hour  without  intervals  of  relaxation.  It 
seems  to  have  no  detrimental  effects  on 
blood  pressure,  pulse,  or  urinary  output.  It 
has  the  additional  advantage  that  it  can  be 
given  by  mouth  if  the  patient  is  awake.  We 
have  found  ergonovine  of  distinct  value  in 
both  the  prophylaxis  and  the  treatment  of 
postpartal  hemorrhage  due  to  atony,  and  by 
using  it  routinely  we  have  materially  re- 
duced the  necessity  for  uterine  packing, 
with  the  risk  of  subsequent  infection. 

Sixty-four  per  cent  of  the  obstetricians 
questioned  advocated  the  use  of  some  form 
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of  posterior  pituitary  extract,  usually  ob- 
stetrical pituitrin  in  1 c.  c.  doses,  either 
alone  or  in  combination  with  other  oxy- 
tocics,  at  the  end  of  the  second  stage  of 
labor,  by  the  intramuscular  or  subcutaneous 
route.  We  have  found  pituitrin  and  pitocin 
to  be  about  equally  effective  for  routine 
use.  These  preparations  should  not  be  used 
intravenously,  for  anaphylactic  shock  is  a 
distinct  possibility  when  this  route  is  em- 
ployed. Pitocin  should  be  substituted  for 
pituitrin  in  patients  with  hypertension, 
since  pituitrin  increases  the  blood  pressure 
and  decreases  the  urinary  output. 

In  hospital  practice  an  oxytocic  may  be 
given  intramuscularly  as  soon  as  the  an- 
terior shoulder  is  delivered.  Our  experience 
has  been  that  this  routine  shortens  the 
third  stage  of  labor,  diminishes  blood  loss, 
and  is  particularly  effective  in  that  large 
group  of  cases  in  which  the  mechanism  of 
the  third  stage  of  labor  is  imperfect  be- 
cause of  the  modern  obstetric  practice  of 
sedation,  anesthesia,  and  operative  de- 
livery. We  also  use  ergonovine  intra- 
venously immediately  after  the  delivery  of 
the  anterior  shoulder  whenever  postpartal 
hemorrhage  might  be  anticipated  because 
of  such  conditions  as  prolonged  labor,  un- 
usually deep  anesthesia,  a difficult  opera- 
tive delivery,  or  overdistention  and  subse- 
quent atony  of  the  uterus  because  of  a large 
baby,  twins,  or  hydramnios. 

Enthusiasm  for  oxytocic  drugs  should 
not  blind  one  to  the  dangers  associated  with 
their  use  at  the  end  of  the  second  stage, 
chiefly  the  possibility  of  placental  incar- 
ceration as  the  result  of  hourglass  or  other 
contraction  of  the  uterus.  This  danger  can 
be  averted  by  immediate  expression  of  the 
separated  placenta.  Particular  precautions 
should  be  taken  in  this  regard  when 
ergonovine  is  used  intravenously,  for  under 
such  circumstances  its  action  is  very  rapid. 
Generally  speaking,  when  the  delivery  is 
conducted  in  the  home  the  use  of  an  oxy- 
tocic should  be  deferred  until  after  the 
placenta  has  been  delivered. 

Failure  of  the  uterus  to  respond  to  one 
oxytocic  is  no  contraindication  to  the  use 
of  another.  Thus  in  postpartal  hemorrhage 


due  to  uterine  atony,  ergonovine  may  be 
given  intravenously  and  pituitary  extract 
intramuscularly.  Packing  will  be  necessary 
only  occasionally  if  bleeding  is  controlled 
by  bimanual  compression  of  the  uterus  un- 
til the  effects  of  the  oxytocic  drugs  are  ap- 
parent. 

THE  THIRD  STAGE  OF  LABOR  IN  THE 
COMPLICATIONS  OF  PREGNANCY 

Certain  abnormalities  of  pregnancy 
which  may  complicate  the  third  stage  of 
labor  should  be  briefly  discussed.  They  in- 
clude placenta  previa,  abruptio  placentae, 
placenta  accreta,  and  uterine  inversion. 

Placenta  previa:  The  management  of  the 
third  stage  of  labor  is  of  the  utmost  im- 
portance in  patients  with  placenta  previa, 
since  the  separation  of  the  placenta  from 
its  abnormal  site  is  often  incomplete,  and 
improper  management  may  result  in  ad- 
ditional serious  or  even  fatal  blood  loss. 
The  best  routine  is  to  administer  ergono- 
vine (0.2  mg.)  by  vein  as  the  anterior 
shoulder  is  delivered,  and  to  effect  delivery 
within  the  next  30-40  seconds.  Rapid  sep- 
aration of  the  placenta  usually  follows  at 
once,  and  gentle  expression  can  safely  be 
done.  If  separation  and  expression  do  not 
occur  promptly,  and  if  bleeding  is  at  all 
profuse,  manual  removal  of  the  placenta 
should  be  undertaken  without  further  de- 
lay. If  bleeding  follows  completion  of  the 
labor  in  any  patient  with  placenta  previa, 
the  lower  uterine  segment  should  be  inves- 
tigated immediately,  to  determine  whether 
lacerations  have  occurred  from  the  trauma 
of  labor  or  the  operative  procedures  insti- 
tuted to  control  hemorrhage. 

Twenty-eight  per  cent  of  the  178  patients 
with  placenta  previa  who  were  delivered 
by  the  vaginal  route  at  Charity  Hospital 
during  the  last  decade  required  active 
measures  for  the  control  of  hemorrhage  in 
the  third  stage.  More  than  one  procedure 
was  necessary  in  four  cases.  Manual  re- 
moval of  the  placenta  was  done  14  times, 
repair  of  lacerations  20  times,  and  packing 
of  the  uterus  and  vagina  22  times. 

Abruptio  placentae:  The  third  stage  of 
labor  and  the  first  hours  of  the  puerperium 
are  likely  to  be  the  most  eventful  of  the 
whole  course  in  any  case  of  abruptio  pla- 
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centae.  The  best  routine  is  to  administer 
a potent  oxytocic,  preferably  ergonovine  by 
the  intravenous  route,  as  soon  as  the  de- 
livery of  the  fetus  is  completed.  In  the 
usual  case  the  placenta  is  already  separated 
and  will  promptly  be  expelled,  along  with 
numerous  clots  of  blood.  Prompt  manual 
exploration  of  the  uterus  should  be  under- 
taken in  any  case  in  which  expulsion  of  the 
placenta  is  unduly  delayed. 

Hemorrhage  is  usually  controlled  by  the 
use  of  ergonovine  in  all  cases  in  which  the 
uterine  musculature  has  not  been  too  seri- 
ously impaired  by  hemorrhagic  extravasa- 
tion. If  it  continues,  the  uterus  should  be 
thoroughly  packed  with  antiseptic  gauze, 
after  the  placenta  has  been  expressed.  Since 
temporizing  is  not  justified  in  so  serious 
a complication,  the  next  step,  if  hemor- 
rhage continues  unchecked,  should  be  rapid 
hysterectomy,  following  an  additional  blood 
transfusion. 

In  the  186  patients  with  abruptio  pla- 
centae who  were  delivered  at  Charity  Hos- 
pital by  the  vaginal  route  during  the  last 
decade,  the  placenta  was  removed  manually 
in  nine  cases  and  the  uterus  packed  in  19 
others  because  of  continued  bleeding  after 
the  third  stage. 

Placenta  accreta:  Placenta  accreta,  a 

complication  of  pregnancy  in  which  the 
placenta  is  adherent  to  and  inseparable 
from  the  uterine  wall,  should  be  suspected 
whenever  bleeding  does  not  occur  in  a case 
of  retained  placenta.  The  diagnosis  is  con- 
firmed by  failure  to  find  a line  of  cleavage 
when  manual  removal  is  attempted.  Imme- 
diate hysterectomy  is  the  only  possible 
treatment,  since  the  decidua  basalis  layer 
is  missing  and  the  chorionic  villi  have  in- 
vaded the  uterine  musculature. 

The  condition  is  rare.  It  occurred  only 
three  times  in  the  37,760  deliveries  con- 
ducted at  Charity  Hospital  in  the  last 
decade.  One  case  terminated  fatally. 

Inversion  of  the  uterus:  Since  uterine 
inversion  is  practically  always  the  result  of 
mismanagement  of  the  third  stage  of  labor, 
it  stands  in  a different  category  from  the 
abnormalities  which  have  been  discussed. 
It  usually  follows  violent  attempts  at  ex- 


pression of  the  placenta  by  the  Crede 
method,  together  with  forceful  traction  on 
the  cord,  particularly  if  the  uterus  is  great- 
ly relaxed.  It  may  also  occur  during  manual 
removal  of  the  placenta  if  the  patient  is 
under  deep  anesthesia  and  the  uterus  is 
markedly  atonic.  In  a recent  instance,  ob- 
served at  autopsy,  a partial  placenta  ac- 
creta was  apparently  the  etiologic  factor. 

As  soon  as  the  accident  is  discovered, 
reduction  of  the  inversion  should  be  at- 
tempted under  anesthesia.  If  the  attempt 
is  successful,  the  uterus  and  vagina  are 
tightly  packed  with  sterile  gauze,  which 
should  remain  in  place  for  24  hours.  If 
vaginal  reduction  fails,  abdominal  reduc- 
tion or  abdominal  or  vaginal  hysterectomy 
should  be  resorted  to  without  delay. 

Three  patients  with  acute  inversion  of 
the  uterus  were  observed  at  Charity  Hos- 
pital during  the  last  ten  years,  two  of  whom 
died. 

THE  THIRD  STAGE  OF  LABOR  IN  CESAREAN 
SECTION  AND  ABDOMINAL  PREGNANCY 

The  management  of  the  third  stage  of 
labor  in  patients  delivered  by  cesarean  sec- 
tion presents  a different  set  of  problems. 
Blood  loss  can  be  substantially  diminished 
if  the  following  procedure  is  carried  out: 
After  the  head  of  the  infant  is  delivered 
1 c.  c.  of  obstetrical  pituitrin  is  injected 
directly  into  the  uterine  muscle  and  0.2  mg. 
of  ergotrate  is  given  intravenously.  The 
remainder  of  the  delivery  is  slowly  effected 
one  or  two  minutes  later.  The  uterus  is 
thus  given  time  to  accommodate  itself  to 
the  tremendous  decrease  in  the  size  of  the 
cavity  which  follows  the  extraction  of  the 
child,  and  the  amount  of  hemorrhage  and 
the  duration  of  the  operation  are  corre- 
spondingly decreased. 

Puerperal  morbidity  in  our  experience 
has  been  substantially  diminished  by  the 
use  of  another  simple  procedure,  the  plac- 
ing of  a tight  sterile  gauze  intra-uterine 
pack,  one  end  of  which  is  carried  through 
the  cervix  to  be  removed  per  vaginam  after 
six  to  eight  hours.  Cervical  drainage  is 
thus  established  and  postoperative  mor- 
bidity is  greatly  decreased  by  the  elimina- 
tion of  lochial  retention.  The  uterine  pack 
is  also  of  value  in  controlling  hemorrhage. 
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as  we  have  observed  in  a series  of  cases  of 
placenta  previa  and  abruptio  placentae. 

The  management  of  the  placenta  in 
abdominal  pregnancy  is  not  a simple  mat- 
ter under  any  circumstances.  It  is  often 
impossible  to  remove  it  even  partially  be- 
cause the  placental  tissue  is  densely  adher- 
ent to  the  abdominal  viscera.  Unwise  pro- 
cedures may  cause  fatal  hemorrhage.  The 
more  nearly  full-term  gestation  is  ap- 
proached, the  more  frequently  can  placental 
detachment  be  achieved  without  serious 
hemorrhage,  because  a definite  line  of 
cleavage  is  present.  In  other  cases  the 
best  plan  is  to  remove  the  fetus,  ligate  the 
cord  close  to  the  placental  surface,  mar- 
supialize  the  placental  sac,  and  leave  the 
placenta  in  situ  to  be  absorbed. 

In  five  cases  of  abdominal  pregnancy, 
all  of  more  than  seven  months’  duration, 
observed  at  Charity  Hospital  during  the 
last  10  years,  the  placenta  was  completely 
removed  in  two,  left  in  situ  in  two,  and 
partially  removed  in  one.  All  patients  re- 
covered. 

SUMMARY 

1.  The  immediate  and  remote  complica- 
tions and  abnormalities  of  the  third  stage 
of  labor  are  responsible  for  a definite  ma- 
ternal mortality  and  for  a high  incidence 
of  maternal  morbidity. 

2.  Both  morbidity  and  mortality  are 
most  often  due  to  mismanagement  of  this 
very  important  stage  of  labor.  Correct 
management  is  based  on  an  accurate  knowl- 
edge and  comprehension  of  the  normal 
mechanism  of  the  third  stage,  in  which 
recognition  of  placental  detachment  is 
essential. 

3.  A conservative,  expectant  policy  is 
advocated  for  the  management  of  the  third 
stage  of  labor.  It  should  not,  however,  be 
carried  to  the  point  of  negligence  by  the 
postponement  of  active  intervention  when 
indications  for  it  are  present. 

4.  The  management  of  certain  patho- 
logic conditions  of  the  third  stage  is  pre- 
sented, together  with  the  incidence  and 
mortality  of  these  complications  at  Charity 
Hospital  of  Louisiana  at  New  Orleans  dur- 
ing the  decade  ending  January  1,  1940. 


DISCUSSION 

Dr.  Edwin  L.  Zander  (New  Orleans) : It  is  uni- 
versally recognized  that  proper  management  of 
the  third  stage  of  labor  is  of  utmost  importance, 
yet  discussion  of  this  subject  is  infrequent  and 
often  passed  over  for  more  striking  and  unusual 
types  of  obstetric  pathology. 

Davis  states  that  the  third  stage  is  divided  into 
delivery  of  placenta,  repair  of  lacerations  and  post- 
partal  convalescence.  I believe  delivery  of  the 
placenta  in  the  third  stage  is  most  important. 
With  delivery  of  the  fetus  the  fate  and  condition 
of  the  baby  is  decided  ending  the  second  stage.  The 
fate  of  the  mother,  that  is  to  say  postpartum  con- 
valescence, is  decided  in  the  next  thirty  minutes 
after  the  end  of  the  second  stage.  It  has  been  my 
experience  in  seeing  medical  students,  that  they 
have  a poor  conception  of  the  physiology  of  the 
third  stage.  I have  noticed  further  that  when 
senior  students  become  interns  there  is  an  increase 
at  first,  in  the  amount  of  retained  placentae  and 
postpartum  hemorrhage,  resulting  from  undue 
tampering,  pulling  on  the  cord,  and  trauma.  In 
clinical  work  we  should  stress  prophylaxis  of  com- 
plications in  the  third  stage.  I have  administered 
oxytocic  at  the  end  of  the  second  stage.  I believe 
this  shortens  the  third  stage.  I do  not  believe  that 
this  routine  has  any  deleterious  effects.  During 
the  past  20  years  I have  had  two  retained  pla- 
centae and  could  not  blame  this  on  the  oxytocic 
used. 

Another  thing  I would  like  to  stress  is  the  ques- 
tion of  blood  transfusions.  They  are  more  com- 
monly used  at  the  present  time  following  delivery, 
particularly  in  women  with  much  blood  loss.  The 
amount  of  loss  of  blood  determines  the  condition 
of  the  patient  in  regard  to  infection  which  might 
follow  delivery.  In  1930  at  Charity  Hospital  there 
was  one  blood  transfusion  to  every  102  deliveries. 
In  1939  there  was  one  to  every  34  deliveries,  show- 
ing, in  my  opinion,  the  importance  of  blood  trans- 
fusions. These  cases  had  comparative  decreases  in 
mortality  and  morbidity. 

I believe  that  it  is  important  that  the  cord 
should  not  be  used  for  traction,  and  only  as  a 
guide  for  the  delivery  of  placenta.  No  traction 
in  delivery  of  the  placenta  is  permissible.  I be- 
lieve the  question  of  pi'oper  method  of  carrying 
out  the  Crede  method  for  delivery  of  the  placenta  is 
very  important  in  control  of  bleeding  and  other 
postpartal  results.  Contrary  to  some  fellow  ob- 
stetricians, I believe  that  in  cases  where  the 
placenta  is  retained,  probably  a few  hours,  there 
is  less  harm  in  manual  removal  under  aseptic  con- 
ditions than  leaving  the  placenta  in. 

Dr.  Peter  Salatich  (New  Orleans)  : A point  in 
my  experience  which  has  helped  a good  deal  in  de- 
livery of  the  placenta,  is  after  the  head  is  born, 
give  the  patient  1 c.c  of  pituitrin.  It  is  surprising 
how  easy  the  placenta  is  expressed.  I have  seen 
men  deliver  a baby  and  right  away  want  to  get  the 
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placenta  out;  wait  at  least  10  to  15  minutes  to 
allow  the  placenta  to  separate,  providing  the 
patient  is  not  bleeding  a lot. 

Dr.  E.  L.  King  (New  Orleans)  : I want  to  men- 
tion one  or  two  points:  One  is  manual  removal  of 
the  placenta.  I feel  as  Dr.  Arnell,  that  a long  wait 
is  not  wise.  We  have  had  cases  where  we  waited 
14  to  24  fours  at  the  hospital,  with  fear  and  trem- 
bling I must  admit;  often  the  placenta  would  final- 
ly become  detached  spontaneously.  During  that  time 
there  might  be  bleeding  and  trickling  from  hour 
to  hour,  which  is  generally  underestimated.  I have 
adopted  the  policy  that  if  the  placenta  is  not  de- 
livered in  a couple  of  hours,  after  using  the  Crede 
method,  take  it  out  manually. 

In  the  matter  of  exploration  of  the  uterus  after- 
operative  delivery,  that  is  something  about  which 
we  should  exercise  some  caution.  I believe  we 
should  have  definite  indications  for  going  into  that 
uterus.  Occasionally  as  Dr.  Arnell  has  noted  we 
find  a ruptured  uterus. 

Dr.  C.  C.  deGravelles  (New  Iberia)  : I think  one 
of  the  most  important  factors  in  the  third  stage  of 
labor  and  one  of  the  things  we  should  think  most 
of  is  the  conservation  of  the  mother’s  blood.  I be- 
lieve too  many  of  us,  after  the  baby  is  born,  wash 
our  hands  and  sit  back  and  just  wait  around  until 
nature  causes  the  clot  to  form  and  expel  the  pla- 


centa. I have  found  that  it  is  a good  idea  after 
the  baby  is  born,  never  to  take  my  hands  off  the 
uterus.  Frequently  I have  seen  bad  hemorrhages 
when  that  fact  was  disregarded.  Especially  is  this 
true  after  a long  tedious  labor.  Sometimes  when 
the  uterus  was  left  to  expel  the  placenta  unaided 
I went  back  and  found  the  uterus  filled  and  con- 
siderable hemorrhage  followed  expulsion  of  the 
placenta.  The  best  policy  in  my  opinion  is  to  keep 
the  hands  on  the  uterus  all  of  the  time  until  the 
placenta  has  been  delivered. 

There  is  one  question  I would  like  to  ask  in  re- 
gard to  the  giving  of  pituitrin  and  that  is  whether 
it  is  used  at  the  end  of  the  second  or  the  third 
stage? 

Dr.  R.  E.  Arnell  (In  conclusion)  : For  the 
routine  obstetric  work  in  the  home  I believe  that 
some  form  of  oxytocic  should  be  used,  preferably 
administered  at  the  end  of  the  third  stage.  Admin- 
istration at  the  end  of  the  second  stage  requires 
perfect  timing  so  that  the  placenta  can  be  delivered 
at  once  after  it  has  separated.  If  such  perfect 
timing  is  not  possible  because  the  baby  must  be 
cared  for,  the  cord  tied,  and  so  forth,  uterine  stim- 
ulants should  not  be  given  until  placental  delivery 
has  been  completed.  Constant  attention  to  the 
mechanism  of  the  third  stage  will  prevent  most 
complications. 
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MEDICO-MILITARY  MATTERS 

The  examination  of  the  draftees  by  the 
doctors  who  have  so  cheerfully  and  willing- 
ly volunteered  their  services  is  proceeding 
in  the  State  of  Louisiana  smoothly  and  effi- 
ciently. In  spite  of  the  original  request  for 
one  medical  man  for  each  draft  board,  it 
has  been  found,  as  it  was  thought  at  the 
time,  necessary  to  increase  materially  the 
group  of  examining  physicians  so  that  very 
many  more  men  have  given  their  services 


than  the  list  published  last  month  in  this 
Journal.  As  appointments  are  still  being 
made  and  the  present  list  is  not  complete,  it 
will  not  be  published  until  a later  date.  It 
was  found  impossible  also  to  continue  ap- 
pointing men  who  were  over  the  draft  age, 
so  a considerable  number  of  the  younger 
group  of  doctors  have  also  been  good 
enough  to  donate  their  services  to  this  im- 
portant cause. 

Some  of  the  officers  in  the  Medical  Re- 
serve Corps  have,  to  a limited  extent,  been 
called  into  active  service.  The  Army  has 
figured  that  it  will  need  around  8,400  medi- 
cal officers  for  the  training  period.  There 
are  now  about  4,000  men  on  duty.  Roughly 
these  medical  men  are  divided  as  follows: 
1,200  from  the  regular  Army;  1,600  from 
the  National  Guard  and  1,200  from  the 
Medical  Reserve  Corps.  This  will  necessi- 
tate, when  the  program  for  the  training 
becomes  effective,  approximately  4,400 
more  physicians.  At  the  present  time  there 
are  some  14,000  men  in  the  Medical  Reserve 
Corps  and  on  the  first  of  July  there  will  be 
between  1200-1500  more  available  who  have 
taken  the  R.  O.  T.  C.  training.  About 
13,000  of  the  physicians  in  the  Medical 
Reserve  Corps  have  the  rank  of  Lieutenant 
or  Captain.  It  will  be  these  younger  men 
for  the  most  part  who  will  be  assigned  to 
duty.  The  thousand  or  more  men  of  higher 
rank  may  possibly  be  called  only  for  special 
duty  or  for  a short  period  of  time. 

In  the  meantime  the  Navy  will  need  about 
1,200  medical  men  for  their  increased  pro- 
gram. 

The  figures  given  above  are  not  official 
but  they  might  be  said  to  be  semi-official. 
They  were  obtained  from  an  officer  as- 
signed to  the  Surgeon  General’s  office  and 
are  relatively  authentic  as  of  the  date  this 
was  written.  Of  course  they  may  be  sub- 
ject to  change  from  day  to  day. 

In  the  event  of  war,  with  full  mobilization 
of  the  man  power  of  this  country,  it  is  esti- 
mated that  there  will  be  needed  30,000  med- 
ical officers.  This  of  course  will  disrupt  civil 
practice  to  a very  considerable  extent.  It  is 
a problem  which  will  have  to  be  dealt  with 
by  Dr.  Cole,  Chairman  of  the  Committee  on 
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National  Defense  of  the  American  Medical 
Association.  In  working  out  the  difficulties 
that  necessarily  will  arise,  he  will  have  to 
have  the  aid  and  assistance  of  the  parish 
and  district  medical  societies  and  their  of- 
ficers. Plans  will  have  to  be  made  to  take 
care  of  the  people  at  home  should  the  pres- 
ent so-called  emergency  become  an  active 
one. 

o 

SYPHILIS  IN  LOUISIANA 

Recently  there  has  been  sent  out  a report 
on  the  incidence  of  syphilis  in  the  various 
states  of  this  country,  as  well  as  in  cities 
that  have  a population  of  over  200,000.  The 
annual  rate  per  thousand  population  of 
syphilis  and  gonorrhea  in  Louisiana  is  re- 
markably low.  For  the  former  disease  it 
is  3.40  and  for  the  latter  0.48.  Contrasting 
neighboring  states  it  is  found  that  the  rate 
for  syphilis  in  Mississippi  is  slightly  over 
20  and  for  gonorrhea  a bit  over  14 ; in  Tex- 
as it  is  5.59  and  1.57  respectively.  Arkan- 
sas has  practically  the  same  figures  and 
Alabama  is  almost  identically  the  same  as 
Texas.  On  the  other  hand,  in  South  Caro- 
lina the  rate  for  lues  is  10  plus,  for  gonor- 
rhea 1 plus.  The  rate  in  the  Southern 
states  is,  as  would  be  expected  for  obvious 
reasons,  higher  than  it  is  in  the  North, 
Northcentral  and  Western  states.  However, 
it  must  be  borne  in  mind  that  the  state 
health  service  in  the  Southern  states  for 
the  most  part  is  decidedly  superior  to  that 
of  the  states  elsewhere  in  the  United  States. 
The  health  service  offered  by  Southern 
state  boards  of  health  is  more  complete  and 
better  organized  than  the  majority  of 
states  in  the  country,  consequently  where 
there  is  good  health  service  the  reporting 
of  syphilis  and  gonorrhea  is  carried  out 
more  carefully  than  elsewhere.  Rather 
than  being  a reflection  on  Mississippi,  the 
fact  that  they  have  the  highest  rate  for 
these  venereal  diseases  would  further  prove 
that  it  has  one  of  the  best  health  depart- 
ments in  the  United  States. 

Of  course,  the  actual  rates  are  very  much 
higher  than  the  reported  rates.  Every 
physician  knows  that  there  is  more  gonor- 
rhea than  there  is  syphilis  and  yet  the  re- 


ported rates  of  gonorrhea  are  j ust  one-third 
of  syphilis,  indicating  very  definitely  that 
there  is  laxity  in  reporting  gonorrhea  and 
undoubtedly  there  is  also  laxity  in  reporting 
cases  of  syphilis.  It  is  very  doubtful  that 
Mississippi  has  four  times  as  much  syphilis 
as  Arkansas  or  Texas  or  even  Alabama. 

In  New  Orleans  the  rate  is  extremely 
low,  1.9  for  syphilis  per  1,000  population, 
1.2  for  gonorrhea.  These  figures  are  very 
much  out  of  line  with  other  cities  in  the 
United  States,  with  the  State  as  a whole 
and  with  venereal  disease  surveys  of  the 
incidence  of  syphilis  in  New  Orleans. 
Clarke* *,  for  example,  found  in  New  Orleans 
the  rate  of  syphilis  to  be  nearly  three  and  a 
half  times  the  reported  rate  and  gonorrhea 
ten  times  more  frequent  than  reported.  The 
rate  for  syphilis  in  1931  was  estimated  to 
be  12.45  per  thousand.  While  the  incidence 
of  syphilis  may  have  diminished  consider- 
ably in  the  last  nine  years,  it  is  doubtful  if 
the  rate  could  have  dropped  from  12  to 
slightly  under  2.  Definitely  the  New  Or- 
leans doctors  are  falling  down  on  their  job 
of  reporting  syphilis  and  gonorrhea,  where- 
as the  doctors  throughout  the  State  are  very 
much  more  attentive  to  their  duty  in  list- 
ing these  two  diseases. 

o 

PULMONARY  EMBOLISM 

Surgeons  and  obstetricians  are  well  ac- 
quainted with  the  dangers  of  pulmonary 
embolism  and  of  the  complications  that  oc- 
cur as  result  of  embolism  of  the  pulmonary 
artery  after  operation.  On  account  of  the 
increasing  number  of  roentgenograms  of 
the  chest  being  made  daily,  the  roentgenolo- 
gists also  have  shown  marked  interest  in 
the  study  of  pulmonary  infarcts.  On  the 
other  hand,  writes  White,*  the  medical  man 
has  not  been  concerned  to  any  great  extent 
with  the  medical  aspects  of  the  problem. 
He  points  out,  in  a recent  paper,  that  he 
himself  for  many  years  did  not  appreciate 
the  frequency  of  pulmonary  embolism  and 


*Clarke,  Walter:  The  burden  of  syphilis  and 
gonorrhea  in  New  Orleans,  New  Orleans  M.  & S.  J., 
84:163,  1931. 

* White,  Paul  D.:  Pulmonary  embolism  and  heart 
disease,  Am.  J.  Med.  Sei.,  200:577,  1940. 
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infarction  and  it  has  been  only  within  the 
last  comparatively  few  years  when  he  has 
made  particular  efforts  to  discover  this  rel- 
atively common  complication  of  heart  dis- 
ease that  he  has  realized  it  is  a fairly  fre- 
quent condition. 

In  the  cases  that  are  reported  by  this  ob- 
server, the  great  majority,  as  would  be  ex- 
pected in  the  practice  of  a cardiologist,  were 
dependent  upon  a preceding  heart  lesion. 
In  the  370  cases  of  pulmonary  embolism 
and  infarction  studied  after  death  at  the 
Massachusetts  General  Hospital,  40  per 
cent  were  postoperative  with  59  per  cent 
of  infarction ; 30  per  cent  were  cardiac  with 
90  per  cent  infarctions  and  30  per  cent  were 
non-cardiac  medical  cases  with  72  per  cent 
of  infarcts.  In  other  words,  infarction  is 
very  much  more  likely  to  occur  in  the  heart 
patients  but  the  percentage  relation  between 
the  cardiac  and  non-cardiac  patients  is 
about  equal. 

Some  of  these  cases  without  cardiac  dis- 
ease resemble  very  closely  cases  of  heart 
disease.  These  were  the  patients  who  had 
acute  cor  pulmonale,  whose  right  ventricle 
was  dilated,  the  neck  veins  were  engorged 
and  other  symptoms  of  right  heart  failure 
were  present. 

It  is  to  be  expected  that  in  the  instance 
of  complicated  heart  disease  associated 


with  congestive  heart  failure  with  the  usu- 
al signs  at  the  base  of  the  lungs,  the  physical 
expressions  of  pulmonary  infarction  may  be 
completely  obscured.  The  physician  natu- 
rally expects  or  diagnoses  bronchopneu- 
monia when  the  patient  develops  fever  and 
leukocytosis,  plus  shortness  of  breath,  rela- 
tive marked  prostration  and  particularly  a 
tachycardia  which  may  be  associated  with 
chest  pain,  cough  and  hemoptysis.  The  di- 
agnosis obviously  is  difficult  but  there  is 
this  to  be  remembered  that  in  a cardiac 


not  respond  to  treatment  this  possibility  of 
pulmonary  infarction  should  be  in  the  mind 
of  the  practitioner.  The  group  of  symp- 
toms may  simulate  coronary  thrombosis. 

In  so  far  as  treatment  is  concerned,  oxy- 
gen  plus  morphine,  plus  atropine,  plus  digi- 
talis, are  the  best  drugs  to  administer.  The 
patient  should  be  kept  absolutely  at  rest  and 
this  rest  should  be  enforced  not  only  upon 
the  patient  but  also  upon  the  doctor.  Some- 
times patients  are  killed  by  too  great  at- 
tentiveness to  treatment  by  the  physician 
trying  to  do  too  much.  Fortunately  the 
acute  symptoms  subside  promptly  and  the 
anticipated  misdiagnosed  pneumonia,  with 
its  course  of  a week  or  two  does  not  materi- 
alize because  the  man  is  either  dead  or  on 
the  road  to  recovery  within  forty-eight  to 
seventy-two  hours. 


o 

HOSPITAL  STAFF  TRANSACTIONS  AND  CLINICAL  MEETINGS 


SOUTHERN  BAPTIST  HOSPITAL 
New  Orleans 

The  regular  monthly  meeting  of  the  Clinical 
Staff  was  held  in  the  staff  room  of  the  hospital  at 
8 p.  m.  on  November  26.  The  program  consisted 
of  the  following  presentations:  “Premature  Sepa- 
ration of  placenta  with  Case  Report,”  by  Dr.  E.  A. 
Ficklen;  “Solitary  Kidney  with  Marked  Hydro- 
nephrosis, with  Case  Report,”  by  Drs.  M.  M.  Green 
and  H.  H.  Russell;  “Three  Interesting,  Odd  Cases” 
by  Dr.  W.  B.  Clarke;  “Death  Report”,  by  Dr.  Bert 
DeBord. 

C.  L.  Cox,  M.  D.,  Chm. 


CHARITY  HOSPITAL 

MEDICAL  DIVISION 

New  Orleans 

The  regular  monthly  meeting  of  the  Medical 
Section  of  the  Charity  Hospital  Visiting  Staff  was 


held  on  Tuesday,  October  15,  1940,  at  8:00  p.  m.  in 
the  auditorium  of  the  hospital.  The  meeting  was 
called  to  order  by  the  Chairman,  Dr.  T.  A.  Watters. 


The  program  consisted  of  the  following,  pre- 
sented by  members  of  the  staff  of  the  Tulane  Divi- 
sion: A pathologic  presentation  of  “Bronchiogenic 
Carcinoma”  by  Dr.  H.  J.  Schattenberg;  “A  Case 
with  Brachial  Plexus  Lesion”  by  Dr.  R.  H.  Turner; 
“A  Case  Presentation”  by  Dr.  W.  A.  Sodeman;  and 
“A  Case  of  Spontaneous  Hypoglycemia”  by  Dr.  R. 
P.  Vieth. 

Bronchiogenic  Carcinoma  (Dr.  H.  J.  Schatten- 
berg) : The  patient  was  a white  male,  aged  52,  who 
was  admitted  to  the  hospital  on  August  17,  1940, 
with  the  chief  complaints  of  anorexia,  loss  of 
weight  and  weakness.  He  was  in  apparent  good 
health  until  two  weeks  prior  to  his  admission,  at 
which  time  he  developed  a cough  which  was  pro- 
ductive of  mucoid  sputum.  There  was  no  history  of 
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chest  pain  or  hemoptysis.  He  claimed  he  had  lost 
35  pounds  in  weight  from  the  beginning  of  the 
present  illness  until  admission  to  the  hospital.  He 
has  been  mildly  dyspneic.  Temperature,  pulse,  and 
blood  pressure  were  normal  on  admission.  The  res- 
piratory rate  was  25  per  minute.  There  were  no 
palpable  lymph  nodes  in  the  neck.  The  thorax  was 
symmetrical.  A few  moist  rales  wei-e  heard  at  the 
right  base  posteriorly.  The  blood  picture  values 
were  65  per  cent  hemoglobin  and  3,400,000  red 
blood  cells.  The  sputum  examination  was  ixegative. 
Bronchoscopy  was  performed  and  the  i*ight  and  left 
bi’onchi  were  found  to  be  filled  with  thick,  creamy 
pus.  No  tumors  were  noted.  X-ray  of  the  chest  was 
interpreted  as  showing  metastatic  tumor  nodules 
in  both  lungs.  During  the  patient’s  stay  in  the  hos- 
pital he  continued  to  cough,  became  progi’essively 
weaker  and  more  hoarse.  He  died  forty-two  days 
after  admission. 

The  gross  and  microscopic  pathologic  diagnosis 
at  autopsy  was  primary  carcinoma  of  the  lung  with 
metastasis  throughout  both  lungs. 

In  the  discussion  the  various  hypotheses  advanced 
in  an  attempt  to  explain  the  mode  of  metastasis  of  a 
primary  tumor  to  other  parts  of  the  same  lung  or 
to  the  opposite  lung  were  presented.  Several  slides 
were  shown  illustrating  gross,  microscopic  and 
x-ray  findings  in  this  and  similar  reported  cases. 

A Case  with  Brachial  Plexus  Lesion  (Dr.  R.  H. 
Turner) : The  patient,  whose  case  I wanted  to  pre- 
sent, has  left  the  hospital.  It  is  a case  of  a white 
male,  aged  39,  a fai'mer,  who  has  had  five  admis- 
sions to  the  hospital  in  the  last  year  and  on  each 
admission,  except  the  first,  something  was  brought 
out  which  aided  in  the  development  of  a highly  di- 
agnostic clinical  pictui'e.  The  first  admission  was 
for  skin  lesions  on  the  face.  In  February  1940  he 
had  what  he  thought  was  influenza  with  general- 
ized weakness  and  fever.  He  became  quite  sick  and 
stayed  in  bed  for  a week.  Some  doctor  said  he  had 
pneumonia  and  another  sneered  at  this  diagnosis 
and  thought  it  was  influenza.  He  was  never  well 
after  this  illness.  In  two  weeks  he  developed  pain 
in  the  right  shoulder  which  extended  to  the  right 
arm  and  hand.  During  the  next  few  months  the 
pain  became  extremely  severe  and  radiated  down 
the  arm  to  the  ulnar  side  to  the  ring  finger  more 
than  any  other  portion  of  the  hand.  He  was  ad- 
mitted in  April  to  a surgical  service,  still  complain- 
ing of  this  pain.  He  was  diagnosed  at  that  time  as 
having  peripheral  neuralgia.  The  intern  noted  that 
the  left  pupil  was  larger  than  the  right.  On  ex- 
amining the  lungs  Dr.  Boaz  states  that  he  suspected 
pathology  in  the  apices  of  the  lungs,  pai’ticularly 
the  right.  The  patient  stayed  in  the  hospital  only 
a few  days,  then  came  back  in  May  on  the  ortho- 
pedic service.  At  that  time  the  x'ight  arm  was 
weaker  and  smaller  than  the  left.  Thei-e  was  no 
note  made  of  pupils  or  difference  in  sweating.  He 
still  complained  chiefly  of  pain  in  the  shoulder  and 
chest  in  the  region  of  the  fifth  rib.  He  was  read- 
mitted in  August,  at  which  time  I saw  him  for  the 


first  time.  The  right  pupil  was  smaller,  there  was 
drooping  of  the  l-ight  lid  but  no  difference  in  sweat- 
ing noted  in  the  two  portions  of  the  face.  His  right 
shoulder  drooped  and  he  carried  his  right  arm  in 
twisted  position  and  his  head  was  twisted  to  the 
right.  The  entire  right  hand  and  arm  were  ex- 
tremely weak,  sensitive  to  touch  but  did  not  sweat. 
There  was  obvious  atrophy  of  the  muscles  of  the 
arm  and  hand.  (The  suggestion  was  made  at  that 
time  that  he  had  a tumor  in  the  apex  of  the  right 
lung  which  involved  the  brachial  plexus.)  There 
was  a mass  behind  the  clavicle  and  the  sternomas- 
toid  but  the  muscle  was  so  tense  that  it  was  dif- 
ficult to  be  certain  of  its  nature.  It  was  noticed 
that  the  x-rays  made  in  April  showed  little,  but  the 
diagnosis  was  made  of  old  tuberculosis  at  both 
apices.  X-rays  made  in  June  showed  a definite 
clouding  in  the  right  apex  but  thei'e  was  no  ab- 
normality  of  the  bones.  X-rays  made  in  August 
showed  a greater  apical  density  but  no  lesion  of 
bone,  but  during  the  month  of  September,  during 
an  additional  admission,  there  was  demonstrated 
quite  clearly  destruction  of  a poi-tion  of  the  second 
rib  on  the  right.  There  was  one  part  that  showed 
some  erosion  of  the  lateral  sui-face  of  two  vertebrae. 

This  patient  exhibits  all  the  cardinal  features  of 
Pancoast’s  syndrome.  Since  Pancoast’s  report  in 
1932,  there  have  been  a great  number  of  reports 
in  the  literatui’e,  many  of  which  I have  read,  and 
I am  rather  impressed  by  the  stereotyped  findings. 
Apparently  Pancoast  made  one  mistake  as  thex-e 
were  no  autopsy  findings  in  his  series  and  only 
three  biopsies,  and  in  spite  of  this  fact  he  stated 
that  these  tumors  did  not  arise  from  the  lung.  It  is 
clear  that  the  nature  of  the  tumors  is  multiple. 
Most  of  them  are  primary  carcinomas  of  the  lung; 
others  do  arise  from  the  bi’achial  cleft  structures, 
or  from  the  sympathetic  nervous  system.  There 
are  no  accurate  figures  on  the  total  incidence  but 
it  must  be  quite  rare.  In  a Philadelphia  series  of 
6,000  autopsies  there  were  500  malignancies,  32 
wex-e  primary  carcinoma  of  the  lung.  There  wei’e 
no  instances  of  this  syndrome.  It  would  seem  to 
cause  death  less  frequently  than  once  in  6,000 
deaths.  It  seems  to  occur  less  frequently  than  once 
for  30  carcinomas  of  the  lung,  which  makes  it  a 
faii-ly  rare  syndx-ome.  It  occurs  about  equally  on 
the  two  sides.  One  of  the  chai’acteristic  featux-es 
is  that  patients  do  not  commonly  have  lung  symp- 
toms, such  as  cough,  hemoptysis  or  signs  of  infec- 
tion in  the  lung,  as  do  other  bi-onchiogenic  carci- 
nomas so  fi’equently.  The  ones  that  occurx-ed  on 
the  left  have  been  more  commonly  associated  with 
pleux-al  effusion  and  erosion  of  the  ribs  farther 
down  ax-ound  the  apex  of  the  lung.  It  may  be 
purely  accidental  that  the  diffex-ence  between  the 
right  and  left  is  striking.  Of  coui’se,  a gx-eat  deal 
has  been  written  about  why  they  happen  to  occur 
so  far  in  the  periphei’y  of  the  lung  and  why  they 
invade  the  neck.  I have  seen  no  good  explanation. 
If  there  were  lymphatic  channels  in  apical  pleural 
adhesions,  this  might  be  a partial  explanation.  The 
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condition  is  nearly  always  associated  with  extreme 
suffering-.  The  pain  is  intense,  long-  and  unremit- 
ting and  not  relieved  by  anything  that  is  available. 
The  use  of  radiotherapy  has  been  completely  un- 
successful. No  one  who  has  tried  it  recommends 
its  use.  So  far,  I would  say  that  the  syndrome  is 
of  great  interest  because  of  the  sharply  drawn 
clinical  picture,  because  of  the  rather  puzzling  feat- 
ures of  the  pathogenesis,  and  it  is  terrifying  be- 
cause of  the  suffering  it  involves  and  the  hopeless- 
ness of  the  therapy. 

DISCUSSION 

Dr.  Bayley:  I have  seen  this  same  syndrome 

caused  by  actinomycosis  in  a patient  who  was  ad- 
mitted to  the  hospital  and  died  in  about  two  months’ 
time.  For  a while  we  considered  it  as  due  to  a 
tumor  but  a sinus  developed  and  actinomyces  were 
found. 

A Case  Presentation  (Dr.  W.  A.  Sodeman)  : A 

negress,  age  29,  was  in  good  health  until  three 
weeks  before  admission  when  she  developed  a head 
cold  followed  by  non-productive  cough.  In  several 
days  she  became  short  of  breath  and  developed  a 
sharp  pain  in  her  left  chest  posteriorly.  She 
thought  she  had  had  fever  for  about  a week  be- 
fore admission.  Past  and  family  histories  ap- 
peared unimportant.  Physical  examination  re- 
vealed a febrile  patient  who  appeared  acutely  ill. 
She  was  dyspneic  with  a hot,  dry  skin,  and  had 
evidence  of  rhinitis  and  carious  teeth.  The  find- 
ings of  interest  were  in  the  chest.  There  was 
some  dulness  in  the  left  base  posteriorly  with  ab- 
sence of  breath  sounds  in  the  same  area.  The 
cardiac  rhythm  was  regular,  the  heart  was  enlarged 
to  the  left,  pulse  was  106  per  minute  and  paradox- 
ical in  type.  Blood  pressure  was  110  /78.  X-rays 
of  the  chest  on  the  way  to  the  ward  showed  a tre- 
mendously enlarged  cardiac  shadow.  Venous  pres- 
sure varied  from  22  to  25  cm.  of  water.  The  ab- 
domen showed  slight  left  upper  quadrant  tender- 
ness and  the  pelvis  was  not  remarkable. 

Pericardial  tap  produced  260  c.  c.  of  blood- 
tinged  fluid  with  a specific  gravity  over  1.020,  and 
no  organisms  on  smear  or  culture.  Sections  made 
of  the  centrifuged  sediment  showed  red  blood  cells 
and  occasional  lymphocytes.  Tenderness  developed 
over  the  left  lung  base  and  again  440  c.  c.  were 
withdrawn  from  the  pericardium  by  anterior  tap. 
Increase  in  the  dulness  posteriorly  and  extension  in- 
to the  axilla  led  to  the  diagnosis  of  pleural  effusion 
and  600  c.  c.  of  fluid,  identical  in  character  with 
the  pericardial  fluid  obtained  anteriorly,  were  with- 
drawn. 

The  Mantoux  test  was  positive  in  dilution  of 
1:10,000  but  not  in  dilution  of  1:100,000.  The 
white  blood  cells  of  the  blood  never  exceeded  8,100 
per  cubic  millimeter.  The  blood  settled  18  mm.  in 
35  minutes.  The  urine  showed  occasional  casts  and 
a slight  amount  of  albumin.  Sputum  was  negative. 
The  Wassermann  was  repeatedly  positive.  Blood 
cultures  were  negative,  as  were  agglutinations  for 


tularemia,  undulant  fever,  typhoid,  and  paraty- 
phoid. Blood  glucose  was  78  and  urea  14.  Fluoro- 
scopy of  the  heart  showed  a greatly  enlarged 
shadow  with  a contour  that  fitted  well  with  the 
diagnosis  of  pericardial  effusion  and  with  feeble 
pulsations.  The  esophagus  was  not  displaced.  The 
electrocardiogram  showed  no  ST  shift,  but  the 
T-waves  were  inverted  in  all  four  leads. 

She  had  had  fever  almost  continuously  since  ad- 
mission. It  varied  from  103°  to  normal  and  was 
not  affected  by  120  grains  of  sodium  salicylate 
daily  for  a week.  At  present  she  weighs  105 
pounds. 

The  diagnosis  of  pericardial  effusion  is  obvious. 
The  cardiac  shadow  obscures  the  lower  left  lung 
field  in  the  x-ray  and  the  presence  of  pleural  fluid 
is  doubtful.  It  is  possible  that  the  fluid  obtained  by 
posterior  tap  was  pericardial.  Injection  of  air  at 
the  time  would  have  settled  this  point  but  unfor- 
tunately was  not  done. 

Since  the  fluid  is  obviously  an  exudate,  we  must 
consider  the  causes  of  pericarditis  with  effusion. 
The  chief  causes  are:  (1)  pneumonia,  influenza, 
and  other  infections  in  proximity  to  the  pericar- 
dium, (2)  tuberculosis,  (3)  rheumatic  fever,  (4) 
disseminated  lupus,  (5)  trauma.  The  character  of 
the  fluid  rules  out  the  purulent  types  and  especially 
those  due  to  organisms  easily  recognized  by  fluid 
culture  and  examination.  Therefore,  tuberculosis, 
rheumatic  fever,  and  lupus  are  the  most  likely  pos- 
sibilities. There  is  little  to  favor  the  last  in  the 
absence  of  renal  involvement,  arthritis,  and  skin 
manifestations.  All  patients,  however,  do  not  have 
skin  manifestations. 

Tuberculous  pericarditis  is  most  frequent  in  the 
negro  and  90  per  cent  occur  in  males.  As  in  this 
patient,  past  and  family  histories  are  usually  nega- 
tive. The  mode  of  onset  is,  however,  usually  in- 
sidious. Evidences  of  cardiac  tamponade  develop. 
Significant  murmurs  are  absent.  About  30  per  cent 
develop  Ewart’s  sign.  It  is  most  frequent  in  older 
age  groups,  only  25  per  cent  occurring  from  20  to 
30  years.  Dyspnea  and  cough  are  common,  but 
sputum  and  hemoptysis  rare.  Again,  as  in  this  pa- 
tient, the  white  blood  count  is  in  normal  range,  and 
the  fluid  is  often  serosanguineous. 

Rheumatic  pericarditis  usually  develops  in  chil- 
dren and  frequently  a past  history  of  rheumatic 
arthritis,  other  evidences  of  the  rheumatic  syn- 
drome, or  rheumatic  heart  disease  can  be  obtained. 
Leukocytosis  is  expected  and  in  the  effusion  poly- 
morphonuclears  predominate.  With  pancarditis  the 
heart  is  usually  dilated  and  replacement  of  fluid 
with  air  demonstrates  an  enlarged  heart.  In  tuber- 
culous pericarditis  the  same  procedure  usually 
shows  a normal  sized  heart.  Without  a past  history 
of  rheumatic  fever  and  without  valvulitis,  rheu- 
matic pericarditis  may  be  otherwise  difficult  to 
diagnose.  Salicylates  are  said  generally  not  to  af- 
fect the  heart.  They  affect  especially  the  exudative 
manifestations  of  rheumatic  fever  and  reports  have 
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shown  reductions  in  pericardial  effusion  and  tem- 
perature, reduction  in  venous  pressure,  and  relief 
of  symptoms.  Such  reports  are  found  especially  in 
the  French  literature.  These  responses  were  not 
found  in  the  present  patient. 

You  can  see  from  what  I have  said  that  I think 
the  diagnosis  is  tuberculous  pericarditis.  The  diag- 
nosis of  disseminated  lupus  is  a remote  possibility. 
There  may  be  some  other  diagnosis  I have  not  men- 
tioned, but  I cannot  think  what  it  might  be.  If  any 
have  arisen  in  your  minds,  I would  like  to  hear 
them. 

DISCUSSION 

Dr.  Bayley:  I would  like  to  say  the  symptoms 

which  Dr.  Sodeman  discussed  are  more  or  less  char- 
acteristic of  tuberculous  pericarditis  with  a rapid 
accumulation  of  the  large  quantity  of  fluid.  This 
mass  of  fluid  is  not  usually  seen  in  rheumatic  peri- 
carditis. I was  just  wondering  if  replacement  with 
air  would  not  keep  this  cavity  dry. 

Dr.  Sodeman : I think  that  air  should  be  in- 

jected into  the  pericardial  cavity  and  that  it 
may  be  of  some  importance  in  preventing  an  ad- 
herent pericardium.  What  Dr.  Bayley  says  about 
the  size  of  effusion  in  rheumatic  fever  and  tuber- 
culosis is  true.  Of  course,  in  tuberculous  effusion, 
where  the  effusion  is  very  great,  tap  has  to  be  done 
to  relieve  symptoms.  I only  wish  that  some  air  had 
been  put  in  at  the  tap  posteriorly  and  we  would 
have  known  if  she  had  fluid  in  two  cavities  instead 
of  one. 

A Case  of  Spontaneous  Hypoglycemia  (Dr.  Rich- 
ard P.  Vieth)  : This  patient  is  a three  year  old 

colored  female,  who  was  first  seen  in  the  Out- 
patient Department  of  Charity  Hospital  on  June  4, 
1940.  The  history  is  that  early  in  March  of  this 
year,  the  patient  suddenly  had  a “falling-out”  spell, 
lost  consciousness,  and  could  be  aroused  only  with 
difficulty.  She  remained  in  this  semiconscious  con- 
dition for  about  half  an  hour.  After  that  time,  she 
had  repeated  attacks  similar  to  the  one  I have  just 
described  until  the  onset  of  what  the  mother  called 


convulsions  on  June  4.  On  questioning,  the  mother 
revealed  the  fact  that  the  convulsions  consisted  of 
stupor,  with  twitching  of  the  hands  and  arms,  and 
peculiar  movements  of  the  jaws,  resembling  swal- 
lowing motions. 

The  past  history  of  the  patient  is  not  significant 
except  in  so  far  as  the  diet  is  concerned.  She  was 
breast  fed  until  she  was  one  year  old  and  then  she 
was  given  Magnolia  milk  and  vegetables.  She  also 
has  had  cereals  and  vegetables  in  her  diet,  but  very 
little  in  the  way  of  animal  fats  and  proteins. 

The  family  history  is  also  negative.  The  child 
was  seen  several  times  in  the  clinic,  but  there  was 
no  change  in  her  condition.  She  continued  to  have 
repeated  attacks,  such  as  I have  described,  occur- 
ring several  times  a day.  On  September  20,  she 
was  hospitalized  for  more  thorough  study.  Physical 
examination  was  entirely  negative.  The  laboratory 
data,  with  the  exception  of  the  blood  chemistry, 
were  also  negative.  On  five  different  occasions, 
the  fasting  blood  sugar  values  were  133,  58,  60,  and 
48  mg.  per  cent.  A glucose  tolerance  test  revealed 
the  following  values:  fasting  blood  sugar,  58  mg. 
per  cent;  one-half  hour,  62  mg.  per  cent;  one  hour, 
62  mg.  per  cent;  two  hours,  62  mg.  per  cent;  three 
hours,  54  mg.  per  cent.  A spinal  puncture  was  done 
and  was  negative  except  for  the  fact  that  the  spinal 
fluid  sugar  content  was  too  low  to  be  read. 

During  the  patient’s  stay  in  the  hospital,  she 
has  had  many  attacks.  They  are  usually  precipi- 
tated by  the  withholding  of  food  for  only  a few 
hours  beyond  her  usual  mealtime.  In  every  in- 
stance, she  is  restored  immediately  and  dramatic- 
ally to  complete  consciousness  and  well  being  by 
the  administration  of  orange  juice. 

From  the  clinical  picture  and  laboratory  find- 
ings, we  feel  justified  in  making  a diagnosis  of 
spontaneous  hypoglycemia  in  this  case.  As  yet,  the 
cause  has  not  been  determined. 

If  extra-pancreatic  causes  for  the  hypoglycemia 
can  be  ruled  out,  and  if  she  does  not  respond  after 
a fair  trial  to  the  usual  dietary  and  medical  meas- 
ures, we  believe  that  a laparotomy  is  indicated. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


December  2.  Orleans  Parish  Medical  Society 
Board  of  Directors,  8 p.  m. 
Clinico-pathologic  Conference,  Hotel 
Dieu,  8:15  p.  m. 

December  3.  Eye,  Ear,  Nose  and  Throat  Staff, 
8 p.  m. 

Chaille  Memorial  Oration,  Hutch- 
inson Memorial  Auditorium,  8 p.  m. 
December  4.  Clinico-pathologic  Conference, 
Charity  Hospital  Morgue  Amphi- 
theater, 1:30  p.  m. 

Hutchinson  Memorial  Clinic  Staff, 
8 p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 


December  5. 

December  9. 
December  10. 
December  11. 

December  16. 
December  17. 


Clinico-pathologic  Conference,  Tou- 
ro  Infirmary,  11:15  a.  m.  to  12:15 
p.  m. 

Orleans  Parish  Medical  Society,  8 
p.  m. 

Eye,  Ear,  Nose  and  Throat  Staff, 
8 p.  m. 

Clinico-pathologic  Conference, 
Charity  Hospital  Morgue  Amphi- 
theater, 1:30  p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 
Hotel  Dieu  Staff,  8 p.  m. 

Charity  Hospital  Medical  Staff,  8 
p.  m. 
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December  18.  Clinic-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphitheater, 
1 :30  p.  m. 

Charity  Hospital  Surgical  Staff,  8 
p .m. 

The  Orleans  Tuberculosis  Hospital 
Staff,  8 p.  m. 

Clinico-pathologic  Conference, 
Touro  Infirmary,  11:15  a.  m.  to 
12:15  p.  m. 

I.  C.  R.  R.  Hospital  Staff,  12  noon. 
New  Orleans  Dispensary  for 
Women  and  Children  Staff,  8 p.  m. 
Baptist  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference, 
Touro  Infirmary,  11:15  a.  m.  to 
12:15  p.  m. 

L.  S.  U.  Faculty  Club,  8 p.  m. 
During  the  month  of  November,  the  Society  held 
one  regular  scientific  meeting  and  a special  meeting 
with  the  U.  S.  Marine  Hospital  Staff.  The  follow- 
ing program  was  presented  at  the  regular  meeting: 
1.  Biographical  Sketch:  Reflections  on  Dr.  Ed- 
mond Souchon  By  Dr.  Isidore  Cohn 

Case  Report:  Intramedullary  Aneurysm  of  the 
Cord 

By  Drs.  D.  H.  Echols  and  R.  G.  Holcombe,  Jr. 
Symposium  on  Recent  Advances  in  Vitamins 

a.  Chemistry  of  Vitamins 

By  Invitation  Dr.  Arthur  O.  Kastler 

b.  Medical  Aspects  By  Dr.  Samuel  B.  Nadler 

c.  Surgical  Aspects  By  Dr.  Michael  DeBakey 


December  19. 


December  20. 


December  24. 
December  26. 


December  27. 


2. 


At  the  special  meeting  the  following  program 
was  presented: 

1.  Sulfonamides  in  the  Treatment  of  Gonorrhea 
in  the  Male 

By  Dr.  John  A.  Trautman,  Past  Assistant 
Surgeon 

2.  Case  Report:  Typhoid  Carrier 

By  Dr.  William  L.  Smith,  Senior  Surgeon. 

3.  New  Technic  for  Repair  of  Inguinal  Hernia 

By  Dr.  John  D.  Lane,  Jr. 


Nomination  of  officers  of  the  Orleans  Parish 
Medical  Society  and  delegates  to  the  Louisiana 
State  Medical  Society,  for  1941,  were  read  by  the 
Secretary  at  the  regular  meeting. 


The  following  physicians  were  elected  to  active 
membership  in  the  Society:  Drs.  Rafael  F.  Ayon, 
Joseph  M.  Brocato,  J.  Fred  Dunn,  Elmer  E.  W. 
Kramer,  Evelyn  B.  Nix,  Ruth  L.  M.  Shushan,  Carl 
J.  W.  Wilen,  Hippolyte  P.  Marks  and  Edward  A. 
Jurgelwicz;  to  intern  membership,  Julius  W.  Dav- 
enport, Jr.,  Walter  P.  Diaz,  George  G.  Gill,  Court- 
land  P.  Smith,  Sidney  Stillman,  and  Samuel  Zurik. 


Dr.  O.  W.  Bethea  discussed  immaterial  cardiac 
conditions  at  a clinical  staff  meeting  of  the  Baptist 
Hospital,  October  22.  Drs.  Robert  Bernhard  and 
George  E.  Barnes  presented  a study  of  a case  of 
rheumatic  fever.  Dr.  W.  R.  Hardy  discussed  a case 
of  cholelithiasis  complicated  by  peptic  ulcer  of  the 
duodenum.  Dr.  C.  L.  Cox  presided  at  the  meeting. 


Drs.  Michael  DeBakey  and  Alton  Ochsner  pre- 
sented a paper  on  “Achalasia  of  the  Esophagus”  at 
the  American  College  of  Surgeons,  Chicago,  Oc- 
tober 24. 


Drs.  C.  Gordon  Johnson,  Isaac  W.  Kaplan, 
Samuel  Karlin,  John  G.  Menville,  and  Lawrence  H. 
Strug  were  initiated  as  follows  into  the  American 
College  of  Surgeons  at  a convention  in  Chicago, 
October  21. 


Dr.  Leon  J.  Menville  has  been  appointed  part 
time  head  of  the  radiology  department  at  Charity 
Hospital.  Dr.  W.  D.  Phillips  was  appointed  chair- 
man of  the  medical  committee. 


Dr.  Alton  Ochsner  gave  talks  before  the  Mont- 
gomery County  Medical  Society  at  Montgomery, 
October  15,  the  North  Mississippi  Medical  Society 
at  Oxford,  October  16,  and  the  Calumet  Branch  of 
the  Chicago  Medical  Society  on  October  24. 


Dr.  Walter  J.  Otis  was  elected  a councilor  of  the 
Southern  Psychiatric  Association  at  a meeting  of 
this  organization  at  Jacksonville,  October  21-22. 
Drs.  Gilbert  C.  Anderson  and  Charles  S.  Holbrook 
also  attended  this  meeting.  Dr.  Anderson  pre- 
sented a paper  on  “Relationship  between  Some 
Neuropsychiatric  Conditions  and  Oral  and  Dental 
Lesions.”  Dr.  Holbrook  presented  a paper  on 
“Psychosis  in  Identical  Twins.” 


Dr.  W.  H.  Perkins  was  toastmaster  at  a luncheon 
recently  given  by  the  Tuberculosis  and  Public 
Health  Association  of  Louisiana  in  honor  of  execu- 
tives of  the  National  Tuberculosis  Association. 

Dr.  Howard  Mahorner  addressed  the  Hartford 
Medical  Society  at  Hai'tford,  October  7.  The  title 
of  his  paper  was  “Surgery  of  the  Venous  System.” 
Dr.  Mahorner  also  presented  a paper  entitled,  “Re- 
cent Advances  in  the  Surgical  Management  of 
Goiter,”  before  the  Gulf  Coast  Clinical  Society  at 
Gulfport,  October  17-18. 


Dr.  John  T.  O’Ferrall  attended  the  meeting  of  the 
Clinical  Orthopedic  Society  at  Milwaukee,  October 
18,  and  Madison,  October  19. 


NEWS  ITEMS 

Dr.  Henry  B.  Alsobrook  spoke  before  the  Tangip- 
ahoa Parish  Medical  Society,  Hammond,  October  3. 
The  title  of  his  paper  was  “Office  Gynecology.” 


THE  GOLF  TOURNAMENT 

Dr.  D.  J.  Farley  is  the  new  golf  champion  of 
the  Orleans  Parish  Medical  Society,  succeeding  Dr. 
L.  R.  DeBuys.  Dr.  Farley  won  the  group’s  annual 
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tournament  Wednesday  at  the  Metairie  Golf  Club 
with  low  gross  81. 

Dr.  W.  C.  Rivenbark,  chairman  of  the  golf  com- 
mittee, announced  the  tournament  winners  as  fol- 
lows: 

Low  Gross — Dr.  D.  J.  Farley,  81;  Dr.  Val  Fuchs, 
84;  Dr.  H.  Meyer,  85. 

Low  Net — Dr.  Allan  Eustis,  71;  Dr.  J.  S.  Webb, 
72;  Dr.  H.  A.  Thomas,  73. 

Blind  Holes — Dr.  F.  Cato,  33;  Dr.  K.  Brau,  37; 
Dr.  L.  R.  DeBuys,  37. 

Poker  Hand  on  First  Nine — Dr.  E.  L.  King,  Dr. 
F.  Boyce. 

Poker  Hand  on  Second  Nine- — Dr.  J.  H.  Musser, 
Dr.  E.  L.  Zander. 

Nearest  No.  12  Hole — Dr.  Jack  Strange,  30  feet 
4 inches. 

Nearest  No.  17  Hole — Dr.  W.  C.  Rivenbark,  4 
feet. 


High  Score — Dr.  M.  P.  Schwarzenbach,  116. 

Kickers — First,  Dr.  C.  H.  Weinberg,  81;  second, 
Dr.  W.  R.  Hardy,  79;  Dr.  J.  K.  Stone,  79;  Dr.  R. 
F.  Sharp,  79;  Dr.  L.  A.  Fortier,  79;  third,  Dr, 
E.  H.  Lawson,  84;  Dr.  Ed  Faust,  84;  Dr.  R.  E.  de 
la  Houssaye,  84;  Dr.  C.  B.  Odom,  84. 


TREASURER’S  REPORT 


Bank  balance  September  30,  1940 $ 3,910.57 

October  credits  370.47 

Total  credits  $ 4,281.04 

October  expenditures  615.08 

Actual  book  balance  October  31,  1940 $ 3,665.96 


Edwin  L.  Zander,  M.  D.,  Sec. 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Bate 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


OUACHITA  PARISH  MEDICAL  SOCIETY 

The  regular  monthly  meeting  of  the  Ouachita 
Parish  Medical  Society  was  called  to  order  No- 
vember 7,  at  7:30  p.  m.,  by  Dr.  D.  T.  Milam,  presi- 
dent. The  minutes  of  the  meeting  of  October  6 
were  read  and  approved. 

The  president  announced  that  due  to  the  num- 
ber of  business  matters  to  be  discussed  there  would 
not  be  any  scientific  program. 

The  Committee  on  the  Mutual  Hospital  Asso- 
ciation gave  its  report  and  a letter  from  Mr.  Col- 
vin was  read.  Mr.  Colvin  asked  permission  from 
the  society  to  ask  each  doctor  the  number  of  calls 
and  operations  and  the  amounts  collected  on  em- 
ployees and  their  families  of  the  Brown  Paper 
Mill.  It  was  so  moved  by  Dr.  Simonton,  seconded 
by  Dr.  Graves  and  carried. 

Letters  from  the  New  Orleans  Graduate  As- 
sembly, the  L.  S.  U.  Extension  Service  and  the 
National  Physicians’  Committee  were  read. 

Dr.  George  Snellings  presented  the  report  of 
the  Committee  for  the  Banquet  honoi'ing  Dr.  Faulk. 
The  committee  has  invited  Dr.  J.  T.  Nix  to  be  the 
speaker  and  he  has  accepted.  Invitations  will  be 
extended  to  representatives  of  the  adjoining  parish 
medical  societies. 

The  application  of  Dr.  J.  H.  Parrott  was  read 
and  referred  to  the  Membership  Committee. 


Dr.  Milam  announced  that  this  would  be  the  last 
meeting  at  which  he  would  preside,  because  he  had 
been  called  for  active  duty.  Dr.  Hamilton  moved 
that  the  society  give  Dr.  Milam  a rising  vote  of 
thanks  for  the  efficient  and  excellent  president  he 
has  made.  This  was  done. 

L.  L.  Titche,  M.  D.,  Sec. 


MOREHOUSE  PARISH  MEDICAL  SOCIETY 
The  organization  convened  on  Tuesday,  November 
19,  to  pay  honor  to  the  councilor  of  their  district. 
Dr.  W.  A.  Rodgers.  There  was  a large  attendance 
of  doctors,  not  only  from  Morehouse  Parish  but 
many  from  Monroe.  A delicious  barbecue  dinner 
was  served  at  the  Country  Club,  and  was  followed 
by  talks  from  several  of  the  local  members  as  well 
as  from  Dr.  P.  T.  Talbot,  secretary-treasurer  of 
the  State  Society,  Dr.  D.  N.  Silverman,  councilor 
of  the  second  district,  and  Dr.  J.  H.  Musser,  pres- 
ident of  the  State  Board  of  Health. 

Dr.  R.  B.  Robins,  of  Camden,  councilor  of  the 
fifth  district  of  the  State  of  Arkansas,  was  a guest 
of  the  society,  and  presented  a paper  on  “Head 
Injuries,”  illustrated  with  lantern  slides. 


THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY 

The  fifth  annual  meeting  of  the  New  Orleans 
Graduate  Medical  Assembly  will  be  held  March 
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3-6,  at  the  Roosevelt  Hotel,  followed  by  clinics  in 
the  hospitals  of  New  Orleans  on  March  7.  Eighteen 
guest  speakers,  each  one  an  outstanding  leader  in 
his  special  field,  will  contribute  liberally  to  the 
program  and  will  be  available  for  informal  dis- 
cussions with  those  who  attend. 

It  is  especially  significant  that  the  Assembly  has 
enjoyed  an  increase  in  attendance  each  year,  last 
year’s  registration  being  over  one  thousand.  Many 
of  the  registrants  were  physicians  who  attended 
previous  meetings  which  is  very  gratifying  to  the 
sponsors  because  it  indicates  that  the  previous 
programs  have  supplied  just  what  the  busy  doctor 
needs  in  the  way  of  an  intensive  refresher  course. 

The  success  of  the  previous  assemblies,  together 
with  the  experience  gained  in  planning  courses  of 
this  type,  has  been  the  inspiration  to  introduce  ad- 
ditional features  each  year.  The  regular  four-day 
program  will  be  followed  by  clinics  in  the  local  hos- 
pitals on  March  7,  conducted  by  members  of  the 
Assembly  in  medicine,  surgery  and  allied  special- 
ties. These  clinics  will  add  greatly  to  the  interest 
and  value  of  the  meeting  because  of  the  wealth  of 
material  available  in  New  Orleans. 

In  addition  to  the  featuring  addresses  and  round- 
table discussions  by  eighteen  of  the  country’s  fore- 
most medical  educators,  the  scientific  and  techni- 
cal exhibits  which  are  being  sponsored  by  the  two 
medical  schools,  individual  members  and  the  lead- 
ing ethical  manufacturers  of  drugs  and  equip- 
ment, will  be  more  elaborate  than  ever. 

Following  the  program  in  New  Orleans  will  be 
the  second  annual  Post-clinical  Cruise  to  Havana, 
Panama,  Canal  Zone,  and  Honduras.  The  cruise 
is  scheduled  for  March  8 and  a most  interesting,  in- 
structive and  relaxing  itinerary  is  planned  for  the 
sixteen  days.  Talks  will  be  given  aboard,  followed 
by  general  discussions  and  medical  motion  pictures. 
Visits  will  also  be  made  to  the  outstanding  hospitals 
in  Havana  and  the  Panama  Canal  Zone,  as  well  as 
the  United  Fruit  Company  hospitals  in  Honduras. 

The  Assembly  offers  five  full  days  of  medical  ed- 
ucation, combined  with  recreation  in  the  interest- 
ing city  of  New  Orleans.  The  registration  fee  of 
$10.00  covers  all  features,  including  four  daily 
round-table  luncheons  as  well  as  the  smoker.  The 
cruise  is,  of  course,  additional  and  if  descriptive  lit- 
erature and  booking  information  is  desired  write 
to  the  secretary  of  the  New  Orleans  Graduate 
Medical  Assembly,  Room  105,  1430  Tulane  Avenue, 
New  Orleans. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION 

The  recent  meeting  held  October  7 in  Detroit, 
the  sixty-ninth  annual  meeting,  was  attended  by 
3,187  physicians,  sanitarians,  statisticians  and 
others  connected  with  public  health  work.  Dr.  W. 
S.  Leathers,  of  Nashville,  Tennessee,  was  elected 
president  of  the  organization,  whose  next  meeting 
will  be  held  in  Atlantic  City  in  October,  1941. 


ARMY  MEDICAL  LIBRARY 

The  librarian  of  the  Surgeon  General’s  Library 
requests  that  reprints  of  articles  published  in  cur- 
rent medical  literature  be  sent  to  the  Army  Medi- 
cal Library. 


A.  M.  A.  BROADCASTING 

Attention  is  again  called  to  the  series  of  broad- 
casts presented  by  the  A.  M.  A.  over  the  national 
broadcasting  chain.  The  broadcasts  will  take  place 
every  Wednesday  until  June  3,  1941,  at  9:30  p.  m., 
over  the  Blue  network. 

MEDICAL  AND  SURGICAL  SUPPLY 
COMMITTEE 

This  organization  actively  is  soliciting  aid  for 
the  medical  men  of  Great  Britain.  Instruments, 
surgical  supplies  and  all  types  of  equipment  are 
needed.  The  medical  men  in  Louisiana  who  have 
some  of  these  materials  which  they  no  longer  need 
are  urged  to  send  them  to  one  of  the  members  of 
the  regional  committee  of  the  state.  These  men 
are  Drs.  Rudolph  Matas,  D.  N.  Silverman,  Alton 
Ochsner,  and  J.  H.  Musser,  of  New  Orleans;  and 
A.  A.  Herold,  of  Shreveport. 


SOUTHERN  MEDICAL  ASSOCIATION 

At  the  recent  meeting  of  the  Southern  Medical 
Association  several  New  Orleans  physicians  were 
chosen  as  sectional  officers.  Dr.  T.  A.  Watters 
was  named  vice-chairman  of  the  section  on  neurol- 
ogy and  psychiatry;  Dr.  Maurice  Lescale,  vice- 
chairman  of  the  section  on  proctology;  Dr.  Merrill 
Beck,  secretary  of  section  on  anesthesia;  Dr.  John 
T.  Sanders,  secretary  of  section  on  gynecology,  and 
Dr.  Joseph  W.  Reddoch,  chairman  of  the  section 
on  obstetrics. 

There  was  a large  attendance  among  the  doctors 
from  New  Orleans  at  this  vex-y  successful  meeting. 

Dr.  L.  A.  LeDoux,  councilor  from  Louisiana,  was 
appointed  to  the  Executive  Committee  of  the  coun- 
cil for  a three  year  term. 


The  third  annual  meeting  of  the  American  Acad- 
emy of  Dermatology  and  Syphilology  will  be  held 
at  the  Palmer  House  in  Chicago,  December  8-11. 

NEW  ITEMS 

Dr.  Chai’les  James  Bloom  taught  at  the  Southern! 
Pediatric  Seminar  in  Saluda,  North  Carolina  dur- 
ing the  past  summer. 

Dr.  Ambrose  H.  Storck  recently  participated  in 
a panel  discussion  on  abdominal  traumas  which  was 
held  in  conjunction  with  the  Clinical  Congress  of 
the  American  College  of  Surgeons  in  Chicago. 


Assistant  Surgeon  G.  E.  Pai'khurst  has  been 
transferi’ed  from  the  U.  S.  Marine  Hospital  to  the 
Quarantine  Station  at  New  Oideans. 
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Assistant  Surgeon  Alfred  L.  Holloman  has  been 
ordered  to  the  Coast  Guard  Training  Station  at 
New  Orleans. 


INFECTIOUS  DISEASES  IN  LOUISIANA 

The  morbidity  report  of  the  Bureau  of  Epidemi- 
ology of  the  Louisiana  State  Board  of  Health  for 
the  week  ending  October  26,  the  forty-third  week 
of  the  year,  showed  the  following  diseases  reported 
in  numbers  greater  than  ten:  144  cases  of  syph- 

ilis, 35  of  cancer,  34  of  pulmonary  tuberculosis,  25 
of  pneumonia,  21  of  malaria,  20  each  of  diphtheria 
and  gonorrhea,  18  of  undulant  fever,  and  13  of 
chickenpox.  During  this  week  there  were  reported 
three  cases  of  poliomyelitis  from  Orleans  Parish. 
The  remarkably  large  proportion  of  patients  with 
undulant  fever  came  practically  in  toto  from  Caddo 
Parish.  The  following  week  syphilis  again  led 
all  reported  diseases  with  256  instances,  followed 
by  30  of  cancer,  29  of  pulmonary  tuberculosis,  24 
of  gonorrhea,  21  of  diphtheria,  and  12  each  of 
malaria,  pneumonia,  and  whooping  cough.  For 
this  week  there  were  reported  seven  cases  of  polio- 
myelitis throughout  the  state,  three  arising  in  Cad- 
do. For  the  week  which  terminated  November  9, 
the  following  commonly  reported  contagious  and 
infectious  diseases  appeared:  145  of  syphilis,  30 
of  cancer,  gonorrhea,  and  uncinariasis,  29  of 
pulmonary  tuberculosis,  23  of  pneumonia,  13  of 
trachoma,  and  12  of  diphtheria.  In  this  week  three 
additional  cases  of  poliomyelitis  were  reported  from 
Caddo,  three  from  Orleans  and  one  from  Calcasieu. 
For  the  last  week  for  which  the  reports  are  avail- 
able it  is  to  be  noted  that  there  were  tabulated  180 
cases  of  syphilis,  37  of  pulmonary  tuberculosis,  32 
of  cancer,  23  of  gonorrhea,  20  of  pneumonia,  10 
each  of  trachoma  and  diphtheria.  In  this  week 
there  was  an  additional  case  of  poliomyelitis  re- 
ported in  Caddo  and  two  in  Orleans. 


HEALTH  OF  NEW  ORLEANS 

The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  reports  that  for  the  week  closing  Oc- 
tober 19,  1940,  there  were  136  deaths  in  the  city 
of  New  Orleans,  of  which  79  were  white  and  57 
negro  and  13  occurred  in  childi’en  under  one  year 
of  age.  This  report  was  comparable  to  the  report 
of  the  previous  week.  For  the  next  week,  ending 
October  26,  there  were  145  deaths,  divided  82  white 
and  63  negro  and  14  infants.  There  was  a drop 
of  22  deaths  for  the  week  ending  November  2.  Of 
the  123  people  who  died  in  New  Orleans  this  week, 
71  belonged  to  the  white  population  and  52  to  the 
negro.  The  infant  death  rate  was  unusually  high, 
there  being  16  infant  demises.  A sharp  increase 
160  deaths  being  recorded,  shared  on  the  percentage 
basis  about  equally  between  the  two  races.  There 
were  96  white  deaths,  64  negro,  and  again  a high 
infantile  incidence  of  death,  19  in  number. 


JOSEPH  A.  ESTOPINAL 

(1876-1940)  i 

The  death  of  Dr.  Joseph  A.  Estopinal  on  October 
9,  1940,  removed  from  the  ranks  of  organized  med- 
icine a member  of  long  standing. 

Dr.  Estopinal  was  born  in  1876  and  graduated 
from  Tulane  University  in  1899. 


HENRY  EDWARD  MENAGE 
(1872-1940) 

The  many  friends  of  Dr.  Henry  E.  Menage  were 
shocked  to  hear  of  his  death  on  October  23,  1940. 
Dr.  Menage  was  one  of  the  first  specialists  in  der- 
matology in  the  city  and  for  many  years  has  had 
the  reputation,  local  and  throughout  the  United 
States,  as  a man  of  distinction  in  his  branch  of 
medicine. 

A charming  person,  Dr.  Menage  will  be  mourned 
by  his  many  friends  and  patients. 

DR.  A.  L.  LEVIN 

The  following  memoir  was  passed  at  a recent 
meeting  of  the  Staff  of  Hotel  Dieu: 

The  Maker  has  called  from  our  midst  a friend, 
a fellow  worker,  an  enthusiast  in  his  chosen  pro- 
fession and  specialty.  He  passed  on  in  the  height 
of  life  and  as  one  who  was  on  the  brink  of  the 
promised  land  of  fame  and  security. 

“He  is  not  dead,  who  lives  in  the  hearts  of 
his  fellowmen.” 

Be  it  resolved  that  we  make  our  records  com- 
plete by  inscribing  upon  them  the  name  of  a doc- 
tor, a scholar,  a philosopher  and  a man,  who,  though 
tested  in  the  fire  of  adversity  in  youth,  extreme 
sorrow  in  middle  age,  carried  on  to  eminent  success 
in  spite  of  the  fact  that  he  was  not  strong  in 
body. 

His  indomitable  will  carried  him  through. 

By  resolving,  we  but  make  known  our  affection 
for  a fellow  worker.  We  want  the  world  to  know 
how  near  and  dear  he  was  to  all  of  us.  His  many 
years  of  association  with  the  Sisters  of  Charity, 
his  kind  acts  to  Sisters  of  all  Orders.  His  willing- 
ness to  help  whether  it  be  for  the  advancement  of 
medicine  or  social  work  in  the  institution.  We 
hope  in  a small  measure  to  bring  these  facts  to 
light.  His  honors  are  the  result  of  an  unceasing 
work  and  application  and  should  be  an  inspiration 
to  the  youth  in  medicine. 

His  earnestness  and  original  works  are  shown 
by  his  many  articles  and  papers  written  and  in- 
struments devised.  His  skillful  handling  of  those 
given  to  him  by  other  hands  make  him  an  out- 
standing specialist  among  doctors  and  specialists. 

Our  city,  our  hospitals  will  know  a void  in  the 
passing  of  this  specialist,  who  while  deeply  re- 
ligious, knew  no  creed,  race  or  color  in  the  admin- 
istration of  his  work  and  his  daily  life. 

Be  it  further  resolved  that  a copy  of  these  reso- 
lutions be  sent  to  the  family  of  Dr.  A.  L.  Levin 


326 


Louisiana  State  Medical  Society  News 


as  a symbol  of  our  appreciation  of  sorrow  at  his 
death  and  as  an  expression  of  profound  sympathy. 

Further  that  a copy  be  sent  to  the  Orleans  Parish 
Medical  Society,  Louisiana  State  Medical  Society, 
The  Southern  Medical  Association,  National  Gas- 
troenterological Association,  American  Society  of 
Tropical  Medicine,  American  Medical  Association, 
and  the  Louisiana  State  University  Medical  Center. 

(Signed)  : Louis  Levy,  M.  D. 

Chairman. 


WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 


READ  THE  BULLETIN 

The  Woman’s  auxiliary  to  the  American  Medi- 
cal Association  is  making  a special  effort  at  this 
time  to  awaken  wide-spread  interest  in  its  activ- 
ities, by  increasing  the  number  of  readers  of  the 
Bulletin, 

This  little  booklet  is  a successor  to  the  News 
Letter r which  for  many  years  has  kept  the  officers 
and  board  members  acquainted  with  the  progress 
of  the  auxiliary  of  all  the  states.  It  is  published 
quarterly  and  contains  reports  of  conventions, 
places  of  work,  inspirational  messages  from  lead- 
ers and  news  of  the  hour  in  the  medical  world.  It 
is  a great  help  in  promoting  interest  in  local  auxili- 
aries, especially  where  the  program  is  new. 

The  fall  issue  contains  the  inaugural  address  of 
Mrs.  V.  E.  Holcombe,  the  National  Auxiliary  presi- 
dent; also  a message  to  women  from  Dr.  Van  Etten, 
president  of  the  American  Medical  Association. 
Many  other  interesting  items  are  to  be  found  within 
its  forty  pages.  It  is  hoped  to  have  6,000  women, 
one-fourth  of  the  membership,  reading  the  Bulletin 
before  the  year  is  over.  In  this  way  the  members 
may  keep  abreast  of  the  trends  in  the  medical 
world  and  be  better  able  to  function  as  members 


and  leaders  of  the  auxiliaries,  local,  state  a»d  na- 
tional. 

The  cooperation  of  the  Advisory  Councils  and 
the  good  will  of  all  members  of  medical  associa- 
tions is  earnestly  requested. 

Mrs.  Jules  Myron  Davidson, 
Circulation  Chairman. 


NEWS  OF  LOCAL  GROUPS 
CADDO  PARISH 

The  Woman’s  Auxiliary  to  the  Shreveport  Med- 
ical Society  held  its  first  meeting  of  the  season 
Wednesday  afternoon,  October  9,  at  the  Woman’s 
Depai-tment  Club. 

After  a short  business  session,  presided  over  by 
the  president,  Mrs.  C.  B.  Erickson,  Mrs.  Harold 
Quinn  talked  on  “Current  Events.”  This  was  fol- 
lowed by  a lovely  musical  program  rendered  by 
Mrs.  L.  L.  Davidge  and  Miss  Dorothy  Erickson. 

From  an  artificially  appointed  table,  centered 
with  a silver  ship  with  sail  of  yellow  marigolds  on 
a blue  sea  of  cellophane,  coffee  and  tea  were 
served. 

On  September  26  and  27,  the  Shreveport  auxil- 
iary was  hostess  to  the  Tri-state  Medical  Society 
which  was  held  at  the  Washington- Youree  Hotel. 
Wives  of  visiting  physicians  were  entertained  at  a 
luncheon. 

Mrs.  W.  M.  Hall, 
Publicity  Chairman. 


ST.  MARY  PARISH 

The  Woman’s  Auxiliary  to  the  St.  Mary  Medical 
Society  held  its  bi-annual  meeting  on  October  12 
at  Mrs.  F.  H.  Metz’s  home. 

Mrs.  T.  E.  Dreher  presided  over  the  meeting  and 
introduced  the  guest  speaker,  Mrs.  R.  Carl  Young, 
president  of  the  state  auxiliary,  who  gave  a most 
interesting  address  on  the  aims  and  projects  of 
the  auxiliary.  Mrs.  A.  C.  Kappel  read  an  article 
entitled  “A  Hundred  Years  of  Medicine.” 

The  auxiliary  adopted  the  following  projects, 
namely,  distribution  of  Hygeia  in  the  schools  and 
the  donation  of  two  layettes  through  the  Health 
Center. 

Two  new  members,  Mrs.  L.  J.  Supple  and  Mrs. 

D.  J.  Daspit,  were  introduced. 

The  officers  and  chairman  of  standing  commit- 
tees were  presented  as  follows:  president,  Mrs.  T. 

E.  Dreher;  vice-president,  Mrs.  C.  M.  Horton;  sec- 
retary-treasurer, Mrs.  F.  H.  Metz;  press  and  pub- 
licity chairman,  Mrs.  D.  J.  Daspit. 

Mrs.  D.  J.  Daspit, 
Publicity  Chairman. 
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SECOND  DISTRICT 

The  Second  District  Medical  Auxiliary  met  at 
the  home  of  the  president,  Mrs.  J.  Earle  Clayton,  of 
Norco,  on  Tuesday,  October  15. 

The  business  meeting  was  followed  by  a de- 
lightful buffet  luncheon. 

Mrs.  Steve  Campbell,  Hygeia  chairman,  requests 


that  doctors  of  the  second  district  send  their  sub- 
scriptions direct  to  her. 

Mrs.  P.  A.  Donaldson, 
Publicity  Chairman. 


Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 
Press  and  Publicity  Chairman. 


BOOK  REVIEWS 


Handbook  of  Skin  Diseases : By  Leon  H.  Warren, 

B.  A.,  M.  D.,  M.  Sc.  (Med.).  New  York,  Paul  B. 

Hoeber,  1939.  Pp.  321.  Price  $3.50. 

This  is  a synopsis  of  252  skin  diseases  arranged 
in  alphabetical  order,  with  synonyms  and  eponyms, 
and  cross-indexed  for  ready  reference.  The  dis- 
eases are  described  in  a pithy,  concise  manner, 
which  aids  in  diagnosis;  principles  of  therapy  are 
given  in  a way  that  makes  this  little  manual  a 
most  useful  one. 

Barrett  Kennedy,  M.  D. 


The  Electrocardiogram  in  Congenital  Cardiac  Dis- 
ease: By  Maurice  A.  Schnitker,  B.  Sc.,  M.  D. 

Cambridge,  Mass.,  Harvard  University  Press, 

1940.  Pp.  147.  Price  $3.00. 

This  book  of  130  pages,  divided  into  six  chapters, 
is  based  on  the  study  of  all  available  instances  of 
congenital  heart  disease  recorded  in  the  literature 
since  1915  in  which  an  electrocardiogram  was  il- 
lustrated and  autopsy  findings  were  available,  in- 
cluding 37  cases  from  the  Boston  Hospitals.  The 
total  series  numbered  109  cases:  106  with  autopsy 
reports  and  one  proved  by  surgical  operation. 

The  cases  have  been  divided  into  three  groups: 
those  without  cyanosis,  those  with  late  cyanosis, 
and  those  with  persistent  cyanosis.  There  is  a 
short  history  of  each  case,  physical  and  x-ray  find- 
ings and  reproductions  of  the  electrocardiograms 
interpreted  by  the  author.  There  are  many  valu- 
able points  on  physical  signs  and  differential 
diagnosis. 

With  only  a very  few  exceptions  can  one  tell  a 
congenital  heart  disease  from  an  acquired  condi- 
tion by  looking  at  the  electrocardiogram.  Dextro- 
cardia with  reversed  chambers  is  about  the  only 
one. 

In  this  book  the  author  points  out  that  several 
types  of  curves  would  point  to  congenital  heart 
disease.  Marked  right  axis  deviation  suggests  pul- 
monary stenosis.  The  axis  deviation  seems  to  be 
less  marked  if  there  is  associated  interventricular 
defect,  as  this  lessens  the  strain  on  the  right  ven- 
tricle. This  bears  out  the  general  law  of  the  elec- 
trocardiogram that  the  appearance  of  the  curves 
will  depend  upon  the  chamber  of  the  heart  under 
the  greatest  strain.  There  are  many  possible  com- 
binations in  congenital  heart  disease.  It  was  found 


that  the  presence  of  tall  pointed  P waves  or 
auricular  fibrillation  in  a case  of  congenital  heart 
disease  would  point  to  interauricular  septal  defect. 
Seven  of  the  eight  cases  of  congenital  heart  block 
studied  by  the  author  had  interventricular  septal 
defect.  In  interventricular  defects,  in  addition  to 
conduction  defects,  curves  showing  large  diphasic 
QRS  complexes  are  common.  QRS  complexes  of 
low  amplitude  with  coronary  types  of  T waves  in 
a child  or  a young  adult  would  make  one  suspect 
some  anomaly  of  coronary  arteries. 

It  is  interesting  to  note  that  26  per  cent  of 
cases  reported  here  showed  evidences  of  rheumatic 
valvular  disease.  Hypertension  is  not  common  in 
congenital  heart  disease  except  in  coarctation  of 
the  aorta.  Ten  cases  of  this  series  had  pain  which 
was  thought  to  be  angina  pectoris.  The  reviewer 
has  seen  one  case  of  a five  year  old  child  with 
congenital  heart  disease  in  which  cardiac  pain  was 
strongly  suggested. 

The  reviewer  has  no  hesitation  in  recommending 
this  book  to  any  one  interested  in  this  subject. 

J.  M.  Bamber,  M.  D. 


A Method  of  Anatomy;  Descriptive  and  Deductive: 

By  J.  C.  Boileau  Grant,  M.  C.,  M.  B.,  Ch.  B. 

Baltimore,  The  Williams  and  Wilkins  Company, 

1940.  Pp.  xxii  + 794;  figs.  651.  Price  $6.00. 

Commenting  in  this  Journal  on  the  first  edition 
of  Grant’s  book  (1937),  the  present  reviewer  char- 
acterized it  as  follows:  “An  innovation  in  the 

field  of  anatomical  text-books.  Less  than  a third 
of  the  bulk  of  the  familiar  texts  of  gross  anatomy, 
with  original  simplified  illustrations  and  above  all 
differing  in  the  method  of  presenting  subject  mat- 
ter, ‘A  Method  of  Anatomy’  challenges  the  tradi- 
tionally plethoric  teaching  of  anatomical  rote  . . . 
Emphasis  is  given  to  developmental,  physiological 
and  practical  considerations,  and  the  x’eader  is  con- 
stantly reminded  of  significant  deductions  to  be 
drawn  from  observed  structure.”  This  second  edi- 
tion, like  the  first,  was  planned  by  the  author  to 
provide  “a  working  instrument  designed  to  make 
anatomy  rational,  interesting  and  of  direct  appli- 
cation to  the  problems  of  medicine  and  surgery.” 
It  can  fulfill  that  aim  even  better,  with  improve- 
ments in  text  matter  and  illustrations  suggested 
by  an  experience  of  three  years. 

Harold  Cummins,  Ph.  D. 
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A Handbook  for  Dissectors:  By  J.  C.  Boileau 

Grant  and  H.  A.  Cates.  Baltimore,  The  Williams 
and  Wilkins  Company,  1940.  Pp.  xi  + 239;  figs. 
9.  Price  $2.50. 

This  little  volume  is  a guide  to  procedure  in 
dissection.  It  is  designed  for  users  of  the  senior 
author’s  “A  Method  of  Anatomy,”  to  which  the 
dissector  is  referred  repeatedly  by  page  references 
to  text  descriptions  and  illustrations.  Directions 
for  dissection  are  orderly  and  clearly  stated.  Effort 
is  made  to  distinguish  structures  of  greater  and 
lesser  importance  by  the  use  of  different  type 
faces,  bold-face  and  italics  respectively.  The  nine 
figures  illustrate  prescribed  incision  lines  of  dif- 
ferent regions. 

Harold  Cummins,  Ph.  D. 


Combined  Textbook  of  Obstetrics  and  Gynecology : 
Rev.  and  rewritten  by  J.  M.  Munro  Kerr,  LL.  D., 
M.  D.,  F.  R.  F.  P.  and  S.  (Glas.),  F.  R.  C.  O.  G., 
and  others.  Baltimore,  Williams  and  Wilkins 
Co.,  1939.  Pp.  1192.  Price  $12.00. 


This  joint  text  of  obstetrics  and  gynecology  by 
nine  English  authors,  now  in  its  third  edition,  has 
been  brought  up  to  date  in  the  latest  developments 
in  obstetrics  and  gynecology,  particularly  in  the 
endocrine  field.  All  of  the  recent  investigation  in 
this  field  has  been  briefly  portrayed. 

While  the  combination  of  these  two  subjects  is 
desirable,  in  this  instance  the  gynecologic  half  of 
the  book  is  too  briefly  handled  in  comparison  to 
the  amount  of  space  given  to  obstetrics.  Whereas 
obstetric  procedures  are  described  somewhat  in 
detail,  gynecologic  surgery  is  very  briefly  men- 
tioned. 

There  is  some  duplication  of  information  in  the 
book,  which  the  combination  obviously  had  hoped  to 
avoid,  e.  g.,  anatomy  is  considered  under  two  heads 
and  in  certain  sections  endocrinology  is  considered 
under  different  headings.  The  endocrinologic  sec- 
tion is  not  given  as  important  a role  as  is  found  in 
American  texts. 

In  such  a combination  of  gynecology  and  obstet- 
rics both  fields  must  necessarily  be  presented  in 
a more  brief  manner  than  in  textbooks  devoted  to 
the  single  subjects.  For  this  reason  this  text  is  of 
value  to  the  student  but  cannot  be  recommended  as 
a valuable  volume  for  advanced  study  in  either 
field. 


John  C.  Weed,  M.  D. 


The  March  of  Medicine:  Edited  by  a Committee  on 
Lay  Lectures  to  the  Society  of  the  New  York 
Academy  of  Medicine.  New  York,  Columbia 
Univ.  Press,  1940.  Pp.  168.  Price  $2.00. 

The  New  York  Academy  of  Medicine  has  for 
years  sponsored  a successful  series  of  lay  lectures 
on  various  phases  of  the  history  of  medicine.  This 
volume  reprints  those  given  in  the  session  1938-39. 
It  contains,  in  all,  six  lectures,  three  of  which  this 
reviewer  found  to  be  particularly  interesting, 


namely:  “Health  in  Elizabethan  England”;  “The 
Story  of  Insanity”;  and  “Not  So  Long  Ago.” 

This  volume  is  interesting  and  should  appeal  to 
physicians  as  enjoyable  “beside  reading.”  It  should 
also  hold  the  attention  of  any  who  have  broad  in- 
terests in  the  history  of  medicine. 

B.  Bernard  Weinstein,  M.  D. 

The  Surgery  of  the  Alimentary  Tract:  By  Sir 
Hugh  Devine.  Baltimore,  Williams  and  Wilkins 
Co.,  1940.  Pp.  1046.  Price  $15.00. 

Any  publication  by  Sir  Hugh  Devine,  who  has 
contributed  so  much  to  present  day  surgery 
through  his  advocacy  and  popularization  of  dys- 
functioning  the  large  bowel  as  a preliminary  to 
operation  on  the  large  intestine,  quite  naturally  at- 
tracts attention  and  deserves  consideration.  This 
1022  page  volume  is  a highly  personalized  book  in 
which  the  author  presents  records  and  conclusions 
from  his  vast  clinical  experience.  It  is  by  no  means 
a complete  presentation  of  the  most  modern  devel- 
opments and  procedures  but  is  rather  the  author’s 
surgical  autobiography.  In  some  sections  the  ma- 
terial is  awkwardly  arranged,  and  although  pur- 
porting to  be  a book  designed  for  postgraduates, 
there  is  included  such  elementary  matter  as  knot- 
tying  illustrations.  There  is  a notable  paucity  of 
references  to  the  American  surgical  literature  in 
which  there  are  adequate  discussions  of  many  of 
the  developments  in  surgery  which  are  lacking  in 
this  book. 

Ambrose  Storck,  M.  D. 


Minor  Surgery:  By  Frederick  Christopher,  S.  B., 

M.  D.,  F.  A.  C.  S.  Philadelphia,  W.  B.  Saunders 

Co.,  1940.  Pp.  990.  Price  $10.00. 

This  volume  of  approximately  1,000  pages,  with 
639  illustrations,  covers  adequately  what  might  be 
classed  in  the  category  of  minor  surgery.  It  is  for 
that  subject  almost  an  exhaustive  summary  and  of 
necessity  teaches  many  things  which  certainly, 
without  exaggerating  the  seriousness  of  the  condi- 
tion or  even  the  technical  difficulties,  may  be 
classed  under  major  surgery.  The  author  ade- 
quately covers  the  treatment  of  wounds  and  quotes 
extensively,  and  fortunately  verbatim  in  many 
instances,  from  authors  whom  he  considers  repre- 
sentative authorities  on  the  treatment  of  wounds 
or  other  subjects. 

Traumatic  surgery  is  discussed  fully  in  the 
treatment  of  wounds  and  fractures.  The  section 
on  fractures  is  very  good  and  the  illustrations  show 
most  modern  methods  even  in  the  care  of  fractures 
of  the  spine  and  most  of  the  fractures  of  the 
extremity.  Open  reductions  for  fractures  of  the 
hip  are  not  included. 

The  reviewer  notices  with  pleasure  the  very  suc- 
cessful effort  to  keep  the  book  modern.  For  ex- 
ample, the  author  has  included  the  latest  data  on 
the  subject  of  vascular  diseases  of  the  lower  ex- 
tremity. A chapter  is  devoted  to  instructions  for 
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the  surgical  intern  with  suggestions  as  to  how  to 
manage  certain  conditions  and  what  he  should  do 
when  confronted  with  the  necessity  of  making  de- 
cisions in  the  hospital. 

One  might  criticize  lightly  the  chapter  on  trans- 
fusions. It  is  not  on  a parity  with  other  chapters. 
The  illustx*ations  showing  obsolete  methods  had 
better  be  devoted  to  illustrations  of  the  direct  and 
indirect  methods  which  are  in  common  use  in  most 
hospitals  today.  It  is  true  that  such  methods  as 
the  va coliter  flask  are  illustrated  with  acknowl- 
edgment given  to  the  proper  medical  author;  never- 
theless, similar  apparatus  has  been  perfected  by 
certain  commercial  houses  and  is  in  general  use, 
so  much  so,  that  an  intern  in  most  cities  would 
probably  encounter  a Baxter  transfusion  set  more 
readily  than  a similar  flask  made  by  the  hospital 
itself.  The  direct  methods  of  transfusion  illus- 
trated, namely  the  Scannel  and  the  direct  paraffin 
lined  tube  with  a pressure  bulb,  when  compared 
to  some  of  the  more  modern  transfusion  sets  for 
direct  transfusion  are  of  historical  interest  and 
even  then  of  only  minor  historical  interest  as  far 
as  transfusions  are  concerned. 

The  student  and  practitioner  will  gain  reliable 
worthwhile  information  from  this  book.  It  will  be 
of  value  in  the  management  of  the  majority  of 
cases  of  a surgical  nature  which  the  general  prac- 
titioner might  wish  to  handle. 

Howard  Mahorner,  M.  D. 


Graduate  Medical  Education:  Report  of  the  Com- 
mission on  Graduate  Medical  Education.  Chi- 
cago, University  of  Chicago  Press,  1940.  Pp.  304. 
Gratis. 

This  volume  is  a report  of  the  Commission  on 
Graduate  Medical  Education  which  was  organized 
on  December  4,  1937.  It  undei’takes  to  “formulate 
the  educational  problems  and  principles  involved 
in  the  continuation  of  medical  training  for  a period 
of  years  after  graduation  and  the  adequate  train- 
ing of  specialists,  and  to  make  recommendation  for 
methods  whereby  those  in  practice,  general  and 
limited,  may  keep  abreast  of  new  developments  in 
diagnosis,  treatment  and  prevention.” 

The  internship,  the  residency,  specialism,  the 
specialty  boards,  postgraduate  education  (intra- 
and  extramural)  and  other  pertinent  subjects  are 
thoroughly  covered.  The  book  is  replete  with 
valuable  suggestions  and  food  for  thought,  and  is 
delightfully  “readable.”  While  some  important 
efforts  in  these  fields  are  not  even  mentioned,  on 
the  whole  the  subject  is  very  well  covered. 

Everyone  interested  in  “continuation  study”  for 
physicians,  in  any  of  its  many  forms,  should  study 
this  report.  Logically,  this  would  include  every 
physician  in  this  country,  but  should  by  all  means 
include  all  teachers  of  medicine,  whether  under- 
graduate, graduate,  or  postgraduate. 

H.  W.  Kostmayer,  M.  D. 


Psychiatric  Clinics  far  Children,  with  Special  Ref- 
erence to  State  Programs'.  By  Helen  Leland 
Witmer,  Ph.  D.  New  York,  Commonwealth  Fund, 
1940.  Pp.  437.  Price  $2.50. 

The  author  of  this  excellent,  complete,  authori- 
tative sourcebook  is  a distinguished  scholar  and  an 
educator.  She  has  utilized  a vast  amount  of  valu- 
able material  and  has  expended  much  well  directed 
effort  in  analyzing  it  and  estimating  its  intrinsic 
worth  and  practical  applicability. 

To  provide  necessary  information  for  those  desir- 
ing to  make  child  guidance  clinic  service  available 
throughout  the  country,  The  National  Committee 
for  Mental  Hygiene  arranged  for  a study  and  an 
appraisal  of  programs  offering  such  service  on  a 
state-wide  basis.  A review  of  the  philosophy,  ob- 
jectives, practices  and  achievements  of  clinical  child 
psychiatry  was  required.  The  results  are  presented 
by  Dr.  Witmer  in  this  volume. 

The  subject  matter  of  “Psychiatric  Clinics  for 
Children”  is  offered  in  three  parts.  Part  I describes 
the  theoretical  and  historical  background  of  clinical 
child  psychiatry  in  the  United  States  and  the  cul- 
tural setting  in  which  it  operates.  Part  II  is  con- 
cerned with  a survey  of  state-financed  clinics.  It 
tells  how  they  are  conducted  and  describes  and 
evaluates  typical  policies.  Part  III  discusses  prin- 
ciples for  future  programs.  It  suggests  that  many 
of  the  difficulties  of  such  clinics  are  traceable  to 
lack  of  well-defined  objectives  and  examines  the 
alternative  possibilities  in  the  light  of  modern 
psychiatric  theory  and  practice. 

This  treatise  is  a notable  contribution  in  the  field 
of  clinical  psychiatry.  It  has  great  merit  and  pi’e- 
sents  all  angles  of  the  stiuation  clearly  and  con- 
cisely. It  deserves  the  attention,  interest  and  ap- 
proval of  those  who  plan  and  organize  clinics  for 
children  and  who  would  understand  the  general 
theory  and  problems  of  child  guidance. 

The  book  ends  with  a list  of  basic  requirements 
which,  experience  has  proved,  must  be  met  if  a pro- 
gram of  clinical  psychiatry  is  to  be  successful  and 
with  the  statement  that  “mental  hygiene  to  be  most 
effective  must  be  inflected  in  a way  of  life  in  the 
community  as  a whole.” 

C.  P.  May,  M.  D. 


Differential  Diagnosis  in  Internal  Medicine:  By 

Otto  Naegeli.  Chicago,  S.  B.  Debour,  1940.  Pp. 

726.  Price  $10.00. 

This  posthumous  work  by  a famous  physician 
should  be  of  interest  to  all  internists.  The  language 
and  phraseology  of  the  translation  tends  to  make 
the  book  a little  difficult  reading  in  places.  One  is 
also  struck  by  the  lack  of  references  to  American 
and  English  authors.  The  most  fascinating  thing 
about  the  book  is  the  personal  element.  It  is  an 
expression  of  the  author’s  own  wide  knowledge  and 
experience.  Throughout  the  work  the  author  in- 
serts short  case  histories  illustrating  certain  points 
in  differential  diagnosis.  His  method  of  arriving 
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at  a diagnosis  is  not  by  a process  of  simple  elimina- 
tion but  rather  by  dividing  diseases  into  groups; 
for  example  inflammations,  intoxications,  malig- 
nant tumors,  systemic  hyperplasias  of  the  lym- 
phatic or  myeloid  apparatus.  After  the  offending 
group  has  been  determined  upon,  then  the  differ- 
entiation is  made  between  the  different  members  or 
diseases  found  in  the  group.  How  extensive  Profes- 
sor Naegeli’s  experience  has  been  is  demonstrated 
by  the  fact  that  the  book  takes  up  some  700  odd 
pages.  The  reviewer  recommends  it  to  all  physi- 
cians interested  in  differential  diagnosis. 

Randolph  Lyons,  M.  D. 

Clinical  Heart  Disease:  By  Samuel  A.  Levine,  M. 

D.,  F.  A.  C.  P.  Philadelphia,  W.  B.  Saunders 

Company,  1940.  Pp.  495.  Price  $6.00. 

The  second  edition  of  this  popular  book  contains 
all  of  the  material  present  in  the  first  (1936)  and 
has  been  enlarged  by  the  addition  of  one  chapter, 
64  pages  of  text,  12  figures,  and  by  amplification 
of  the  index. 

The  new  material  covers  briefly  but  adequately 
the  recent  advances  in  cardiology.  It  includes,  as 
well,  a chapter  on  the  medico-legal  aspects  of  heart 
disease,  a sub-chapter  on  the  nature  of  circulatory 
failure,  another  sub-chapter  on  the  rarer  forms  of 
heart  disease,  such  as  beri-beri  heart,  cor  pul- 
monale, and  others,  several  pages  on  the  action  of 
digitalis,  and  a description  of  the  new  approved 
technic  and  nomenclature  for  the  precordial  lead. 

Those  familiar  with  the  recommendations  con- 
tained in  the  first  edition  will  be  interested  to  learn 
that  the  author  now  rarely  advises  thyroidectomy 
for  angina  pectoris  and  that  he  only  occasionally 
prescribes  quinidine  following  acute  myocardial  in- 
farction. Injections  of  mercury  ai-e  still  advocated 
in  the  treatment  of  syphilitic  heart  disease,  and  no 
mention  is  made  of  bismuth. 

There  are  several  improvements  of  a general 
nature  noted  in  the  new  edition.  The  text  actually 
begins  on  page  1,  rather  than  on  page  17,  as  in  the 
first  edition.  The  first  person  pronoun,  “I”  ap- 
pears less  frequently.  Phraseology,  and  sentence 
and  paragraph  construction  are  better,  although 
grammarians  may  still  find  fault  with  the  use  of 
nouns  in  place  of  adjectives  (as  in  “mercury 
diuretics”)  and  with  the  use  of  “finally”  to  intro- 
duce several  different  paragraphs  in  the  same 
chapter. 

It  is  gratifying  to  find  that  wherever  the  first 
edition  reserved  judgment  until  further  experience 
had  accumulated,  the  second  edition  nearly  always 
contains  a progress  note  bringing  the  matter  up 
to  date.  However,  in  spite  of  a four  year  interval 
between  editions,  the  words,  “recent”  and  “recent- 
ly,” in  many  statements  have  been  carried  over  into 
the  second  edition  unchanged.  This  fault  is  always 
annoying  to  the  reader  and  may  be  carried  to  such 
ridiculous  extremes  as  in  one  standard  text,  the 
1931  edition  of  which  contains  the  expression 


“recently”  with  a footnote  dating  the  reference 
1903. 

Although  a new  edition  of  this  work  is  welcome, 
the  old  edition  is  by  no  means  rendered  obsolete,  for 
the  very  best  chapters  remain  essentially  unaltered. 
In  no  other  book  on  heart  disease  can  one  find  so 
clearly  portrayed  such  subjects  as  the  significance 
of  the  systolic  murmur,  prognosis  in  heart  disease, 
the  patient  with  heart  disease  as  a surgical  or 
obstetrical  risk,  paroxysmal  rapid  heart  action,  and 
the  correlation  of  clinical  and  electrocardiographic 
findings. 

This  book  is  highly  recommended  to  all  who  wish 
to  improve  their  knowledge  of  clinical  heart 
disease. 

Edward  Matthews,  M.  D. 


Congenital  Cleft  Lip,  Cleft  Palate  and  Associated 
Nasal  Deformities : By  Harold  Stearns  Vaughan, 
M.  D.,  D.  D.  S.,  F.  A.  C.  S.  Philadelphia,  Lea 
and  Febiger,  1940.  Pp.  210.  Price  $4.00. 

This  compact  volume  is  a valuable  contribution 
because  it  includes  the  basic  fundamentals  involved 
in  the  proper  treatment  of  two  distressing  congeni- 
tal defects:  cleft  lip  and  cleft  palate.  This  edition 
includes  and  brings  up  to  date  the  worth-while  de- 
velopments in  treatment  and  the  refinements  of 
operative  technic  which  are  of  proved  value.  The 
author  does  not  go  into  too  much  detail  in  specific 
procedures  for  the  book  appai’ently  is  designed  to 
be  of  practical  reference  value  to  the  general  sur- 
geon and  the  pediatricians. 

Neal  Owens,  M.  D. 


Obesity  and  Leanness:  By  Hugo  R.  Rony,  M.  D. 

Philadelphia,  Lea  & Febiger,  1940.  Pp.  300.  Price 

$3.75. 

This  is  an  excellent  and  comprehensive  review 
of  this  subject.  The  author  expounds  his  feeling 
that  the  subject  is  not  one  of  calories  and  metabol- 
ism alone,  but  a much  more  complicated  affair. 

The  book  is  divided  into  three  sections,  namely, 
a synopsis  of  the  physiology  of  fats  and  fat  tissue, 
the  pathogenesis  of  obesity  and  leanness,  and  the 
clinical  aspects  of  obesity  and  leanness. 

To  anyone  interested  in  medicine,  this  is  a clear 
presentation  of  the  pathology  and  clinical  aspects 
of  the  subject.  It  is  a pleasure  to  read  a book  on 
obesity  and  leanness  without  having  to  wade 
through  long  lists  of  diets;  the  reader  feels  that 
every  angle  has  been  elucidated. 

Suzanne  Schaefer,  M.  D, 
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THU  SIGNIFICANCE  AND  SURGICAL 

MANAGEMENT  OF  ULCERATING 
LESIONS  OF  THE  STOMACH* 

HOWARD  K.  GRAY,  M.  D.f 

Rochester,  Minn. 

The  seriousness  of  cancer  of  the  stomach 
cannot  be  overstated,  since  in  the  light  of 
present  knowledge  it  causes  more  deaths 
than  cancer  in  any  other  single  organ  in 
the  body.  As  Dr.  Ochsner  has  shown,  how- 
ever, primary  cancer  of  the  lung  is  being 
recognized  with  greater  frequency  than 
ever  before,  and  on  the  basis  of  the  in- 
formation that  has  been  obtained  from 
those  who  are  particularly  interested  in  this 
field,  it  is  possible  that  primary  cancer  of 
the  lung  occurs  as  often,  if  not  more  fre- 
quently, than  cancer  of  the  stomach.  It  is 
also  recognized  that  early  removal  of  the 
malignant  lesion  is  the  only  known  method 
of  cure.  Unfortunately,  in  the  majority  of 
patients  encountered  by  the  surgeon,  the 
disease  is  advanced  too  far  to  permit  com- 
plete removal  of  the  involved  tissue  and  it 
is  because  of  this  fact  that  I wish  to  em- 
phasize five  points  which  may  be  of  some 
benefit  in  the  recognition  of  the  lesion  at 
a stage  at  which  operative  removal  may  be 
possible  in  a higher  percentage  of  instances. 

IMPORTANCE  OF  EARLY  DIAGNOSIS 

The  importance  of  early  diagnosis  has 
been  emphasized  repeatedly.  It  is  interest- 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

fFrom  the  Division  of  Surgery,  The  Mayo  Clinic, 
Rochester,  Minnesota. 


ing,  in  reviewing  the  literature  on  cancer 
of  the  stomach  published  in  the  last  thirty 
years,  to  note  the  many  tests  that  have  been 
advocated  for  the  diagnosis  of  cancer  of  the 
stomach,  many  of  which  have  been  ex- 
tremely ingenious  in  nature.  A listing  of 
the  more  important  ones  of  these  may  be 
seen  in  table  1.  With  the  advent  of  roent- 
genography and  gastroscopy,  most  of  the 

TABLE  1 

AIDS  IN  DIAGNOSING  CANCER  OF  THE  STOMACH, 
1910  TO  1940 

1.  Interpretation  of  clinical  symptoms  and  findings. 

2.  Digestive  leukocytosis. 

3.  Specific  proteolytic  enzymes. 

4.  Lactobacillus  of  Boas-Oppler  (Boas-Oppler  bacillus) . 

5.  Wolff-Junghans  test. 

6.  Presence  of  lactic  acid  in  gastric  contents. 

7.  Einhorn’s  thread  tests. 

8.  Anemia. 

9.  Concentration  of  hydrochloric  acid  in  gastric  con- 
tents. 

10.  Occult  blood  in  stools. 

11.  Roentgenography. 

12.  Gastroscopy. 

13.  Intragastric  photography. 

14.  Miscellaneous  : , 

a.  Increase  in  serum  nitrogen. 

b.  Sugar  tolerance  tests. 

c.  Urinary  excretion  of  salt. 

d.  Reflex  esophageal  spasm. 

other  methods  of  diagnosis  of  this  partic- 
ular disease  have  been  abandoned  with  the 
exception,  of  course,  of  the  interpretation 
of  clinical  symptoms  and  observations. 
Taking  these  various  factors  into  consider- 
ation, it  may  be  interesting  to  note  the  gen- 
eral trend  that  has  occurred  at  The  Mayo 
Clinic  referable  to  the  percentage  of  pa- 
tients suffering  from  malignant  neoplasms 
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Fig.  1.  Percentage  of  all  patients  who  had  malignant 
neoplasms  of  the  stomach  who  were  operated  on,  and  per- 
centage of  all  patients  who  underwent  partial  resection. 
Percentage  of  patients  operated  on  who  underwent  partial 
resection,  fifteen-year  period,  1924  through  1937. 
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of  the  stomach  who  are  operated  on,  and 
the  percentage  of  these  patients  who  were 
operated  on  who  underwent  partial  resec- 
tion of  the  stomach.  As  will  be  seen  in 
figure  1,  there  has  been  a gradual  increase 
during  a period  of  fifteen  years  in  the  inci- 
dence of  patients  suffering  from  cancer  of 
the  stomach  whose  lesions  were  thought  to 
be  within  operable  limits  and  a correspond- 
ing increase  in  the  percentage  of  patients 
who  underwent  partial  resection  of  the 
stomach.  The  increase  in  the  rate  of  resec- 
tability was  accomplished  without  increase 
in  the  mortality  rate,  so  that  during  the 
aforementioned  relatively  short  period,  at 
least  10  per  cent  more  patients  who  had 
cancer  of  the  stomach  were  operated  on  and 
of  these  the  lesions  of  at  least  half  were 
resectable. 

In  spite  of  this  encouraging  increase, 
however,  the  picture  is  a rather  dismal  one, 
for  one  cannot  lose  sight  of  the  fact  that  of 
all  patients  suffering  from  cancer  of  the 
stomach  now  being  encountered,  in  only 
approximately  25  per  cent  is  the  lesion  re- 
sectable. The  percentage  of  five  year  cures 
in  this  group  (that  is,  patients  whose  le- 
sions are  resectable)  has  been  reported 
variously  from  different  clinics,  but  it 
would  seem  that  from  25  to  30  per  cent  of 
the  patients  whose  stomachs  have  been  re- 
sected for  cancer  will  be  alive  at  the  end  of 
five  years.  If  the  fact  is  considered  that 
only  25  per  cent  of  those  patients  who  have 
undergone  resection  will  be  alive  at  the  end 
of  five  years,  and  that  in  only  25  per  cent 


of  all  patients  suffering  from  carcinoma  of 
the  stomach  are  the  lesions  resectable,  ap- 
proximately 6 per  cent  of  all  patients  now 
being  encountered  suffering  from  cancer 
of  the  stomach  will  be  alive  at  the  end  of 
five  years.  On  the  basis  of  these  figures,  it 
is  obvious  that  the  significance  of  the  situa- 
tion cannot  be  overstated. 

The  first  point  I should  like  to  emphasize 
is  the  fact  that  there  is  no  clinical  syndrome 
characteristic  of  cancer  of  the  stomach. 
Unfortunately,  the  tendency  has  been  to 
wait  until  a rather  characteristic  symptom 
complex  has  been  recognized  before  con- 
sidering the  possibility  of  presence  of  a 
malignant  lesion  of  the  stomach.  This  gen- 
eral tendency  on  the  part  of  practicing 
physicians  has  been  contributed  to  by  the 
clinical  picture  of  carcinoma  that  is  being 
taught  widely  to  the  medical  students  at 
present.  Unfortunately,  the  clinical  picture 
is  that  of  advanced  carcinoma  and  if  the 
utmost  for  the  patient  is  to  be  accomplished, 
the  disease  must  be  recognized  long  before 
characteristic  symptoms  develop.  The  con- 
dition of  two  patients  may  be  reported  to 
illustrate  the  fact  that  a malignant  or  ulcer- 
ating lesion  may  be  present  and  that  no 
symptoms  may  be  recognized  by  the  patient. 

CASE  NO.  1 

A minister,  aged  67  years,  registered  at  The 
Mayo  Clinic  on  January  19,  1938,  for  the  primary 
complaint  of  prostatic  hypertrophy.  He  had  ex- 
perienced no  gastrointestinal  symptoms  and  at 
complete  examination,  the  only  observations  of  note 
other  than  symmetrical  enlargement  of  the  pros- 
tate gland  were  marked  hypochromic  anemia  and 
occult  blood  which  was  noted  in  the  patient’s  stools. 
On  roentgenologic  examination  of  the  stomach  for 
determination  of  the  source  of  the  blood  in  the 
stools,  a malignant  sessile  polyp,  approximately  7 
cm.  in  diameter  with  ulceration  and  attachment  to 
the  middle  third  portion  of  the  stomach,  was  noted 
(fig.  2a).  On  January  29,  1938,  partial  gastrec- 
tomy was  done  and  gastrointestinal  continuity  was  j 
reestablished  by  means  of  posterior  Polya  type  of  j 
anastomosis.  Pathologic  examination  of  the  tissue 
removed  revealed  multiple  gastric  polyps,  the  larg- 
est 8 by  4 by  3.5  cm.  In  several  of  these  polyps 
there  was  malignant  change  of  a low  grade  (fig. 
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Fig.  2a.  Roentgenogram  showing  a large  sessile  polyp  in  the  stomach,  with  ulceration  and  attachment  to  the 
middle  third  part  of  the  stomach ; b,  photograph  of  gross  specimen  of  same  lesion  as  shown  in  figure  2a,  removed 
surgically  ; multiple  gastric  polyps  were  present,  the  largest  being  8 by  4 by  3.5  cm. ; several  were  malignant. 


CASE  NO.  2 

A salesman,  aged  54  years,  registered  at  the 
clinic  on  December  16,  1939.  In  1937  he  had  re- 
ceived therapy  for  syphilis  of  the  central  nervous 
system  and  he  had  returned  for  malarial  therapy 
as  advised.  He  had  experienced  no  symptoms  re- 


Fig.  3.  Photograph  of  gross  specimen  removed  surgi- 
cally ; benign  gastric  ulcer  in  syphilitic  patient,  diagnosed 
roentgenologically  as  ulcerating  carcinoma. 


ferable  to  the  stomach,  except  that  occasionally 
he  had  mild  gaseous  dyspepsia.  While  he  was  re- 
ceiving malarial  therapy  (January  2,  1940)  melena 
developed  and  the  patient  vomited  blood  on  several 
occasions.  When  his  condition  had  improved  suf- 
ficiently to  warrant  roentgenologic  examination, 
an  operable  ulcerating  carcinoma  on  the  posterior 
wall  of  the  stomach  at  the  level  of  the  angle  was 
discovered.  Partial  gastrectomy  was  performed 
on  January  16,  1940  and  gastrointestinal  continuity 
was  reestablished  by  means  of  a posterior  Polya 
type  of  anastomosis.  On  pathologic  examination 
this  ulcerating  lesion  fortunately  was  found  to  be 
benign  (fig.  3)  and  the  patient  was  granted  his 
surgical  dismissal  on  February  8,  1940. 

DISCUSSION 

The  immediately  foregoing  case  is  in- 
cluded to  emphasize  not  only  the  fact  that 
an  ulcerating  lesion  was  present  in  the 
stomach  without  causing  any  symptoms,  but 
also  to  illustrate  the  fact  that  it  is  impos- 
sible to  ascertain,  in  many  instances,  from 
a roentgenologic  standpoint  whether  an 
ulcerating  lesion  of  the  stomach  is  benign 
or  malignant.  In  evaluating  the  condition 
of  this  patient,  also,  the  possibility  of  a 
syphilitic  gastric  lesion  had  to  be  consid- 
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ered,  but  because  of  the  presence  of  a lesion 
in  the  stomach  in  spite  of  prolonged  anti- 
syphilitic treatment,  the  possibility  of  a 
syphilitic  lesion  was  minimal. 

PERSISTENCE  OP  SYMPTOMS 

I am  impressed  by  the  frequency  with 
which  persistence  of  symptoms,  referable 
to  the  stomach  over  a long  period  as  origin- 
ating from  a malignant  lesion  of  the  stom- 
ach, is  disregarded.  In  a review  of  the 
clinical  histories  of  a large  number  of  pa- 
tients who  had  cancer  of  the  stomach,  I1 
have  been  impressed  by  the  high  incidence 
of  patients  who  had  experienced  symptoms 
referable  to  the  stomach  for  a long  time,  in 
many  instances  for  a period  of  many  years. 
Approximately  35  per  cent  of  patients  in 
this  group  had  experienced  symptoms  for  a 
period  of  more  than  one  year,  and  10  per 
cent  of  patients  had  experienced  symptoms 
for  more  than  five  years.  Two  types  of 
symptom  complex  were  noted ; first,  one  in 
which  symptoms  referable  to  the  stomach 
had  been  present  without  change  for  vary- 
ing lengths  of  time  and,  second,  one  in 
which  similar  symptoms  had  been  present 
for  varying  lengths  of  time,  but  in  which 
the  patients  had  experienced  a change  of 
symptoms  within  relatively  recent  time. 
The  latter  has  been  thought  to  be  of  diag- 
nostic importance  and  undoubtedly  should 
be  considered  with  utmost  seriousness.  In 
about  50  per  cent  of  patients  the  symptoms 
in  almost  every  respect  were  similar  to 
those  experienced  by  patients  who  had 
benign  ulcerating  lesions  of  the  stomach  or 
duodenum.  The  discouraging  observation 
was  the  fact  that  a very  high  percentage  of 
these  patients  had  been  treated  for  an  in- 
definite period  without  adequate  roent- 
genologic or  gastroscopic  examination  to 
determine  the  exact  nature  of  the  lesion, 
and  in  many  instances  it  was  not  until  the 
disease  had  progressed  to  an  advanced  stage 
that  the  undoubted  diagnostic  value  of  such 
an  examination  was  afforded. 

X-RAY  EXAMINATION 

As  has  been  mentioned  previously,  in 
many  instances  it  is  impossible  to  determine 
definitely  the  exact  nature  of  an  ulcerating 
lesion  of  the  stomach  by  means  of  roent- 


genologic examination.  This  point  is  well 
recognized  by  competent  roentgenologists 
and  even  in  expert  hands  it  has  been  found 
that  approximately  6 to  9 per  cent  of  small 
ulcerating  lesions  of  the  stomach  which 
have  been  diagnosed  by  means  of  roentgen 
rays  as  being  benign  will  prove  to  be  malig- 
nant when  the  lesion  has  been  removed  sur- 
gically. Because  of  this  and  also  because  of 
the  fact  that  the  gastroscopist  also  is  often 
unable  to  ascertain  the  exact  nature  of  a 
lesion,  the  malignant  potentiality  of  a gas- 
tric ulcer  must  be  considered  in  every  case 
until  its  benignancy  has  been  proved. 

In  the  experience  of  clinicians  of  The 
Mayo  Clinic,  approximately  75  per  cent  of 
patients  who  have  gastric  ulcers  are  oper- 
ated on  immediately  after  the  diagnosis  of 
gastric  ulcer  has  been  established.  For  the 
remaining  25  per  cent  a rigid  program  of 
medical  treatment  is  outlined  and  the  lesion 
is  checked  repeatedly  by  means  of  roentgen 
rays  at  not  longer  than  fortnightly  inter- 
vals, until  all  evidence  of  the  presence  of  an 
ulcerating  lesion  has  disappeared  from  the 
stomach.  The  fact  that  the  patient  may  im- 
prove clinically  is  not  sufficient  to  deny  the 
presence  of  cancer,  for  the  inflammatory 
reaction  associated  with  a malignant  ulcer 
may  subside  under  medical  management 
while  the  malignant  process  may  progress 
to  the  point  of  inoperability  during  the  time 
the  patient  is  under  medical  management. 
Although  there  are  many  diagnostic  fea- 
tures of  carcinomatous  and  benign  gastric 
ulcers  which  may  be  of  definite  benefit  on 
a percentile  basis,  it  should  be  emphasized 
that  these  features  are  not  at  all  constant 
and  regardless  of  such  considerations  as  the 
patient’s  age,  the  quantity  of  free  hydro- 
chloric acid  in  the  gastric  contents,  the  ir- 
regularity of  the  symptom  complex,  the 
roentgenologic  appearance  of  the  lesion  and 
its  situation,  the  lesion  may  be  malignant. 

It  has  been  the  general  impression  that 
an  ulcerating  lesion  of  the  stomach  which 
has  shown  improvement  on  roentgenologic 
examination  by  competent  roentgenologists 
will  prove  to  be  benign,  and  not  infrequently 
patients  will  be  permitted  to  continue  with 
such  medical  management  for  an  indefinite 
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period  uder  the  false  impression  that  this 
improvement  cannot  be  associated  with  a 
malignant  lesion.  To  emphasize  the  fact 
that  a malignant  lesion  may  show  definite 
improvement,  a report  of  an  illustrative  case 
follows. 

CASE  NO.  3 

A man,  aged  61  years,  registered  for  the  first 
time  at  the  clinic  on  November  1,  1937,  complain- 
ing of  cramping  distress  in  the  upper  portion  of 
the  abdomen  which  occurred  one  to  two  hours  after 
nearly  every  meal.  This  sensation  had  been  pres- 
ent intermittently  for  many  years,  but  during  the 
few  months  prior  to  his  registration,  the  distress 
had  occurred  more  regularly  and  occasionally  had 
awakened  him  at  night.  The  pain  always  stopped 
when  he  ate.  There  had  been  no  complicating  feat- 
ures. Roentgenographic  examination  revealed  a 
gastric  ulcer  about  1 cm.  in  diameter  situated  on 
the  posterior  gastric  wall  opposite  the  angle  of  the 
stomach.  Total  acids  measured  16  units  (Topfer’s 
method)  and  there  was  no  free  hydrochloric  acid 
in  the  first  two  specimens  of  gastric  contents  ob- 
tained after  ingestion  of  fractional  test  meals.  The 
patient  promised  to  return  in  two  weeks  for  a trial 
of  medical  treatment  in  the  hospital  and  instruc- 
tions were  given  him  for  care  in  the  meantime.  It 
was  not  until  four  months  later  that  he  reappeared 
(March  9,  1938)  and  he  stated  at  that  time  that  he 
had  been  feeling  somewhat  stronger.  Occasional 
distress  occurring  between  meals  had  been  con- 
trolled by  his  taking  milk,  and  for  several  weeks 
there  had  been  no  nocturnal  pain.  Roentgeno- 
graphic examination  on  March  9,  1938  revealed  a 
shallow,  posterior  crater  on  the  site  of  the  ulcer  as 
the  ulcer  had  appeared  at  the  last  examination  of 
the  patient.  The  gastric  portion  of  ulceration  ap- 
peared to  be  swollen.  Gastroscopic  examination 
showed  a gastric  ulcer  measuring  approximately  1 
cm.  in  diameter,  situated  on  the  posterior  wall  of 
the  stomach  above  the  angle.  There  was  some  in- 
filtration of  the  gastric  wall  above  the  ulcer,  but 
from  a gastroscopic  standpoint  the  lesion  appeared 
to  be  benign. 

Because  of  his  clinical  and  roentgenographic  im- 
provement, the  patient  was  allowed  to  continue 
medical  management  with  implicit  instructions  to 
return  again  in  three  to  four  weeks  for  reexami- 
nation. Again  he  failed  to  heed  advice  and  he  did 
not  return  until  two  years  later,  on  April  1,  1940. 
His  chief  complaints  at  this  time  were  dyspnea, 
faintness,  and  palpitations  which  were  initiated  by 
exertion.  For  six  months  prior  to  returning  to  the 
clinic  he  had  experienced  occasional  episodes  of 
nausea  and  vomiting  associated  with  some  amount 
of  dull  pain  in  the  left  side  of  the  abdomen.  Roent- 
genographic examination  on  April  1,  1940,  revealed 
an  ulcerating  carcinoma  situated  in  the  middle  third 
portion  of  the  stomach.  Total  acids  measured  28 
units  and  free  hydrochloric  acid  measured  18  units 


(Topfer’s  method).  Operation  was  advised  and 
was  carried  out  on  April  6,  1940,  at  which  time 
partial  gastrectomy  and  partial  duodenectomy  were 
done.  On  the  greater  curvature  of  the  stomach  4 
cm.  above  the  pylorus  was  found  a grade  2 ulcerat- 
ive adenocarcinoma  (8  by  8 by  4 cm.),  with  extens- 
ive involvement  of  the  overlying  serosa  and  extens- 
ive involvement  of  the  regional  lymph  nodes  along 
the  greater  curvature  of  the  stomach.  The  pathol- 
ogists could  find  no  evidence  of  the  previous  exist- 
ence of  a chronic  ulcer  on  the  lesser  curvature  of 
the  stomach.  The  patient  experienced  an  unevent- 
ful convalescence  and  was  granted  his  surgical  dis- 
missal on  April  25,  1940. 

Such  a situation  as  that  just  described  is 
not  an  infrequent  occurrence,  and  in  this 
particular  instance  the  case  is  not  an 
isolated  one.  Undoubtedly  there  are  many 
artefacts  which  may  result  in  a misinterpre- 
tation of  the  appearance  of  an  ulcerating 
deformity  in  the  stomach,  but  it  has  also 
been  shown  that  malignant  tumefaction 
which  has  originated  in  the  edges  of  an 
ulcer  may  progress  to  a point  at  which  the 
crater  of  the  ulcer  has  been  completely  filled 
and  cannot  be  recognized  by  means  of 
roentgen  rays. 

CONCLUSIONS 

May  I emphasize  again  the  important 
point  that  if  any  improvement  is  to  be 
achieved  in  the  rate  of  operability  and  of 
resectability  for  patients  who  have  cancer 
of  the  stomach,  it  must  be  recognized:  (1) 
That  there  is  no  symptom  complex  charac- 
teristic of  cancer  of  the  stomach,  (2)  that 
the  possibility  of  presence  of  a malignant 
lesion  of  the  stomach  must  be  considered  in 
any  patient  who  has  persistence  of  any 
symptoms  referable  to  the  stomach  which 
do  not  respond  immediately  to  ordinary 
measures,  (3)  the  fact  that  a patient  may 
have  had  symptoms  for  a long  period  is  no 
assurance  that  a malignant  lesion  of  the 
stomach  is  not  present,  (4)  that  in  many 
instances  it  is  impossible  to  ascertain  the 
exact  nature  of  a small  ulcerating  lesion  of 
the  stomach  and  that  it  should  be  considered 
malignant  until  its  nature  has  been  defi- 
nitely proved  otherwise  and  (5)  that  in 
spite  of  the  fact  that  a small  ulcerating 
lesion  of  the  stomach  may  improve  under 
the  supervision  of  competent  radiologists, 
the  lesion  still  may  be  malignant. 
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DISCUSSION 

Dr.  J.  D.  Rives  (New  Orleans)  : Dr.  Gray’s 

paper  is  a very  excellent  and  timely  one,  for  the 
subject  of  early  treatment  of  cancer  of  the  stomach 
is  always  timely.  It  is  rather  embarrassing,  how- 
ever, to  discuss  a paper  by  a member  of  The  Mayo 
Clinic  staff.  The  amount  as  well  as  the  quality  of 
their  work  makes  it  impossible  for  us  to  add  very 
much  to  what  they  report.  All  that  I can  do  is  to 
supplement  what  Dr.  Gray  has  said  by  giving 
you  an  idea  of  the  results  obtained  in  the  rest  of 
the  country  as  compared  to  those  at  The  Mayo 
Clinic. 

Reports  from  the  large  general  hospitals  of  the 
country  show  that  the  operability  in  the  United 
States  as  a whole  is  less  than  50  per  cent,  that  is, 
if  we  apply  the  term  “operable”  only  to  those  pa- 
tients in  whom  all  gross  evidence  of  the  disease 
can  be  completely  removed.  In  some  rural  com- 
munities, as  the  reports  of  Foss  show,  this  figure 
is  as  low  as  5 per  cent. 

The  operative  mortality  of  gastric  resection  for 
cancer  of  the  stomach  in  the  large  general  hospitals 
in  the  United  States  is  approximately  50  per  cent. 
This  extremely  high  mortality  is  due  in  part,  of 
course,  to  a lack  of  skill  in  surgical  management, 
but  this  is  by  no  means  the  most  important  factor. 
To  a large  extent,  it  is  due  to  the  fact  that  pa- 
tients with  carcinoma  of  the  stomach  come  to  these 
surgeons,  as  they  do  to  us  in  New  Orleans,  in  such 
terrible  condition  that  they  stand  operation  very 
badly.  If  we  take  100  hypothetical  cases  of  carci- 
noma of  the  stomach  and  analyze  their  life  ex- 
pectancy on  the  basis  of  the  reports  which  I have 
mentioned,  we  find  that  only  two  would  be  alive 
after  five  years.  The  maximum  operability  and 
the  minimum  operative  mortality  can  be  attained 
only  by  early  recognition  and  early  radical  treat- 
ment of  these  patients  while  they  are  still  in  a sat- 
isfactory general  condition.  It  is  possible  to  at- 
tain an  operative  mortality  of  less  than  10  per 
cent,  as  is  demonstrated  by  the  reports  of  the  mor- 
tality of  gastric  resection  for  peptic  ulcer. 

The  importance  of  the  relation  of  carcinoma 
of  the  stomach  to  gastric  ulcer  lies  in  the  fact 
that  the  highest  curability  of  cancer  of  the 
stomach  will  necessarily  be  in  those  cases  in  which 
a diagnosis  of  a benign  lesion  has  been  made.  Dr. 
Gray  has  emphasized  the  fact  that  there  is  no  in- 
fallible method  by  which  the  clinician  can  determine 
whether  or  not  a given  gastric  ulcer  is  malignant. 
I am  sure  that  in  the  country  as  a whole  the  cor- 
rect diagnosis  is  made  less  frequently  than  it  is  at 
The  Mayo  Clinic.  Not  only  is  it  impossible  to  tell 
whether  or  not  the  lesion  is  malignant  before  op- 
eration, but  it  is  also  frequently  impossible  to  do 
so  at  the  time  of  operation.  I once  had  the  em- 
barrassing experience  of  doing  two  gastric  resec- 


tions in  one  week  in  the  first  of  which  I concluded 
that  the  lesion  was  benign,  whereas  the  pathologist 
found  it  was  malignant,  and  in  the  second  of  which 
I concluded  that  the  lesion  was  malignant,  and 
the  pathologist  found  that  it  was  benign.  This 
leads  to  the  inevitable  conclusion,  which  Dr.  Gray 
has  emphasized,  that  if  an  ulcer  of  the  stomach  is 
believed  to  be  benign  but  does  not  heal  completely 
after  a brief  period  of  adequate  medical  care,  it 
should  be  treated  surgically,  and  that  the  only 
proper  surgical  treatment  of  a gastric  ulcer  is  re- 
section of  the  stomach,  carried  out  as  if  the  lesion 
were  known  to  be  malignant. 

Dr.  Mims  Gage  (New  Orleans)  : 

I will  make  a few  remarks  concerning  the  ulcer 
itself.  This  is  believed  about  cancer  of  the  stom- 
ach— cancer  of  the  stomach  is  similar  to  cancer 
of  other  mucous  membranes  because  it  is  on  the 
surface,  primarily  epithelial  surface.  There  are 
very  few  carcinomas  of  the  stomach  infiltrating 
the  wall.  The  fundamental  factors  that  work  in 
precipitation  of  development  of  benign  peptic  ul- 
cers are  present  in  carcinoma,  destruction  of  mu- 
cous membrane.  All  of  the  classical  activity  that 
we  find  in  a benign  ulcer  is  present  in  the  malig- 
nant ulcer.  Therefore  the  symptoms  of  carcinoma, 
that  is  the  early  symptoms,  would  be  the  same  as 
the  early  symptoms  of  peptic  ulcer.  Peptic  ulcers 
or  benign  ulcer  syndromes  naturally  have  a ten- 
dency to  improve.  Not  only  do  the  clinical  symp- 
toms improve  but  the  ulcer  itself  improves.  Be- 
cause the  pathologic  processes  which  are  responsi- 
ble for  ulceration  in  peptic  ulcer  are  also  present 
in  early  carcinoma  of  the  stomach,  the  ulcer  heals. 

That  is  one  reason  why  patients  treat  them- 
selves for  a time  at  home  and  then  go  to  an  in- 
ternist and  he  treats  for  ulcer  and  the  patient  gets 
relief.  This  goes  on  for  a long  period  of  time. 
A large  number  of  individuals  who  have  carci- 
noma investigated  at  the  clinic  have  had  symptoms 
for  years.  The  only  thing  for  us  to  do  in  cases  of 
individuals  past  a certain  age,  who  have  had  no 
previous  gastric  symptoms  and  begin  to  have  symp- 
toms, is  to  look  upon  them  as  malignant.  All  pa- 
tients with  peptic  ulcer  symptoms  of  benign  ulcer 
lasting  for  over  a period  of  years  and  start  to  have 
radical  change,  should  immediately  be  suspected  as 
carcinoma.  That  is  the  only  possible  way  to  in- 
crease the  operability  of  carcinoma  of  the  stomach. 

I agree  most  heartily  that  we  should  use  every 
possible  method  that  we  have  at  our  disposal  to 
make  a diagnosis.  The  patient  should  not  be 
treated  over  a long  period  of  time  because  he  im- 
proves. I am  convinced  that  patients  presenting 
themselves  with  a history  and  clinical  manifesta- 
tions of  gastric  ulcer  should  be  operated  upon  im- 
mediately and  have  widespread  gastrectomy. 

I would  like  to  say  one  word  about  syphilis  and 
malignancy.  Unfortunately  I have  knowledge  of 
five  cases  of  carcinoma  of  the  stomach  with  symp- 
toms of  ulcer  and  at  the  same  time  positive  Was- 
sermann  reaction.  All  improved  and  then  died  of 
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inoperable  carcinoma  of  the  stomach.  Even 
though  the  surgeon  is  well  founded  in  pathology 
it  is  almost  impossible  to  make  diagnosis  in  early 
cases. 

Dr.  Ochsner  removed  a stomach  in  an  individual 
who  had  an  ulcer  that  did  not  look  right.  The  best 
thing  in  such  cases  is  gastrectomy.  He  handed  me 
the  tissue  and  it  had  all  the  characteristics  of  be- 
nign ulcer.  I said,  “If  that  is  carcinoma  I will  eat 
it.”  It  did  turn  out  to  be  carcinoma,  although  it 
had  characteristics  of  benign  ulcer. 

Dr.  A.  L.  Levin  (New  Orleans)  : Over  a quarter 
of  a century  ago,  Boas,  the  pioneer  in  gastrointes- 
tinal diseases  laid  stress  on  the  significance  of  the 
constancy  of  occult  blood  as  valuable  evidence  of 
malignancy  in  the  gastrointestinal  tract.  The  pres- 
ence of  occult  blood  in  the  gastric  contents,  in  my 
opinion,  is  of  greater  value  than  the  occult  blood 
of  the  stool.  On  numerous  occasions  I have  eval- 
uated the  Boas  principle  on  cases  of  gastric  ulcer 
versus  gastric  cancer.  If  a patient  with  gastric 
ulcer  is  being  treated  according  to  the  best  ac- 
cepted methods  and  the  occult  blood  of  the  gastric 
contents  remains  positive,  I suspect  malignancy  and 
advise  an  exploratory  operation.  Boas  went  even 
further  and  stated  that  if  a case  of  gastric  ulcer 
has  been  relieved  of  all  symptoms  and  the  positive 
occult  blood  became  negative,  the  patient  should 
return  regularly  for  occult  blood  tests.  If  and 
when  the  occult  blood  becomes  positive  again,  ex- 
ploration should  be  advised.  I have  followed  this 
advice  and  was  seldom  disappointed. 

This  guide,  together  with  gasti’oscopy  and  x-ray 
studies,  should  help  in  making  an  early  correct 
diagnosis  of  malignancy  in  gastric  lesions. 

Dr.  Gordon  McHardy  (New  Orleans) : I be- 

lieve that  the  internist  should  accept  the  blame  for 
the  incidence  of  inoperability  that  the  surgeon  en- 
counters in  gastric  carcinoma.  I think  the  author 
and  the  discussing  surgeons  have  spoken  very  con- 
servatively and  are  very  kind  in  not  claiming  ex- 
emption by  accusation.  The  general  practitioners, 
internists  and  gastroenterologists  should  be  re- 
sponsible for  the  surgeon  getting  patients  at  a 
sufficiently  early  stage  that  they  may  be  operable 
and  that,  thereby,  curability  may  be  achieved.  I 
think  it  is  definitely  established  and  it  has  been 
my  observation  that  when  a capable  surgeon  gets 
an  operable  case  the  patient  recovers  from  gas- 
trectomy in  a favorable  percentage  of  cases.  If 
the  case  is  early  enough  I think  there  is  a good 
chance  of  curability.  Therefore,  there  is  very  good 
reason  why  we  should  take  the  initiative  in  seeing 
that  the  general  practitioners  get  cases  early 
enough.  We,  who  practice  internal  medicine  or 
gastroenterology,  should  not  avoid  the  issue  and 
should  bring  them  to  the  surgeon  early  in  our 
failure  and  not  procrastinate. 

It  is  comforting  to  know  that  the  gastroscopists 
at  Mayo  make  errors  as  we  do.  After  reading 
Schindler’s  book,  after  hearing  him  say  that  with 
the  gastroscope  one  could  make  a statement  def- 


initely one  way  or  another,  I felt  we  had  a re- 
latively infallible  procedure.  We  have  disproved 
that  to  ourselves  already.  While  it  may  be  a means 
to  early  diagnosis  this  will  be  only  if  we  see  cases 
sufficiently  early.  It  will  not  be  of  use  to  the 
surgeon  unless  it  becomes  a means  to  an  early 
diagnosis  for  it  cannot  give  criteria  as  to  cura- 
bility and  its  accuracy  as  to  operability  is  only 
fair.  I think  probably  the  greatest  value  it  has 
is  to  check  treatment  of  gastric  ulcer.  We  are 
aware  that  roentgenology  is  not  sufficiently  ac- 
curate to  decide  whether  the  ulcer  has  or  has  not 
healed.  If  a lesion  does  not  heal  gastroscopically 
under  a careful  medical  regimen,  then  it  becomes 
a surgical  problem. 

Hyperacidity  in  malignancy  is  another  interest- 
ing point.  Too  frequently  the  presence  of  acidity 
indicates  benignancy  to  the  physician.  Recently, 
Dr.  Browne  and  I have  adopted  what  might  be 
considered  a radical  attitude  in  advocating  sur- 
gery in  all  cases  of  medically  incurable  (after  6 
weeks’  therapy)  gastroscopically  benign  ulcers  and 
gastric  polyps,  whether  single  or  multiple.  We  re- 
cently offered  three  cases  which  were  of  single 
benign  polyps,  pathologically  benign.  By  so  doing 
we  hope  that  these  patients  have  been  prevented 
the  possibility  of  subsequently  dying  of  carcinoma 
of  the  stomach. 

Dr.  Gray  (In  closing)  : In  order  to  impress  upon 
us  again  the  significance  of  malignant  lesions  of 
the  stomach,  we  may  review  the  figures  as  quoted. 
Of  each  100  patients  whom  we  have  the  opportunity 
of  seeing  at  present,  approximately  50  are  con- 
sidered to  be  inoperable  and  are  sent  home.  Of 
the  remaining  fifty  for  whom  surgical  exploration 
is  carried  out,  the  lesions  of  approximately  a half, 
or  25  per  cent,  of  the  original  number  of  patients, 
will  be  resectable.  To  the  best  of  our  knowledge, 
approximately  30  per  cent  of  those  for  whom  re- 
section of  the  stomach  for  a malignant  lesion  has 
been  done  will  be  alive  at  the  end  of  five  years. 
Consequently,  it  may  be  said,  roughly,  that  one 
quarter  of  those  patients  who  undergo  resection, 
or  one-sixteenth  (approximately  6 per  cent)  of  all 
patients  we  now  see  suffering  from  cancer  of  the 
stomach,  operable  or  inoperable,  will  be  alive  at 
the  end  of  five  years. 

Dr.  McHardy’s  point  that  the  responsibility  of 
considering  the  possibility  of  cancer  of  the  stomach 
must  rest  on  the  physician  who  first  sees  the  pa- 
tient is  unquestioned,  and  it  is  our  duty  to  impress 
on  our  medical  colleagues  the  importance  of  this 
responsibility. 

In  reference  to  Dr.  Gage’s  point  concerning  the 
etiologic  relationship  of  ulcer  of  the  stomach  to 
gastric  cancer,  we  must  recognize  that  an  ulcer  of 
the  stomach  does  present  excellent  factors  for  the 
development  of  cancer.  So,  also,  does  an  ulcer  of 
the  duodenum,  but  a malignant  lesion  of  the  duo- 
denum is  seen  so  rarely  that  a difference  undoubt- 
edly exists  between  the  behavior  of  an  ulcerating 
lesion  of  the  stomach  and  that  of  an  ulcerating 
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lesion  of  the  duodenum,  in  so  far  as  malignancy 
is  concerned.  Unquestionably,  the  presence  of  oc- 
cult blood  in  the  gastric  contents,  as  mentioned  by 
Dr.  Levin,  is  of  extreme  importance.  We  must 
recognize,  also,  the  fact  that  the  disappearance  of 
occult  blood  from  the  gastric  contents  may  be  asso- 
ciated with  a malignant  lesion.  We  have  no  right 
to  plqce  absolute  confidence  in  this  test  alone  in 
distinguishing  a malignant  lesion  from  a nonmalig- 
nant  lesion. 

O 

GASTROSCOPY  IN  HEMORRHAGE 
OF  THE  STOMACH* 

DONOVAN  C.  BROWNE,  M.  D.f 

AND 

GORDON  McHARDY,  M.  D.f 
New  Orleans 

Assuming  the  position  of  safe  endoscopy 
with  the  introduction  of  the  flexible  gastro- 
scope,  this  diagnostic  procedure  has  become 
generally  accepted  in  the  intervening  years. 
Sufficient  time  has  elapsed  to  disprove  the 
contention  that  the  earlier  writers  were  un- 
duly enthusiastic;  conclusions  drawn  from 
critical  analyses  and  research  establish  the 
virtues  of  endoscopically  exploring  the 
stomach.  Summarizing  papers  reveal  essen- 
tial unanimity  concerning  the  special  tech- 
nic ; a standard  method  of  gastroscopy,  with 
slight  modifications,  is  realized.  In  eight 
years  no  new  contraindications  have  been 
added.  The  instrument  remains  essentially 
unchanged ; modifications  permitting  biopsy 
are  in  the  experimental  stage.  Indications 
for  gastroscopy  have  not  widened  greatly. 
From  the  accepted  indications  we  have  ex- 
cerpted, “unexplained  hematemesis  or  me- 
lena”— “any  patient  for  whom  exploratory 
laparotomy  is  contemplated.”  We  hope  to 
modify  these  accepted  indications  by  sug- 
gesting the  application  of  gastroscopy  in  se- 
lected instances  of  acute  melena  or  hema- 
temesis, free  of  “shock.” 

Authors  mention  the  use  of  gastroscopy 
after  the  hemorrhage  has  ceased.  There  is 
no  definite  reference  to  applying  the  proce- 
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dure  to  instances  of  active  bleeding  at  which 
time  the  diagnosis  is  so  difficult  to  make 
and  is  so  important  to  the  management  of 
the  case.  Schindler  states  “Gastroscopy  has 
been  feasible  as  soon  as  the  third  day  after 
a profuse  hemorrhage  and  probably  would 
be  innocuous  even  if  performed  during  the 
hemorrhage.”  We  are  endorsing  the  latter 
portion  of  this  statement.  It  is  well  appre- 
ciated that  in  gastric  disease  symptoms, 
signs,  laboratory  procedures  and  even 
roentgenologic  findings  give  only  presump- 
tive evidence.  Considering  each  of  the  prob- 
lems encountered  in  hemorrhage  we  will  at- 
tempt to  rationalize  our  contention  with  the 
claim  that  gastroscopy  is  a safe  and  most 
accurate  method  of  immediately  determin- 
ing the  source  and  character  of  gastric 
bleeding. 

Impulsively,  a tentative  diagnosis  of 
bleeding  ulcer  is  made  when  presented  with 
a case  of  upper  gastrointestinal  hemor- 
rhage. All  are  aware  of  the  statistical  25 
per  cent  incidence  of  melena  or  hematemesis 
in  ulcer  cases.  Such  reasoning  is  erroneous 
if  Gutman’s  contention,  that  only  19  per 
cent  of  gastric  hemorrhages  are  due  to 
ulcer,  is  correct.  Assuming  that  an  ulcer 
does  exists,  judging  from  history  or  pre- 
vious roentgenology,  still  the  indication  for 
gastroscopy  remains.  A scopically  visible 
ulcer,  gastric  or  marginal,  may  be  studied 
and  an  opinion  gained  as  to  its  relation  to 
blood  loss.  Chronicity,  visible  sclerotic  ves- 
sels in  the  ulcer  crater  and  penetration  are 
reasons  for  surgical  intervention.  An  un- 
complicated ulcer  would  be  managed  medi- 
cally. A known  chronic  duodenal  ulcer,  not 
available  for  gastroscopic  viewing,  may  be 
an  innocent  associate  of  bleeding  gastric 
lesion ; by  establishing  this  we  may  prevent 
erroneous  surgery  directed  at  the  duodenal 
lesion. 

Gastritis,  diagnosable  only  by  direct  vision 
of  the  gastric  mucosa,  is  probably  the  source 
of  bleeding  in  those  instances  of  massive 
hemorrhage  where  a diagnosis  is  not  avail- 
able after  roentgen  examination  and  ex- 
ploratory laparotomy.  Shaw  has  recorded 
the  incidence  of  such  cases  to  be  39  per  cent. 
The  ulcerations  and  erosions  of  the  chronic 
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hypertrophic,  superficial  and  atrophic  gas- 
tritidies  are  pertinent  to  this  discussion. 
They  may  occur  alone  or  concomitant  to 
ulcer,  malignancy  or  gastroenterostomy  le- 
sion and  as  such  may  be  the  source  of  bleed- 
ing while  the  other  is  suspected.  Establish- 
ing gastritis  as  the  source  of  hemorrhage 
eliminates  any  need  for  surgical  interven- 
tion on  this  score  with  the  exception  of 
pyloric  obstruction  from  the  hypertrophic 
variety.  Gastritis  is  usually  regarded  as 
contraindicative  to  operative  measures,  for 
it  limits  the  normal  mucosa  available  for 
surgically  re-establishing  the  stomach  and 
threatens  involvement  of  the  operative  site 
to  nullify  the  benefits  expected  of  surgery. 

Gastric  malignancy,  encountered  upon 
gastroscoping  the  acute  bleeder,  will,  in 
most  instances,  show  an  associated  gas- 
tritis; either  may  be  a source  of  bleeding. 
Surgically,  in  management  of  malignancy, 
resection  is  the  issue  and  such  is  hardly  to 
be  ventured  on  an  acutely  bleeding  case  nor 
upon  a stomach  largely  involved  by  gas- 
tritis. Gastroscopy  would  prevent  such  hap- 
hazardous  invasion  of  the  abdomen. 

Small  benign  tumors,  friable  gastric  mu- 
cosa, gastric  purpura,  mucosal  erosions  of 
hepatic  insufficiency  and  other  non-inflam- 
matory  sources  are  encountered  as  sources 
of  hemorrhage  and  in  each  the  adaptability 
of  the  gastroscope  to  the  diagnosis  is  appar- 
ent. X'-ray  would  be  of  no  aid  in  differen- 
tiating these  cases.  Surgery,  as  a disgnostic 
procedure,  would  be  valueless  and  probably 
harmful ; certainly,  it  could  have  no  benefit 
as  an  emergency  procedure. 

It  is  our  experience  that  often  patients 
with  gastroduodenal  bleeding  when  first 
seen  are  either  not  in  or  have  recovered 
from  the  phenomenon  “shock.”  In  this  shock- 
free  stage  we  are  convinced  that  the  risk  of 
gastroscopy  is  minimal  and  is  comparable  to 
intubation,  which  is  practiced  (using  a 
large  soft  Ewald  tube)  prior  to  passing  the 
scope  to  empty  the  stomach,  lavage  it  with 
ice  water  if  necessary  and  to  establish  the 
innocence  of  the  esophagus.  We  feel  that  if 
the  Ewald  tube  is  passed  without  difficulty 
that  the  gastroscopic  passage  through  the 
esophagus  is  not  to  be  feared.  It  is  our  prac- 


tice to  scope  the  patient  rapidly,  not  con- 
suming more  than  five  minutes  for  the  pro- 
cedure. Under  such  study  the  patient  ac- 
tually experiences  less  discomfort  than 
when  we  pass  the  Woldman  collapsible  gas- 
tric tube,  which  we  often  use  in  the  treat- 
ment of  patients  with  ulcer  hemorrhage,  as 
a means  of  administering  a continuous  alu- 
minum hydroxide  drip.  We  are  aware  of 
esophageal  varices  as  a source  of  bleeding; 
none  of  the  patients  we  examined  had  any 
indications  of  such  pathology. 

Since  bleeding  may  result  from  any  of 
several  previously  considered  possibilities  it 
is  readily  appreciable  that  most  instances  of 
acute  melena  or  hematemesis  are  of  unde- 
termined etiology.  Exploratory  laparotomy 
is  ever  prominent  in  consideration  when  the 
source  of  bleeding  is  not  known  and  when 
the  hemorrhage  shows  potentialities  of  per- 
sisting or  of  getting  beyond  control.  In  an 
earlier  statistical  paper  we  have  revealed  a 
3.5  per  cent  medical  mortality.  Further,  if 
surgery  is  considered  necessary  to  check  the 
bleeding,  then,  as  established  authoritative- 
ly by  Gordon  Taylor,  and  substantiated  by 
others,  it  should  be  done  within  the  first  48 
hours.  With  regard  to  surgery,  because  of 
the  mortality  figures,  only  Fillister  has  a 
6.8  per  cent  mortality  in  the  surgical  man- 
agement of  hemorrhage,  because  quite  fre- 
quently the  source  of  hemorrhage  is  not 
amenable  to  surgery  nor  diagnosable  by 
laparotomy,  we  are  very  reserved  in  offer- 
ing our  patients  the  risk.  However,  the  ex- 
istence of  definite  operative  indications  is 
admitted;  in  their  presence,  or  if  an  insis- 
tent surgical  consultant  presses  the  issue, 
then,  in  order  to  ascertain  definite  evidence 
as  to  the  source  of  bleeding,  gastroscopy  is 
our  aid  as  a precedent  to  surgery  to  facili- 
tate the  diagnosis,  determine  the  need  for 
surgery  and  establish  the  operability. 

We  therefore  offer  for  consideration  a 
possible  gastroscopic  indication ; certain  in- 
stances of  acute  melena  or  hematemesis  free 
of  “shock”  or  other  contraindications  in 
whom  an  immediate  diagnosis  is  essential 
to  the  management  of  the  case.  Unquestion- 
ably, shock  accompanying  hemorrhage  ren- 
ders hazardous  not  only  gastroscopy  but 
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also  intubation  and  any  type  of  surgery.  A 
knowledge  of  the  gastric  mucosa,  available 
by  endoscopic  exploration  of  the  interior  of 
the  stomach  is  often  indispensable  to  the 
accurate  and  proper  management  of  hemor- 
rhage when  one  realizes  the  etiologic  possi- 
bilities and  that  in  no  simpler  way,  at  this 
time,  can  the  source  of  hemorrhage  be  de- 
termined. 

In  three  years  we  have  encountered  only 
twelve  patients  with  acute  hemorrhage  in 
whom  we  judged  the  procedure  applicable. 
Clinical  judgment  played  a great  part  in  the 
selection.  In  ten  instances  the  prospect  of 
surgery  stimulated  the  examination.  All 
were  scoped  while  in  the  active  period  of 
bleeding,  six  had  manifest  hematemesis,  the 
remainder  had  tarry  stools  and  anemia  as 
evidence  of  their  active  bleeding.  Of  the 
ten  for  whom  laparotomy  was  considered 
only  four  became  surgical  cases. 


shaw,  Julian  Ruffin,  Leon  Schiff,  Rudolph 
Schindler,  Jacob  Schloss  and  William 
Swalm. 

The  opinions  of  these  contributors  cer- 
tainly satisfy  the  purpose  of  our  question- 
naire. Since  we  consider  Rudolph  Schindler 
the  foremost  gastroscopic  authority,  his  re- 
ply is  reproduced:  “I  have  never  gastro- 
scoped  during  a gross  hemorrhage,  only  two 
days  after,  but  I have  recommended  it  in  a 
case  in  which  gastroscopy  did  not  permit 
the  recognition  of  the  source  of  the  bleed- 
ing. In  my  opinion  gross  hemorrhage  is  a 
very  important  indication  for  the  use  of  the 
gastroscope.  The  gastroscope  may  reveal 
severe  bleeding  inflammation  of  various 
types,  or  non-inflammatory  hemorrhage 
erosions.  Such  a discovery  may  prevent  the 
surgical  removal  of  a non-bleeding  duodenal 
ulcer.  Furthermore,  benign  tumors  as  a 
source  of  hemorrhage  are  sometimes  dis- 


SURVEY  OF  PATIENTS  GASTROSCOPED  DURING  ACUTE  STAGE  OF  HEMORRHAGE 


Case  No. 

History 

Age 

X-rays 

R.  B.  C. 

lib. 

Gastroscopy 

R-6847 

Gastroenterostomy 
Helena  and  hematemesis 

66 

None 

3.5 

70 

Jejunal  ulcer 

R-7816 

Helena 

37 

Negative** 

2.5 

45 

Superficial  gastritis  with  erosions 

B-30642 

Gastroenterostomy 
Helena  and  hematemesis 

48 

Carcinoma* 

3.9 

70 

Marginal  ulcer ; benign 

R-6240 

Gastroenterostomy 
Helena  and  hematemesis 

59 

Carcinoma* 

2.7 

50 

Superficial  gastritis  ; carcinoma 

R-1276 

Melena 

58 

Negative** 

3.3 

65 

Atrophic  gastritis  with  erosions 

R-667 

Hematemesis 

64 

Carcinoma* 

3.3 

70 

Hypertrophic  gastritis  ; benign  ulcers 

R-8779 

Melena 

52 

Negative** 

4.0 

65 

Superficial  gastritis  ; benign  ulcers 

R-2829 

Helena 

42 

Negative* 

3.7 

70 

Gastric  purpura 

R-7628 

Melena 

54 

Carcinoma* 

3.0 

50 

Hypertrophic  gastritis  ; benign  ulcers 

R-9057 

Melena 

33 

Carcinoma* 

4.0 

70 

Hypertrophic  gastritis  ; benign  ulcers 

S-2008 

Repeated  hematemesis 
and  melena 

35 

Duodenal 

ulcer** 

3.4 

65 

Negative 

B-41570 

Hematemesis  and  melena 

63 

Carcinoma* 

2.5 

50 

Carcinoma  at  cardia 

Gastroscopic  diagnosis  was  substantiated  in  each  instance. 
*X-rays  done  prior  to  this  admission. 

**  X-rays  done  after  complete  recovery. 


DISCUSSION 

Anticipating  critical  reaction  to  this  pres- 
entation we  sought  personal  communica- 
tions from  a group  of  prominent  American 
physicians  interested  in  gastroscopy  that  we 
might  have  an  index  as  to  the  conservative 
thought  in  the  United  States.  We  received 
cooperative  responses  from  Doctors  Joseph 
Bank,  Crawford  Barnett,  Edward  Benedict, 
James  L.  Borland,  Edwin  Boros,  James 
Carey,  John  Fitzgibbons,  E.  B.  Freeman, 
John  Howard,  Chevalier  Jackson,  Gordon 
McNeer,  H.  J.  Moersch,  Marie  Ortmayer, 
C.  0.  Patterson,  Gerald  H.  Pratt,  John  Ren- 


covered  only  by  gastroscopy,  especially 
myomas.” 

We  judge  from  this  response  and  his 
other  writings  that  Schindler  feels  gastro- 
scopy is  relatively  innocuous  in  such  cases 
but  that  because  of  his  position  of  leader- 
ship and  the  realization  that  many  novices 
would  be  led  into  radical  gastroscopy,  he  has 
been  ultra-conservative. 

Those  communicators,  advising  against 
gastroscopy  during  acute  hemorrhage  do 
not  claim  to  have  performed  a series  of 
cases  under  this  circumstance.  Of  the 
twenty-one,  only  seven  admitted  having  per- 
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formed  examinations  in  which  there  was 
definite  evidence  of  bleeding,  none  had  en- 
countered any  complication.  Four  others 
admitted  that  they  would  favor  gastroscopy 
as  a precedent  to  emergency  surgery.  Only 
six  of  the  group  delayed  the  examination 
until  x-rays  were  done.  Those  favoring  ex- 
amination of  bleeding  patients  have  satis- 
fied their  curiosity  by  gastroscopy  in  such 
emergencies  and  none  report  any  misfor- 
tune. Those  who  offered  objections  listed 
esophageal  varices  and  reactivation  of  se- 
vere bleeding  as  their  reasons  for  conserva- 
tism. 

Renshaw  reserves  gastroscopy  for  those 
hemorrhage  cases  in  which  after  ten  days’ 
care  an  x-ray  “reveals  a gastric  ulcer  or 
fails  to  reveal  the  cause  of  hemorrhage”  and 
states  further  “I  have  never  seen  a recur- 
rence of  the  bleeding  or  any  untoward  re- 
action. This  applies  even  to  hemorrhage 
cases  resulting  from  esophageal  varices.”  In 
answer  to  the  inquiry  as  to  the  value  of  gas- 
troscopy in  hemorrhage  he  replies : “I  do 
not  believe  gastroscopy  contributes  signifi- 
cant data  in  the  usual  hemorrhage  case.” 

With  the  exception  of  Howard,  Ruffin, 
Boros  and  Fitzgibbons,  the  value  of  gastro- 
scopy in  determining  the  source  of  bleeding 
is  enthusiastically  admitted.  Benedict,  like 
Renshaw,  requires  a negative  roentgenolog- 
ic study,  but  admonishes  that  if  gastroscopy 
is  to  be  of  aid  it  must  be  done  within  three 
days  “for  the  erosions  and  superficial  ulcer- 
ations in  the  mucosa  heal  with  extraordi- 
nary rapidity.”  We  suspect  that  the  disap- 
pointments of  Howard,  Ruffin,  Renshaw, 
Boros  and  Fitzgibbons  may  be  explainable 
on  this  basis. 

Ruffin  and  Patterson  are  the  only  corre- 
spondents who  admit  performing  gastro- 
scopies in  the  face  of  hemorrhage. 

Barnett,  in  stating:  “I  do  not  gastroscope 
my  cases  of  acute  hemorrhage  at  the  present 
time”  offers  a clue  that  he  suspects  the  like- 
lihood of  the  eminence  of  such  an  indication 
being  acceptable.  Barnett  also  suggests : 
“we  may  assume  that  actual  therapy  in 
acute  hemorrhage  through  the  use  of  the 
flexible  gastroscope,  may  be  expected  in  the 
near  future  when  his  (McNeer’s)  modifica- 


tions of  the  instrument  are  on  the  market 
through  Wappler.”  But  surely  this  will  not 
be  established  if  we  do  not  become  suffi- 
ciently gastroscopically  bold  as  to  venture  a 
“diagnostic-look.” 

CONCLUSION 

It  is  not  unlikely  that  gastroscopy  is  in- 
dicated in  selected  instances  of  acute  melena 
and  hematemesis. 

DISCUSSION 

Dr.  A.  L.  Levin  (New  Orleans)  : The  question 

of  gastroscopy  in  hemorrhage  is  still  in  the  realm 
of  debate.  There  is  no  unanimous  agreement  as  yet 
as  to  when  gastroscopy  should  be  done  in  a case  of 
hematemesis.  Dr.  Browne  has  presented  the  views 
of  gastroscopists  as  he  gathered  them  from  litera- 
ture and  otherwise.  I have  gone  through  the  same 
task  and  presented  my  views  before  the  National 
Gastroenterological  Society  last  June.  Here,  I would 
like  to  make  the  following  remarks:  We  all  hesi- 
tate to  do  a gastroscopic  examination  dui’ing  active 
bleeding.  If  esophageal  bleeding  is  suspected,  the 
esophagoscope  is  the  instrument  of  choice.  In  the 
majority  of  hematemesis  cases  at  Charity  Hospital, 
we  had  the  oppoi'tunity  of  doing  gastroscopic  ex- 
aminations only  after  several  days  following  the 
hemorrhage.  In  quite  a number  of  those  cases  we 
have  observed  chronic  gastritis  with  erosions.  In 
some  there  was  a definite  superficial  bleeding  ulcer. 
In  several  cases  there  were  definite  hematomas 
or  distended  vessels,  varicosities-like  and  oozing  of 
blood  from  those  vessels.  This  was  a common  source 
of  bleeding.  In  some  cases,  probably  examined  too 
late,  when  the  original  source  was  effaced,  no  dis- 
coverable causative  factor  was  present.  I would 
advise,  however,  not  to  hesitate  to  examine  gastro- 
scopically, an  active  gastric  hemorrhage  case.  A 
recent  case  taught  me  a lesson  of  great  value.  I 
gastroscoped  a desperately  active  bleeding  case 
where  twelve  transfusions  did  not  check  hemor- 
rhage. I discovered  a bleeding  ulcer  and  advised 
immediate  surgery  and  the  patient’s  life  was  there- 
by saved. 

Dr.  Donovan  C.  Browne  (In  closing)  : The  ques- 

tionnaires referred  to  were  used  that  a ci'oss-section 
of  opinion  might  be  obtained.  None  were  employed 
locally,  since  I felt  we  were  sufficiently  familiar 
with  the  work  and  attitude  of  our  group.  If  Dr. 
Levine  will  recall,  we  discussed  this  problem  at 
length  only  recently. 

A point  I feel  should  be  stressed  further  is  that 
he  found  suggestive  evidence  of  hemorrhage  after 
three  to  four  days.  It  must  be  kept  in  mind  the 
rapidity  with  which  these  gastric  lesions  heal,  and 
if  definite  information  is  to  be  obtained,  gastro- 
scopy must  be  early. 
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THERAPY IN  UROLOGY* 

A CLINICAL  EVALUATION 
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In  the  treatment  of  urogenital  infections, 
urologists  generally  have  taken  a far  more 
conservative  position  regarding  the  newer 
azo  derivatives  than  the  physician  practic- 
ing general  medicine.  For  we  have  been 
deluded  so  often  in  the  past  with  unwar- 
ranted propaganda  to  the  effect  that  such 
and  such  a drug  was  now  available  that 
would  sterilize  any  urine  of  its  bacterial 
content,  that  we  refuse  longer  to  be  part 
and  parcel  to  such  a hoax.  It  is  true  that 
one  or  two  urologists,  who  should  know  bet- 
ter, have  allowed  their  pictures  to  appear 
in  a certain  popular  weekly  magazine  along 
with  interviews  in  which  they  claimed  that 
seventy  cents’  worth  of  sulfanilamide  would 
cure  any  case  of  neisserian  infection  or  that 
a few  sulfathiazole  tablets  would  send  the 
last  staphylococcus  to  a sure  death.  It  is 
indeed  regrettable  that  even  among  the  best 
of  new  therapeutic  agents  introduced  into 
medicine,  three  phases  of  evaluation  seem 
inevitable : first,  the  period  of  over-enthu- 
siasm ; then,  the  reaction  which  elicits  bitter 
condemnation  and,  finally,  that  serene  state 
where  matters  hit  an  even  keel  of  ration- 
ality. The  fact  that  no  less  than  between 
twenty  and  thirty  different  brands  of  these 
azo  derivatives  are  now  bartered  daily 
across  every  drug  store  counter  attests  to 
the  confusion  into  which  the  whole  matter 
has  drifted.  We  understand  that  federal 
and  state  laws  will  soon  make  it  a misde- 
meanor for  any  pharmacist  to  dispense 
these  drugs  without  a physician’s  prescrip- 
tion. Obviously  such  regulation  should 
have  been  in  force  long  ago.  Many  deaths 
would  certainly  have  been  prevented  by 
such  legislation,  promulgated  five  years 
ago  when  these  substances  first  flooded  the 
market.  That  these  agents  are  lethal  in 


*Read  before  the  Orleans  Parish  Medical  Society, 
June  10,  1940. 


the  excessive  doses  is  daily  attested  to  in 
some  general  hospital  where  adequate 
supervision,  in  its  administration,  is  actu- 
ally not  provided.  Apart  from  pneumonias 
and  septicemias,  where  a life  is  at  stake,  it 
is  unpardonable,  in  our  opinion,  to  prescribe 
daily  four  to  eight  grams  of  these  mystery- 
chemicals  over  indefinite  periods. 

Urologic  chemotherapy  should  be  car- 
ried out  in  a hospital  where,  under  constant 
medical  supervision,  the  patient  has  the  ad- 
vantage of  every  safeguard.  Unfortunately, 
this  is  impractical.  The  next  best  plan  is 
not  to  overdose  the  patient  with  a poison  of 
whose  potentialities  we  know  so  little.  All 
have  observed  that  those  individuals  con- 
fined to  bed  tolerate  larger  doses  of  these 
azo  derivatives  than  ambulatory  cases. 
Nicotinic  acid  is  being  widely  used  in  some 
quarters,  combined  with  these  newer  drugs, 
in  minimizing  the  porphyrinuria.  Unfor- 
tunately, the  nicotinic  acid  does  not  alv/ays 
work.  The  combining  of  alkalis  with  these 
azo  derivatives  has  its  advocates  and,  in  our 
experience,  supplies  a most  valued  buffer 
and  should  be  more  widely  accepted.  Bicar- 
bonate of  soda,  given  grain  for  grain  in 
equal  proportions  to  the  substance  selected, 
is  routine  with  us.  To  our  knowledge,  no 
satisfactory  explanation  has  been  given  re- 
garding the  favorable  effect  noted  in  giving 
alkalis  here  but  the  fact  remains  that  the 
gastrointestinal  upsets,  which  constitute  no 
small  amount  of  reactions  experienced,  are 
definitely  minimized  if  not  eliminated. 
Blood  determinations  for  therapeutic  level 
can  be  tried  whenever  practical ; unfor- 
tunately, the  majority  of  patients  on  these 
newer  azo  derivatives  cannot  receive  this 
laboratory  luxury.  Anyway,  the  optimum 
blood  concentration  yet  remains  to  be  deter- 
mined. 

Our  interest  in  chemotherapy  as  applied 
to  urologic  infections  dates  back  to  1928 
when  we  first  reported  our  experiences  with 
the  azo  dye,  pyridium,  in  a series  of  200 
cases  of  non-complicated  bacteriuria.  Our 
observations  then  led  to  the  conclusion  that 
the  introduction  of  dye  preparations  herald- 
ed a new  epoch  in  urinary  antisepsis,  for 
here  we  had  a substance  which,  for  the  first 
time,  was  grossly  detectable  not  alone  in 
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the  voided  urine  but  also  in  the  secretion 
from  the  prostate  and  seminal  vesicles.  Such 
an  epoch-making  observation  makes  little 
appeal  to  clinicians  today  but  twelve  years 
ago  it  created  quite  a stir  among  serious 
workers  in  the  field.  We  stated  at  the  time 
that,  in  our  opinion,  much  clinical  research 
and  experimentation  still  remained  to  be 
done  before  dyes  with  specific  bacterial  af- 
finities could  prove  beyond  peradventure  of 
doubt  their  superiority.  We  urged,  how- 
ever, that  clinicians  familiarize  themselves 
with  these  newer  agents  and  apply  them 
rigorously  in  order  that  a sane  therapy 
might  be  formulated. 

In  1934,  six  years  after  our  first  com- 
munication, we  reported  our  tabulation  of 
1500  complete  case  records  in  which  pyri- 
dium  had  been  used  in  the  treatment  of  uro- 
genital infections.  This  review  included  654 
cases  of  pyelonephritis,  with  61.8  per  cent 
either  cured  or  definitely  improved  as 
shown  by  culture;  480  cases  of  urethritis, 
with  42.1  per  cent  negative  to  smears  and 
cultures;  360  cases  of  prostatitis,  with  81.6 
per  cent  improved  or  negative  to  culture; 
and  15  cases  of  cystitis,  with  33  per  cent 
negative  to  culture.  The  interesting  sum- 
mary of  282  replies  received  in  answer  to  a 
questionnaire  on  azo  dyes,  sent  out  to  mem- 
bers of  the  American  Urological  Associa- 
tion, can  only  be  here  summarized  in  the 
briefest  manner:  160  urologists  had  ob- 
tained favorable  results  with  pyridium, 
while  128  had  not,  but  it  was  most  interest- 
ing to  observe  that  in  those  replies  unfavor- 
able to  the  dye,  invariably  they  had  not  used 
in  it  more  than  a few  instances  and  then  for 
a very  short  period.  We  closed  this  report 
by  stating  that  notwithstanding  the  great 
practical  value  of  combined  clinical  and 
laboratory  research,  we  believed  that  there 
would  remain  much  in  the  empirical  inherit- 
ance of  azo  dyes  and  their  derivatives  which 
could  not  be  fully  explained  by  present  day 
investigations;  that  their  actions  and  reac- 
tions within  test  tubes  and  the  utilization  of 
their  properties  in  therapy  would  not  al- 
ways parallel.  On  this  point  our  opinion  to- 
day remains  unchanged  despite  the  roseate 
claims  from  certain  quarters  relative  to  the 
latest  azo  derivatives  now  being  tried. 


In  1937,  in  an  historical  review  and  evalu- 
ation of  urinary  antisepsis,  we  warned  the 
profession  against  large  initial  doses  of  sul- 
fanilamide in  the  treatment  of  urogenital 
infections,  pointing  out  that  headaches, 
fever,  lassitude,  cyanosis,  general  malaise 
and  extreme  prostration  following  intoxica- 
tion by  these  substances  might  do  patients 
more  harm  than  good.  We  are  sorry  to  say 
this  prognostication  has  been  verified. 

SULFANILAMIDE  IN  GONORRHEA 

In  1937,  we  began  treating  gonorrhea 
with  prontylin.  This  was  the  pioneer  sub- 
stance available  for  such  therapy.  Another 
kindred  preparation,  prontosil,  and  then 
neo-prontosil,  were  developed  from  the  orig- 
inal formula,  and  all  of  these  agents  were 
later  called  sulfanilamide. 

Looking  back  over  those  hectic  days,  one 
is  struck  with  the  enormity  of  the  literature 
that  appeared  in  medical  publications  dur- 
ing the  years  1937  and  1938,  lauding  the 
merits  of  these  new  substances.  For  a time 
it  appeared  as  though  we  now  had  a specific 
for  neisserian  infections  and  their  complica- 
tions, and  many  reported  90  per  cent  cures 
in  two  weeks,  by  the  use  of  this  new  agent. 

The  dosage  of  sulfanilamide  advocated  at 
the  time  in  England  was  more  conservative 
than  that  used  in  this  country,  and  we  fol- 
lowed the  English  school,  feeling  that  we 
had  to  advance  cautiously  with  this  drug 
of  unknown  toxicity.  From  the  beginning 
our  plan  adopted  was  to  give  from  10  to  15 
grains  of  sulfanilamide  four  times  daily  for 
about  a week,  and  if  no  results  were  forth- 
coming in  that  time,  the  drug  was  usually 
discontinued.  Never  did  we  abandon  local 
treatment  in  conjunction  with  the  oral  med- 
ication, as  we  felt  that  the  rationale  of  using 
hand  injections  or  irrigations  of  mild  anti- 
septic solutions  were  on  too  well  established 
a foundation  to  abandon  them.  Most  urol- 
ogists followed  this  procedure,  and  still  do 
so. 

Not  alone  did  we  follow  the  English 
school  in  the  employment  of  conservative 
dosage,  but  we  further  supplemented  the 
oral  administration  of  this  new  chemical  by 
subcutaneous  injections,  every  other  day,  of 
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gonococcus  antigens  or  lysates,  in  order  to 
increase  the  antibodies.  We  have  rarely 
varied  from  this  plan  in  the  four  years  we 
have  been  using  these  agents,  and  we  feel 
sure  that  the  action  of  the  sulfanilamide  is 
markedly  enhanced  by  the  additional  sup- 
port of  the  antigen  therapy. 

Among  other  observations  we  noted  that 
a certain  percentage  of  patients  did  not  tol- 
erate the  drug  well,  even  in  small  doses,  for 
on  the  second  day  some  complained  of 
nausea,  loss  of  appetite  and  headaches.  In 
these  office  patients,  by  the  third  or  fourth 
day,  many  would  be  so  upset  that  they 
would  refuse  to  take  the  drug.  Later  we 
found  that  by  using  equal  parts  of  bicar- 
bonate of  soda  with  the  sufanilamide,  the 
gastrointestinal  symptoms  were  minimized. 
Most  of  us  will  agree  that  the  drug  in  use 
today  certainly  appears  much  less  toxic 
than  that  available  four  years  ago.  Yet 
the  clinical  results  are  about  the  same.  We 
are  led  to  believe  that  no  matter  what  the 
dosage,  failures  will  be  experienced  by  its 
use. 

There  is  no  question  that  the  patient  con- 
fined to  bed  can  take  larger  doses  of  sulfa- 
nilamide and  tolerate  them  much  better 
than  the  office  patients.  As  few  of 
these  patients  will  consent  to  go  to  bed,  but 
must  be  about  their  daily  work,  the  problem 
of  drug  administration  has  many  complex- 
ities. 

Pelouze,  in  analyzing  data  collected  by 
the  American  Neisserian  Society,  states 
that  figures  culled  from  many  sources  ap- 
pear to  show  that  in  the  management  of 
gonorrhea,  sulfanilamide  is  reported  to  have 
brought  about  prompt  cures  in  from  25  to 
40  per  cent  of  dispensary  patients,  from  45 
to  55  per  cent  of  office  patients,  and,  per- 
haps, from  75  to  85  per  cent  of  bed  patients. 
He  states  further  that  there  are  actual  data 
to  show  that  many  patients,  whose  symp- 
toms disappear,  still  harbor  the  gonococcus 
and  transmit  infection. 

The  American  Neisserian  Society  finds 
that  the  common  scheme  of  dosage  for  treat- 
ing gonorrhea  in  ambulatory  patients  aver- 
ages 80  grains  a day  for  two  days,  60  grains 
a day  for  the  next  three  days,  and  a later 


continued  daily  dosage  of  40  grains.  Many 
clinicians,  he  states,  consider  this  too  high, 
and  use  60  grains  a day  for  four  days,  and 
a maintenance  dose  of  40  grains  a day  there- 
after. In  bed  patients,  on  whom  the  most 
dependable  figures  have  been  obtained,  the 
initial  dose  was  120  grains  a day  for  sev- 
eral days,  and  then  a gradual  reduction  in 
dosage. 

The  doses  should  be  so  spaced  as  to  pre- 
vent low  blood  concentration  during  the 
night.  Some  give  larger  doses  at  bed  time 
to  ambulatory  patients.  Many  administer 
sodium  bicarbonate  in  half  quantity  with 
each  dose. 

RELAPSES  UNDER  SULFANILAMIDE  THERAPY 

The  problem  of  relapses  in  the  infective 
process  following  the  withdrawal  of  sulfa- 
nilamide has  given  many  clinicians  anxious 
moments  in  the  management  of  cases  sup- 
posedly cured.  That  bacteria  do  disappear 
in  the  urine  and  in  the  secretion  from  the 
prostate  and  seminal  vesicles  following  sul- 
fanilamide therapy  and  that  even  cultural 
studies  repeatedly  carried  out  give  negative 
findings  and  yet  later  to  observe  a relapse 
is  experienced  by  all.  Such  relapses,  in  our 
observations,  occurred  much  more  frequent- 
ly when  massive  doses  of  the  drug  were  giv- 
en over  short  periods  of  time  than  when 
smaller  doses  were  administered  over  a pro- 
longed period.  Particularly  in  the  treatment 
of  gonorrhea  has  this  type  of  relapse  been 
most  disconcerting  because  we  found  that 
relapse  cases  often  proved  sulfanilamide- 
fast  and  would  fail  to  respond  to  the  drug 
upon  re-application  no  matter  in  what  vol- 
ume the  drug  was  given  or  over  what  length 
of  time.  Ballenger  and  co-workers  have  re- 
cently emphasized  the  importance  of  recog- 
nizing protected  foci  or  dead  spaces  as  a 
chief  cause  of  failure  in  many  urogenital 
cases;  here  a longer  time,  a higher  degree 
of  immunity  or  a greater  concentration  of 
the  therapeutic  agents  is  required  for  the 
eradication  of  infection  from  such  foci  than 
for  the  eradication  of  infection  not  so  pro- 
tected. Antigens  or  lysates  administered 
hypodermically  in  conjunction  with  the  oral 
administration  of  these  newer  chemothera- 
peutic agents  works  better  than  when  the 


Walther  and  Willoughby — Chemotherapy  in  Urology 


345 


injections  are  omitted.  These  antigens  or 
lysates  greatly  increase  the  antibodies  in 
the  blood  and  in  this  way  make  sulfanila- 
mide more  effective. 

TOXIC  MANIFESTATIONS  OF  SULFANILAMIDE 

Lockwood,  Coburn,  and  Stockinger  have 
grouped  the  untoward  effects  so  well  that 
we  give  here  a resume  of  their  findings : 

(a)  Cyanosis  has  been  the  most  common 
factor  observed  by  observers  as  a deleter- 
ious by-effect  in  the  administration  of  the 
sufanilamides.  Approximately  50  per  cent 
of  adults  and  20  per  cent  of  children  become 
cyanosed  under  the  regimen  of  taking  these 
drugs,  according  to  the  literature.  It  de- 
velops occasionally  within  twelve  hours ; 
most  persons  become  blue  before  the  third 
day.  It  parallels  closely  the  concentration 
of  methemoglobin  in  the  blood  as  illustrated 
by  spectrophotometer.  Cyanosis  disappears 
rapidly  following  withdrawal  of  drug  but 
the  question  arises  whether  the  development 
of  methemoglobinemia  may  not  aggravate 
the  underlying  disease.  In  the  four  years 
we  have  been  using  these  substances  we 
have  noted  practically  no  cyanosis  in  our 
cases  as  we  have  never  found  it  necessary 
or  prudent  in  ambulatory  urologic  cases 
to  give  the  large  doses  advocated  by  others. 

(b)  Gastrointestinal  symptoms  are  ob- 
served frequently,  particularly  anorexia, 
nausea,  vomiting  and  abdominal  pain.  Di- 
arrhea can  be  severe  at  times.  In  infants 
such  toxic  effects  present  a real  problem 
where  it  is  so  essential  to  maintain  a nutri- 
tional balance.  They  disappear  when  the 
drug  is  withdrawn. 

(c)  Disturbances  of  the  nervous  system, 
in  the  form  of  dizziness  and  headaches  are 
observed  frequently;  lightheadedness  and 
depression  are  also  observed.  Some  few  pa- 
tients become  utterly  disoriented  and  even 
maniacal.  All  these  signs  disappear  the  mo- 
ment the  drug  is  stopped.  However,  in  cer- 
tain instances,  where  patients  have  been 
overdosed  by  these  substances  a peripheral 
neuritis  has  intervened.  In  our  extensive 
experience  with  the  azo  derivatives  we  have 
never  encountered  this  complication  because 
of  the  conservative  doses  we  have  always 
employed. 


(d)  Sulfanilamide  fever  is  noted  follow- 
ing administration  of  drug  in  certain  hyper- 
sensitive patients  and  usually  means  that 
such  patients  will  not  tolerate  this  form  of 
therapy  well.  The  fever  comes  on  within 
twenty-four  hours  but  may  be  delayed  for 
several  days,  after  beginning  the  drug,  and 
may  go  as  high  as  106°  F.  Fever  reaction 
patients  seem  to  have  a low  tolerance  for 
sulfanilamide.  The  temperature  becomes 
normal  when  the  drug  is  stopped. 

(e)  Precordial  and  abdominal  pain;  un- 
explained abdominal  pains  during  course  of 
treatment  are  chiefly  located  in  upper  quad- 
rants of  abdomen  and  occur  in  patients 
showing  the  other  toxic  evidences,  namely, 
cyanosis  and  gastrointestinal  upset. 

(f)  Acidosis  is  quite  rare  among  compli- 
cations but  has  been  noted. 

(g)  Rash  in  parts  or  over  entire  body, 
with  intense  itching,  can  be  a most  trying 
toxic  manifestation  but  unlike  the  arsenical 
rash  usually  disappears  within  a few  days 
following  cessation  of  drug.  At  one  time  it 
was  thought  that  over-exposure  to  sun  rays, 
while  taking  the  drug,  was  the  sole  cause  of 
these  rashes,  but  we  have  noted  them  in  in- 
dividuals who  never  went  out  in  the  sun. 

(h)  Jaundice  is  of  two  types,  one  a se- 
vere hemolytic  jaundice  and  the  other  the 
result  of  a hepatitis,  an  extremely  disturb- 
ing development  in  view  of  possible  perma- 
nent damage  to  the  liver;  usually  accom- 
panied by  secondary  anemia;  blood  trans- 
fusions help  here. 

(i)  Anemia;  severe  hemolytic  anemias 
have  been  attributed  to  sulfanilamide,  and 
may  occur  after  moderate  doses  of  the  drug, 
at  times  accompanied  by  icterus.  Enlarge- 
ment of  spleen  and  liver  have  been  observed. 
Transfusions  seem  to  counteract  progress 
somewhat. 

(j)  Hemoglobinuria  usually  develops 
early  in  hypersusceptive  individuals  with 
alarming  drop  in  hemoglobin  level  within  a 
few  days. 

(k)  Granulocytopenia;  depression  of  leu- 
kocytes following  sulfanilamide  may  be 
partly  due  to  drug  and  partly  due  to  the  in- 
fection present;  in  some  the  granulocytes 
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disappear  completely  with  alarming  pyrexia 
but  with  final  outcome  satisfactory. 

In  a few  instances  the  toxemia  will  not 
evidence  itself  during  the  course  of  therapy 
but  will  come  on  two  or  three  weeks  fol- 
lowing discontinuance  of  the  drug.  Pyrexia 
to  105°  F.,  jaundice,  enlargement  of  spleen 
and  liver,  and  a rash,  may  be  among  such 
delayed  symptoms.  Such  reactions  may  well 
come  on  after  the  patient  has  been  dis- 
charged by  his  physician.  Usually  when- 
ever severe  toxic  reactions  occur,  such  pa- 
tients are  not  benefited  by  sulfanilamide 
and  the  sooner  it  is  discontinued  the  better. 

INHIBITORY  ACTION  OB'  SULFANILAMIDE  ON 
SPERMATOGENESIS 

Jaubert  and  Motz,  of  Paris,  carefully 
studied  the  spermatic  fluid  in  twenty-three 
men  with  gonorrhea  treated  with  sulfanila- 
mide and  found  that,  as  a result  of  such 
therapy,  39.4  per  cent  remained  with  nor- 
mal sperm,  in  30.4  per  cent  sperm  was  mod- 
erately decreased  and  in  30.4  per  cent  it 
was  very  much  diminished.  The  number  of 
the  spermatozoa  as  well  as  their  shape  was 
noticeably  changed,  this  toxic  action  ap- 
pears as  soon  as  sulfanilamide  is  begun  and 
appears  to  continue.  In  contrast  they  quote 
a series  of  gonorrhea  cases  in  which  sulfa- 
nilamide was  not  used  and  found  normal 
sperm  in  89.5  per  cent  of  cases,  moderately 
decreased  in  7.8  per  cent,  very  markedly  de- 
creased in  0.4  per  cent  and  azoospermia  in 
8.2  per  cent.  Cases  complicated  by  epididy- 
mitis, prostatitis  and  vesiculitis  were  ex- 
cluded from  the  series  under  study.  Unfor- 
tunately, these  observers  do  not  mention  the 
quantity  of  sulfanilamide  they  prescribe. 
Our  personal  observations  on  this  phase  of 
the  toxicity  of  this  substance  have  not  been 
sufficiently  extensive  to  comment. 

In  the  limited  time  at  our  disposal,  it  is 
not  possible  to  evaluate  clinically  many 
chemotherapeutic  agents  that  still  hold  the 
attention  of  the  serious  worker  in  this  field ; 
such  substances  are  hexylresorcinol,  beta- 
hydroxybutyric  acid  and  mandelic  acid  still 
remain  subject  to  more  deserving  experi- 
mentation than  has  been  accorded  them  thus 
far.  All  three  have  merit.  But  the  azo  de- 
rivatives, coming  at  about  the  same  time, 


with  such  dramatic  appeal,  have  completely 
obscured  these  other  deserving  agents  for 
combating  urinary  infection. 

At  present  the  urologist  is  being  asked  to 
appraise  therapeutically  a group  of  these 
chemicals,  the  better  known  of  them  being ; 
(a)  sulfanilamide,  (b)  uleron,  (c)  disulon, 
(d)  sulfapyridine,  (e)  sulfacetimide,  (f) 
benamide,  and  (g)  sulfathiazole. 

That  these  recently  introduced  azo  deriva- 
tives represent  a decided  step  forward  in 
the  treatment  of  urogenital  infections  no 
one  will  question.  And  these  seven  mention- 
ed agents  are  but  the  vanguard  of  a host  of 
other  similar  substances  yet  to  come. 

Uleron  orD-373  has  been  recommended  for 
its  specific  action  not  only  against  gonococci, 
hemolytic  streptococci  and  meningococci, 
but  also  against  staphylococci.  The  foreign 
literature  on  uleron  or  D-373  is  so  formid- 
able that  an  adequate  review  of  findings  is 
impossible  here.  In  1938  alone  more  than 
160  articles  reported  results  in  the  use  of 
this  preparation  in  gonorrhea.  It  appears 
indicated  in  urethritis,  seminal  vesiculitis, 
epididymitis,  prostatitis,  vulvovaginitis,  en- 
docervicitis,  salpingitis  and  gonorrheal 
arthritis;  also  in  staphylococcus  infections 
generally  in  urogenital  tract.  Although  still 
experimental,  uleron  has  been  used  in  our 
office  practice  in  over  a hundred  cases  of 
neisserian  infection  with  approximately  70 
per  cent  satisfactory  results.  Dose : 3 grams 
(45  grains)  daily  for  four  consecutive  days. 
After  this  course  of  treatment  there  should 
be  an  interval  of  seven  days,  during  which 
no  drug  is  given.  No  more  than  three 
courses  of  treatment  with  uleron  should  be 
given.  We  noted  no  peripheral  neuritis  in 
our  series  under  uleron  and  the  other  usual 
toxic  symptoms,  if  present,  were  far  less 
marked  than  those  experienced  with  similar 
doses  of  sulfanilamide. 

Sodium  disidon  or  sulfanil-sidfanilamide: 
This  compound  azo  derivative  is  credited 
with  a therapeutic  index  at  least  five  times 
as  favorable  as  that  of  sulfanilamide.  Like 
most  of  these  substances  we  observed  that 
the  blood  concentration  with  sodium  disulon 
does  not  vary  with  fluid  intake;  that  is, 
forced  or  restricted  fluid  intake  has  no  ef- 
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feet  on  the  blood  concentration  nor  on  the 
total  excretion  of  sodium  disulon. 

This  chemical  has  enjoyed  the  enviable 
position  of  acting  favorably  in  many  cases 
of  gonorrhea  that  appeared  to  be  sulfanila- 
mide-resistant. Repeatedly,  this  observation 
has  been  made  in  our  own  practice.  We 
might  state  further  that  in  the  treatment  of 
gonorrheal  cases,  if  there  is  no  response  to 
the  drug  in  four  days,  one  may  conclude  that 
no  response  will  be  obtained  with  this 
therapy,  and  it  might  just  as  well  be  discon- 
tinued. If  sodium  disulon  is  going  to  affect 
the  gonococcus  at  all,  it  will  be  found  to  act 
promptly,  even  where  a conservative  dosage 
is  employed. 

Peripheral  neuritis,  a complication  ob- 
served by  some,  has  never  been  noted  in  our 
practice,  and  we  attribute  this  solely  to  the 
fact  that  we  have  avoided  excessive  dosage 
of  these  substances.  Sodium  disulon  has 
been  recommended  in  infections  due  to  the 
gonococcus,  staphylococcus,  certain  sporu- 
lating  anaerobes,  psuedomonas,  and  Strep- 
tococcus hemolyticus. 

Since  the  beginning  of  our  clinical  study 
with  sodium  disulon,  we  have  employed  it 
in  approximately  200  cases  of  gonorrhea 
and  over  400  cases  of  kidney  and  bladder  in- 
fection. Sodium  disulon  is  not  a specific  in 
all  types  of  urogenital  infection.  In  approxi- 
mately 33  per  cent  of  instances  we  found 
that  it  so  upset  our  patients  that  they  re- 
fused to  take  it.  In  those  who  can  tolerate 
sodium  disulon,  fully  half  of  the  patients 
are  markedly  improved  by  its  use,  while  in 
the  remaining  half  we  obtained  apparent 
cures,  both  to  stained  smears  and  culture 
studies.  Sodium  disulon  appears  far  less 
toxic  than  sulfanilamide.  It  is  far  more  ef- 
fective in  infections  of  the  coccal  group  and 
is  less  reliable  in  treating  those  of  the  colon 
bacillus  group. 

Sulfapyridine : This  drug  is  really  a sul- 
fanilamide pyridine.  Its  administration  de- 
mands constant  supervision  because,  on  the 
basis  of  blood  concentration  values  it  ap- 
pears to  be  more  toxic  than  sulfanilamide. 
In  urogenital  inflammations  it  has  been  rec- 
ommended for  use  in  treating  the  gonococ- 
cus, Streptococcus  hemolyticus  and  B.  coli 


infections.  Numerous  instances  of  stone 
formation  in  the  kidneys  have  been  reported 
following  its  administration  over  a pro- 
tracted period  and  this  complication  must 
ever  be  borne  in  mind.  Where  hematuria  is 
observed  following  its  use,  the  urinary  tract 
should  be  x-rayed  in  order  to  rule  out  sul- 
fapyridine calculi.  Some  deaths  have  been 
reported  from  anuria  following  sulfapyri- 
dine therapy;  whether  all  of  these  fatalities 
were  due  to  unrecognized,  bilateral  renal 
stone  formation  cannot  be  determined. 

Sulfacetimide  or  338-A  is  an  acetyl  com- 
pound derived  from  sulfanilamide  which  is 
claimed  to  be  markedly  effective  therapeuti- 
cally with  minimum  toxic  action  while  re- 
taining maximum  effectiveness.  It  is  par- 
ticularly advocated  in  gonorrhea  and  B.  coli 
infections.  Sulfacetimide  is  also  a newcomer 
and  our  experimental  studies  to  date  do  not 
warrant  forming  an  opinion  regarding  its 
efficacy,  but  of  its  low  toxicity  we  can  at- 
test. 

Benamide  or  S-22  is  another  compound 
and  analog  of  sulfanilamide  which,  because 
it  is  an  acyl  derivative  of  the  parent  drug, 
appears  to  possess  low  toxicity  and  appears 
particularly  effective  in  combating  strepto- 
coccus infection  in  the  urine.  This  is  one  of 
the  newer  experimental  products  given  us 
for  testing  and  we  have  not  sufficient  data 
as  yet  to  decide  fully  its  merits  but  it  is  less 
toxic  than  sulfanilamide. 

Sulfathiazole  or  S.  A.  T.-3925  is  a sulfa- 
nilamide thiazole  derivative.  Like  sulfanil- 
amide it  is  claimed  to  be  effective  against 
streptococci,  and  like  sulfapyridine  has  a 
pronounced  anti-pneumococci  action,  but, 
unlike  either  of  these  preparations,  it  fur- 
ther exerts  a definite  effect  upon  staphylo- 
cocci. So  far,  in  using  it  experimentally,  in 
a limited  number  of  cases  of  resistant  sta- 
phylococcus infections  of  the  bladder  fol- 
lowing transurethral  prostatic  resection,  it 
has  completely  cleared  up  foul  bladders, 
within  a week  or  less  time,  that  resisted  lo- 
cal treatment  combined  with  the  oral  ad- 
ministration of  other  members  of  the  azo 
derivative  group.  It  is  far  less  toxic  than 
sulfanilamide  when  given  in  corresponding 
dosage. 
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SUMMARY 

Much  more  experimental  work  must  be 
done  clinically  before  we  can  definitely 
evaluate  the  various  sulfanilamide  deriva- 
tives in  order  to  give  each  its  allotted  place 
in  urologic  practice.  Whereas  we  cannot 
align  ourselves  all  the  way  with  many  ultra- 
enthusiasts in  chemotherapy  who  claim  100 
per  cent  clinical  results,  nevertheless  we  are 
of  the  opinion  that  Domagk’s  discovery  of 
the  clinical  bacteriostatic  effects  of  the  par- 
ent substance,  prontylin,  ranks  second  only 
to  Ehrlich’s  discovery  of  the  value  of  sal- 
varsan  in  spirochetal  infestations.  As  we 
view  present  difficulties  and  failure  with 
these  drugs,  it  would  seem  that  too  large  a 
dosage  is  being  used  by  many,  causing  fail- 
ures or  toxic  reactions,  where  smaller  doses, 
in  continuation  with  antigens,  and  the  nec- 
essary local  treatment,  might  bring  results. 
Maintaining  an  adequate  fluid  intake  is 
most  essential,  especially  where  sulfapyri- 
dine  is  being  administered  so  as  to  avoid 
colloid  calculus  formation.  Repeated  cys- 
toscopies on  every  patient  using  these  drugs 
seem  imperative.  Finally,  it  must  be  ac- 
knowledged that  no  single  agent  in  the 
series  can  be  used  for  all  types  of  urogenital, 
bacterial  infections  and  that  local  treatment 
so  well  established  must  always  supplement 
oral  and  serologic  therapy. 

o 

CHEMOTHERAPY  IN  PNEUMONIA* 

C.  P.  HERRINGTON,  M.  D. 

Alexandria 

In  chemotherapy  in  pneumonia,  at  last, 
we  physicians  have  treatment  within  reach 
of  most  of  our  patients  which  will  tend  to 
give  us  a standard  of  treatment. 

In  chemotherapy  we  have  had,  first,  sul- 
fanilamide which  was  beginning  to  find  a 
favorable  place  in  our  armamentarium 
when  a derivative,  sulfapyridine,  was  dis- 
covered. The  latter  has  proved  more  dra- 
matic in  action.  It  is  about  sulfapyridine 
that  this  paper  will  be  chiefly  concerned. 
There  are  two  other  derivatives  of  sulfanil- 
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amide  (sulfathiazole  and  sulfamethylthia- 
zole)  which  are  under  study  and  experimen- 
tation that  might  prove  even  better,  but  as 
yet  they  have  not  been  Council  accepted. 

REVIEW  OP  LITERATURE 

From  reviewing  the  recent  literature  we 
find  that  after  Domagk’s  discovery  of  the 
remarkable  bactericidal  properties  of  sul- 
famidochrysoidine  had  become  rather  wide- 
ly known  and  others  had  shown  that  sulfa- 
nilamide was  capable  of  producing  com- 
parable results  in  many  and  varied  infec- 
tions of  the  human  body,  there  was  an  in- 
tense activity  among  chemists  to  synthesize 
and  investigate  compounds  related  to  these 
two.  In  the  year  1937,  papers  dealing  with 
these  compounds  appeared  widely  in  the 
medical  literature  of  the  world  and  out  of 
this  research  came  benzyl  sulfanilamide,  the 
various  derivatives  of  disulfanilamide  and 
sulfapyridine. 

Whitby1  first  described  sulfapyridine  in  a 
paper  which  appeared  in  the  Lancet,  May, 
1938.  He  had  previously  been  actively  in- 
vestigating many  other  related  compounds 
but  this  one  showed  considerable  protection 
in  mice  against  pneumococci  of  types  I,  VII, 
and  VIII.  Some  protection  was  also  evident 
for  types  II,  III,  and  V.  The  preliminary 
determinations  of  toxicity  for  mice  gave 
rather  low  values  and  the  author  at  first 
thought  that  the  drug  acted  on  the  capsule 
of  the  organism.  Later  in  the  same  year 
Whitby2  gave  more  complete  information 
about  this  new  drug,  stating  that  it  was 
highly  active  against  certain  types  of  pneu- 
mococci as  well  as  beta  streptococci  and 
the  meningococci.  Sulfapyridine  had  al- 
ready been  tried  in  human  cases,  by  that 
time,  though  these  are  not  described  in  de- 
tail. Even  in  this  early  report  vomiting  was 
mentioned  as  a troublesome  side  action  of 
the  drug  and  experiments  had  already  been 
attempted  at  parenteral  administration  by 
making  a suspension  of  sulfapyridine  in 
olive  oil. 

The  first  report  of  a fairly  large  series  of 
cases  treated  with  sulfapyridine  was  that  of 
Evans  and  Gaisford3  who  used  the  drug  in 
100  patients  with  lobar  pneumonia.  Simul- 
taneously 100  patients  were  treated  by  ordi- 
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nary  methods  to  serve  as  controls.  The  mor- 
tality in  the  treated  series  was  8 per  cent, 
whereas  that  in  the  controls  was  27  per  cent. 
The  dosage  used  was  2 grams  of  the  drug 
orally  on  admission,  followed  by  1 gram 
every  four  hours  for  the  first  72  hours,  the 
total  dose  usually  amounting  to  25  grams. 

Following  these  early  papers  interest  in 
the  new  drug,  which  was  then  supplied  un- 
der the  name  M & B 693,  rapidly  spread  to 
other  countries.  In  the  United  States,  Long 
and  Bliss  conducted  pioneer  studies  of  a 
carefully  controlled  nature.  By  May,  1939, 
sufficient  data  had  accumulated  so  that  the 
Council  of  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  felt  justified 
in  publishing  a report4  approving  the  drug 
for  experimental  use.  This  report  showed 
that  sulfapyridine  had  been  used  in  approxi- 
mately 1800  cases  of  pneumonia  in  adults 
and  in  650  cases  in  children.  The  action  of 
the  drug  was  stated  to  be  unknown  at  the 
time  of  the  report  and  considerable  caution 
in  its  use  was  urged.  However,  the  state- 
ment was  made,  “At  the  present  time  there 
is  every  indication  that  the  drug  is  a useful 
remedy.”  The  report  set  up  standards  for 
purity  and  identification  of  the  drug,  some- 
thing which  had  been  notably  lacking  up  to 
that  time. 

In  early  determinations  of  toxicity  of  sul- 
fapyridine reports  were  made  that  it  was 
less  toxic  than  sulfanilamide,  but  later  ex- 
periments, using  the  soluble  sodium  salt, 
proved  it  to  be  more  toxic  when  it  was  com- 
pletely absorbed. 

PHARMACOLOGIC  ACTION 

The  low  solubility  of  sulfapyridine  also 
determines  one  of  the  complications  it  some- 
times causes : the  formation  of  renal  calculi. 
The  kidneys  are  able  to  concentrate  the  glo- 
meruli filtrate  containing  the  drug  and  its 
acetyl  derivative  to  such  a point  that  cry- 
stals which  may  readily  form  concretions 
are  precipitated.  Sulfanilamide  has  not  been 
known  to  be  responsible  for  the  phenome- 
non, probably  because  of  its  greater  solu- 
bility. Whitby2  has  shown  that  despite  the 
relative  insolubility  of  sulfapyridine  the 
drug  seemed  to  be  readily  absorbed  in  thera- 
peutic doses.  This  observation  has  been  con- 


firmed by  almost  all  observers  since  that 
time.  Absorption  of  the  drug  seems  to  be 
facilitated  by  administering  it  in  finely  di- 
vided form,  crushed,  and  mixed  with  food 
or  milk. 

After  sulfapyridine  enters  the  blood 
stream  its  distribution  in  the  body  is  very 
similar  to  that  of  sulfanilamide ; it  is  found 
in  all  the  tissues  roughly  in  proportion  to 
their  water  content.  Sulfapyridine  appears 
very  rapidly  in  the  blood  after  oral  admin- 
istration and  attains  its  maximum  concen- 
tration during  the  second  hour  following  the 
single  dose.5  This  drug  diffuses  readily  into 
the  cerebrospinal  fluid  where  it  may  reach 
a concentration  almost  equal  to  that  in  the 
blood.  Sulfapyridine  is  partially  converted 
to  the  acetyl  derivative  in  the  human  body 
and  there  is  a marked  individual  variation 
with  respect  to  this  change.  The  acetylation 
of  sulfapyridine  may  be  correlated  with  the 
metabolic  rate,  acetylation  being  more  ac- 
tive with  elevated  metabolism.  Sulfapyri- 
dine is  freely  excreted  in  the  urine,  but  the 
percentage  which  may  be  recovered  from 
the  urine  varies  considerably  among  differ- 
ent individuals  and  bears  a direct  relation 
to  the  excellence  of  kidney  function. 

Sulfapyridine,  like  sulfanilamide,  gives 
rise  to  certain  degradation  products  which 
have  a catalytic  effect  on  the  reaction  tend- 
ing to  produce  methemoglobin  in  the  body. 
Cyanosis  is  frequently  observed  when  full 
doses  of  the  drug  are  given.  The  nature  of 
these  catalysts  is  still  a matter  of  dispute. 

METHOD  OF  ADMINISTRATION  OF  SULFAPYRIDINE 

The  principles  of  dosage  of  sulfapyridine 
are  still  not  definitely  established,  but  due 
to  the  rapid  and  rather  complete  absorption 
of  the  drug  the  oral  route  should  be  chosen 
unless  vomiting  or  delirium  make  it  impos- 
sible. Since  the  blood  level  reaches  its  peak 
approximately  two  hours  after  any  given 
dose,  the  most  advantageous  spacing  for 
doses  is  three  to  four  hours  apart,  in  finely 
divided  form,  mixed  with  food  or  drink,  but 
not  in  capsules.  The  irregularity  of  absorp- 
tion and  the  variability  of  acetylation  make 
determinations  of  the  blood  level  of  sulfa- 
pyridine almost  imperative  if  accurate  con- 
trol of  dosage  is  sought.  Fortunately,  the 
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widely  used  method  of  Marshall  may  be  ap- 
plied without  modification  to  the  determina- 
tion of  sulfapyridine  in  the  blood.  Empiric 
observations  have  indicated  that  the  blood 
level  should  lie  somewhere  between  4 and  15 
mg.  per  100  c.  c.  in  order  to  obtain  good  re- 
sults. As  with  sulfanilamide,  the  rapid  ex- 
cretion of  sulfapyridine  from  the  body  may 
be  accomplished,  if  this  is  desired,  by  a 
great  increase  in  the  fluid  intake  and  the 
promotion  of  diuresis.  A necessity  for  this 
measure  may  arise  in  cases  where  severe  re- 
actions occur  or  where  aeetylated  sulfapy- 
ridine crystals  create  mechanical  difficul- 
ties in  the  kidneys.  If  difficulty  is  experi- 
enced in  attaining  the  desired  blood  concen- 
tration by  oral  administration  of  the  drug, 
the  recent  introduction  of  the  sodium  salt 
in  a form  suitable  for  intravenous  adminis- 
tration solves  the  problem.  Generally,  only 
one  or  two  injections  are  needed  to  produce 
a satisfactory  level  and  this  may  often  be 
maintained  subsequently  by  proper  oral 
dosage. 

Bacteriologic  experiments  tend  to  prove 
that  sulfapyridine  does  not,  in  itself,  kill  the 
organism  but  exerts  a bacteriostatic  effect 
which  aids  the  normal  defenses  of  the  body 
in  overcoming  the  infection,  and  that  cer- 
tain strains  of  pneumococci  may  become  re- 
sistant to  sulfapyridine  if  they  have  been 


exposed  to  the  drug  in  sublethal  concentra- 
tion. Because  pneumococci  may  become  re- 
sistant to  the  action  of  sulfapyridine  which 
does  not  inhibit  the  formation  of  specific 
antibodies  it  is  advisable  to  attain  the  maxi- 
mum blood  concentration  as  quickly  as  pos- 
sible. 

In  clinical  pneumonia,  many  papers  which 
have  appeared  describing  the  clinical  results 
in  pneumococcic  pneumonia  and  in  general, 
the  dosage  has  followed  more#or  less  stereo- 
typed procedures  which  consisted  of  an  in- 
itial rather  massive  dose,  followed  by  main- 
tenance doses  every  three  or  four  hours. 
When  the  treatment  was  successful,  the 
first  evidence  of  improvement  (and  this  has 
been  noted  with  great  regularity  by  all  ob- 
servers) was  a rapid  and  sudden  drop  in 
temperature,  usually  within  the  first  24 
hours.  Following  this  usually  the  patients 
began  to  improve  immediately  and  quickly 
recovered. 

After  obtaining  permission  from  the 
staff,  I have  compiled  statistics  of  the  pneu- 
monia cases  treated  with  sulfapyridine  at 
the  Baptist  Hospital,  Alexandria,  Louisiana, 
during  the  past  year.  There  were  90  cases 
of  pneumonia,  both  lobar  and  bronchial.  Of 
this  number  there  were  48  children  under 
12  years  of  age  with  three  deaths,  a mor- 
tality of  6.25  per  cent  and  42  adults,  (over 
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No.  of 


Author  eases 

Flippin  and  Pepper  2 

Dyke  and  Reid  8 

Anderson  and  Dowdeswell 50 

Agranat,  Dreosti  and  Ordman 71 

27 

Lawrence  2 

Williams  and  Morgan  50 

Meakins  and  Hanson  30 

Alsted  6 

Graham,  Warner,  Dauphinee  and  Dickson  50 

Hanssen 6 

Plummer  and  Ensworth  88 

Smith  and  Nemir 93 

Plummer  and  Ensworth  270 

Flippin 100 

Wilson,  Spreen,  et  al 35 

Long  and  Wood  139 

Volini,  Levitt  and  Campione  60 

Pepper,  Flippin,  Schwartz  and  Lockwood 400 


1487 


No.  of  Average  Mortality  Control 


controls 

daily 

dose 

per  cent 

mortality 

per  cent 

0 

6 

gm. 

0 

0 

6 

gm. 

0 

50 

6 

gm. 

2 

16 

86 

6 

gm. 

8.5 

18.5 

27 

6 

gm. 

7.4 

22.2 

0 

6 

gm. 

0 

0 

2 

0 

6 

gm. 

3.3 

0 

Total  of  12  to 

33 

gm. 

33 

7 

Initial  dose 

12 

gm. 

6 

23 

Then 

6 

gm. 

0 

17 

? 

6 

gm. 

S 

25-35 

0.7 

gm.  followed  by 

3.5 

gm. 

6 

6 

gm. 

12.6 

35-40 

0 

6 

gm. 

5 

35 

10 

gm. 

0 

0 

(Later 

15 

gm.) 

0 

6 

gm. 

7.2 

0 

6 

gm. 

3.3 

0 

6 

gm. 

7 

468 


Totals — 18  papers 


Av.  6.7 


Av.  21 
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12  years  of  age),  with  three  deaths,  a mor- 
tality of  7.1  per  cent.  Average  mortality  of 
the  90  cases,  6.66  per  cent.  The  average 
amount  of  drug  taken  by  the  adult  cases 


was  13.6 

grams. 

THE  FATAL  CASES 

Age 

Cause  of  Death 

Amount  of 

Drug 

1.  86 

Bronchopneumonia 

38.5 

gm. 

2.  45 

Lobar  pneumonia  (moribund  on 

1 

gm. 

admission ) 

3.  65 

Labor  pneumonia  (neoprontosil, 

11 

gm. 

sulfapyridine) 

7 

gm. 

4.  6 

mo. 

Bronchopneumonia 

3.5 

gm. 

5.  7 

mo. 

Bronchopneumonia — otitis  media 

(neoprontosil. 

1 

gm. 

sulfapyridine) 

0.2 

gm. 

6.  16 

mo. 

Bronchopneumonia  with  pertussis 

1.5 

gm. 

There  was  the  usual  nausea  and  vomiting 
in  almost  all  of  the  cases  and  occasionally 
cyanosis  which  was  relieved  by  oxygen. 
Acetylated  crystals  were  noted  chiefly  in  the 
aged  and  debilitated  cases.  Leukopenias 
were  noted  occasionally  but  recovered  quick- 
ly on  stopping  the  drug.  There  were  no 
cases  of  hepatitis,  acute  hemolytic  anemias 
or  agranulocytosis  following  sulfapyridine 
therapy. 

CONTRAINDICATIONS  TO  SULFAPYRIDINE 

The  contraindications  to  sulfapyridine 
therapy  in  pneumonia  are  rather  vague,  and 
are  based  on  suspicion  and  hearsay.  Sulfa- 
pyridine should  be  avoided  when  patients 
give  a definite  history  of  an  idiosyncrasy  to 
sulfanilamide.  It  should  be  avoided  or  used 
very  cautiously  in  patients  who  have  hepatic 
damage.  In  patients  who  have  marked 
anemia  the  drug  should  be  withheld  until 
a blood  transfusion  can  be  given.  It  may  be 
administered  with  caution  when  there  is  a 
low  white  cell  count  unless  a sudden  drop 
from  the  original  count  is  noted  after  the 
first  one  or  two  doses  are  given. 

The  drug  is  to  be  discontinued  when  signs 
of  severe  hepatitis,  acute  hemolytic  anemia, 
agranulocytosis,  or  hematuria  with  or  with- 
out signs  of  renal  failure,  develop. 

Sulfapyridine  has  not  been  found  to  be  in- 
compatible with  any  of  the  usual  drugs 
employed  in  the  treatment  of  pneumonia 
and  one  should  not  withhold  any  drug  when 
the  necessity  arises.  This  does  not  apply  to 
saline  laxatives  or  cathartics  which  are  al- 
ways to  be  avoided. 


SUMMARY 

It  must  be  admitted  that  sulfapyridine  is 
not  an  ideal  chemotherapeutic  agent  but  it 
is  hoped  and  anticipated  that  it  will  be 
superseded  by  a more  satisfactory  agent. 

It  may  be  said  that  the  results  obtained 
with  sulfapyridine  in  pneumonia  have  more 
than  justified  the  initial  hopes  which  were 
raised.  There  is  a remarkable  unanimity  of 
opinion  to  the  effect  that  the  mortality  rate 
for  this  disease  has  been  lowered  to  approxi- 
mately one-third  of  its  former  level  through 
the  use  of  this  drug. 

Already  an  enormous  saving  of  human 
life  has  occurred  as  a result  of  the  wide- 
spread use  of  this  newcomer  in  the  sulfa- 
nilamide series  and  it  is  not  too  much  to  ex- 
pect that  succeeding  years  will  bring  forth 
other  compounds,  each  with  its  special  field 
of  usefulness,  so  that  many  of  the  most  ter- 
rible bacterial  infections  known  today  will 
be  rendered  comparatively  benign. 
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DISCUSSION 

Dr.  F.  A.  Thomas  (Urania)  : Dr.  Herrington 

has  presented  a comprehensive  paper  on  chemo- 
therapy in  pneumonia,  and  I think  very  little  can 
be  added  to  it.  He  has  made  an  exhaustive  study 
which  should  mean  something  to  all  of  us. 

I would  like  to  mention  one  or  two  of  the  newer 
drugs  not  as  yet  Council  accepted,  namely,  sulfa- 
thiazole.  However,  at  present,  there  has  been  much 
experimental  work  done  with  it,  and  Dr.  Long’s 
report  in  the  March  issue  of  the  Journal  of  the 
American  Medical  Association  is  very  favorable, 
with  the  exception  of  its  producing  results  very 
similar  to  those  of  sulfapyridine  and  the  indications 
and  contraindications  are  the  same. 

In  regard  to  sulfapyridine,  I wish  to  stress  the 
importance  of  oral  administration  in  sufficient 
doses  to  kill  the  organism  and  not  allow  drug  fast- 
ness to  develop.  It  has  been  proved  that  when  drug 
fastness  develops  this  particular  pneumococcus  will 
hold  through  15  translations  from  one  animal  to 
another,  and  when  this  occurs  you  will  run  into  dif- 
ficulty with  succeeding  cases  developed. 


It  has  also  been  shown  that  sulfapyridine  acts 
well  given  late  in  the  disease  and  there  are  no  con- 
traindications to  giving  it  along  with  serum.  Drs. 
Lowell  Brown  and  Finlan,  in  a selected  series  of 
cases,  gave  the  two  together,  and  according  to  this 
report  reduced  the  mortality  from  50  to  26  per  cent 
in  this  particular  kind  of  case,  using  the  two  to- 
gether. His  explanation  of  that  is  that  because  of 
the  debilitated  condition  of  the  patient  no  immune 
antibodies  have  been  developed.  Consequently,  the 
capsule  of  the  organism  cannot  be  penetrated  so  as 
to  kill  the  organism  out.  By  giving  sulfapyridine, 
there  will  be  produced  bacterial  stasis,  slowing  up 
of  the  growth  of  the  organism,  and  in  addition, 
giving  the  serum  will  activate  the  capsule  of  the 
organism,  thereby  allowing  the  phagocytes  left  to 
destroy  them.  In  his  series  the  results  were  grati- 
fying in  this  selected  type  of  cases. 

Dr.  J.  P.  Sandei’s  (Caspiana)  : Sulfapyridine  is 

certainly  a wonderful  drug  in  general  practice  and 
especially  in  the  treatment  of  lobar  pneumonia. 
However,  other  fields  of  chemotherapy  have  been 
opened  up  before.  We  have  a drug,  quinine,  over 
300  years  old,  which  was  not  recognized  as  a chemo- 
therapeutic agent  until  recently.  Later  606  came  in 
and  then  neosalvarsan,  neither  of  which  is  anti- 
bacterial in  action.  When  first  discovered  sulfanil- 
amide was  considered  useless.  Of  course,  we  now 
know  that  it  sets  off  some  sort  of  mechanism  that 
kills  the  organism.  We  wonder  how  many  fields  are 
going  to  be  opened  in  the  near  future  by  other 
drugs,  such  as  sulfanilamide,  sulfapyridine  and  sul- 
fathiazole  have  done.  It  appears  to  me  that  vast 
fields  of  chemotherapeutic  reactions  are  going  to 
develop  soon  and  a great  many  uses  may  be  made 
of  them  not  now  known. 

I would  like  to  ask  Dr.  Herrington  what  his  opin- 
ion is  of  the  method  of  action  of  sulfapyridine. 

Dr.  Henry  D.  Ogden  (New  Orleans)  : I think 

in  evaluating  the  effects  of  sulfapyridine  we  have 
to  keep  in  mind  the  causative  organism.  Pneumonia 
may  be  caused  by  other  organisms  than  the  pneu- 
mococcus. I recently  had  occasion  to  see  a rather 
rare  case,  a case  of  staphylococcic  pneumonia.  The 
diagnosis  of  staphylococcic  pneumonia  was  made  j 
because  the  sputum  repeatedly  was  loaded  with  j 
staphylococci,  and  on  one  occasion  the  blood  cul- 
ture was  positive.  At  no  time  at  all  were  we  able 
to  find  more  than  a few  pneumococci,  and  that  on 
only  one  occasion.  This  patient  was  put  on  sulfa- 
pyridine with  no  results  at  all  and  the  blood  count 
dropped  to  3,000.  Finally,  in  desperation  the  pa- 
tient was  given  one  of  the  new  drugs,  sulfathiazole 
or  sulfamethylthiazole,  but  the  patient  died  after  ' 
several  days.  I understand  that  two  other  physi- 
cians in  New  Orleans  had  two  similar  cases.  The  j 
same  type  of  treatment  was  followed  with  sulfa-  i 
thiazole  or  sulfamethylthiazole,  I cannot  say  for 
sure  which,  but  I do  know  it  was  one  of  these  drugs,  j 
Therefore  I think  in  evaluating  the  results  of  sul-  , 
fapyridine  we  have  to  remember  the  causative  or- 
ganism of  the  pneumonia,  as  these  new  chemical 
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agents  have  varying  effects  on  different  organisms. 

Dr.  W.  F.  Drummond  (Shreveport)  : In  pneu- 

monia many  men  give  sulfapyridine  as  a means  of 
prevention.  ' That  is  to  be  condemned  and  if  con- 
tinued to  be  used  in  that  way  the  mortality  from 
lobar  pneumococcal  pneumonia  will  rise.  Again,  to 
give  it  in  small  doses,  the  organism  becomes  quite 
resistant  and  later  full  therapeutic  doses  are  of  no 
avail. 

The  majority  of  men  have  gotten  away  from  typ- 
ing the  organism ; to  me  that  cannot  be  done.  Plum- 
mer has  cleai’ly  shown  that  with  sulfapyridine  alone 
there  was  a mortality  of  17  per  cent  in  type  III 
pneumonia  which  could  be  reduced  to  11  per  cent 
with  the  use  of  type  III  serum  and  sulfapyridine. 

There  has  appeared  in  the  literature  something 
we  have  seen  before  only  rarely  and  that  is,  the 
same  type  pneumonia  recurring  in  the  same  pa- 
tient. The  patient  will  have  a type  III  or  type  IV 
pneumonia  and  be  discharged  from  the  hospital  to 
return  in  four  or  five  days  with  pneumonia  of  the 
same  type. 

It  has  been  our  experience  that  unless  the  typing 
is  done  before  sulfapyridine  is  started  that  we  can- 


not type  the  organism,  but  get  a negative  “Quel- 
lung.”  Pharmacologic  houses  deny  such,  but  other 
men  have  found  this  to  be  true.  Willoughby’s  im- 
pression in  the  beginning  was  that  the  action  of 
sulfapyridine  was  on  the  capsule  and  this  has  been 
our  finding. 

In  all  probability  sulfathiazole  will  be  accepted 
very  soon.  We  have  used  sulfathiazole  experimen- 
tally at  the  Highland  Sanitarium  in  Shreveport, 
but  as  we  use  sulfapyridine  in  pneumonia,  and  have 
had  only  one  case  of  staphylococcal  pneumonia 
(proved  by  sputum  and  blood  culture)  I cannot  an- 
swer Dr.  Ogden.  I do  not  think  sulfamethylthiazole 
will  be  placed  on  the  market  since  The  Mayo  Clinic 
reports  the  all  too  frequent  occurrence  of  a peri- 
pheral neuritis  after  its  use. 

Dr.  C.  P.  Herrington  (In  closing)  : In  answer- 

ing Dr.  Sanders’  question,  I cannot  do  anything 
about  that.  I have  not  found  anything  in  the  litera- 
ture in  regard  to  the  mode  of  action.  As  Dr,  Drum- 
mond said,  the  action  was  first  thought  to  be  on  the 
capsule;  this  idea  was  changed  and  thought  to  be 
purely  bacteriostatic  in  action.  Now  we  are  not  so 
sure  but  that  the  action  is  on  the  capsule. 
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The  venous  channels  have  been  the  chos- 
en route  for  the  introduction  of  certain 
medicaments  for  many  years.  The  earliest 
attempts  at  intravenous  therapy  date  cen- 
turies back,  but  only  recently  has  this  type 
of  therapy  become  prevalent.  It  is  especially 
efficacious  in  those  conditions  wherein  the 
extra-cellular  fluid  content  of  the  body  has 
become  altered  by  some  pathologic  process. 
Circulating  extra-cellular  fluid  is  repre- 
sented by  the  blood  plasma.  This  fluid  con- 
stitutes the  immediate  environment  of  the 
organism  and  the  degree  of  normalcy  of  the 
individual  is  proportionate  to  the  normalcy 
of  this  medium.  The  extra-cellular  fluid 
sustains  two  important  services,  the  con- 
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the  Louisiana  State  Medical  Society,  New  Orleans, 
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veyance  of  nutrition  and  waste  materials 
and  the  regulation  of  the  physico-chemical 
conditions  within  the  organism. 

To  supplant  deficiencies  of  the  elements 
that  are  necessary  for  electrolytic  balance 
has  been  the  apparent  objective  for  which 
therapeutic  attempts  have  been  aimed.  The 
administration  of  solutions  containing  so- 
dium chloride  will  ofttimes  correct  a dis- 
turbance of  the  electrolyte  pattern  in  alka- 
losis and  in  moderate  acidosis.  Sodium  bi- 
carbonate or  sodium  lactate  can  be  given  to 
advantage  in  cases  of  severe  acidosis.  A 
mere  balanced  salt  solution  alleviates  the 
condition  of  severe  dehydration,  and  intra- 
venous glucose  is  efficacious  in  supplying 
energy  when  other  more  normal  routes  are 
unavailable. 

There  are,  however,  various  conditions  in 
which  additions  to  the  blood  stream  fail  to 
return  extra-cellular  fluid  to  normal.  The 
intricacies  of  the  vascular  tree  and  osmotic 
phenomena  are  ill  understood.  It  is  common 
clinical  experience  in  treating  certain  con- 
ditions that  large  amounts  of  the  usual  fluid 
agents  can  be  administered  without  correct- 
ing the  underlying  defect.  Severe  burns,  and 
in  the  condition  clinically  known  as  shock, 
due  either  to  trauma  or  hemorrhage,  there 
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is  little  success  in  regaining  or  maintaining 
normal  vascular  conditions. 

Before  evaluating  means  of  therapy  in 
the  treatment  of  shock,  brief  analysis  of  the 
mechanism  of  this  phenomenon  must  be  con- 
sidered. The  hypothetic  toxic  theory  has 
long  been  unconfirmed  and  generally  dis- 
credited. The  initiating  factors  are  devious, 
including  trauma,  bleeding  (external  or  in- 
ternal), loss  of  plasma  leading  to  concen- 
tration of  the  blood,  fear,  asphyxia,  or  cold. 
All  of  these  factors  lead  to  hyperactivity  of 
the  sympathetic  nervous  system.  This  in 
turn  leads  to  changes  in  the  permeability  of 
the  walls  of  the  blood  capillaries  and  loss 
of  the  intra-cellular  fluid  content  of  the 
blood.  This  decrease  in  the  volume  of  the 
circulating  blood  is  generally  admitted  to  be 
the  essential  lesion  in  shock.  Quoting  Free- 
man,1 “shock  is  the  clinical  condition  char- 
acterized by  progressive  loss  of  circulating 
blood  volume  brought  about  by  the  tissue 
anoxia  which  results  from  inadequate  cir- 
culation.” 

TREATMENT 

In  the  treatment  of  shock,  it  should  be  the 
aim  to  restore  vascular  tone  and  vascular 
volume  to  a normal  state  as  rapidly  as 
possible.  The  introduction  of  fluids  such 
as  saline,  Ringer’s  and  glucose,  have  been  a 
notorious  failure  in  maintaining  such  a 
condition.  It,  in  most  instances,  is  at  best 
of  only  transitory  value  and  is  rapidly  de- 
pleted from  the  venous  channels.  Acacia  has 
been  found  to  be  a more  stable  medicament 
and  will,  ofttimes,  re-establish  and  maintain 
vascular  tone.  The  attendant  reactionary 
dangers  of  acacia  are  of  such  frequency, 
however,  that  it  is  being  abandoned. 

Whole  blood  transfusions  have  been  used 
with  considerable  success.  If  given  in  time, 
vascular  volume  and  tone  are  re-established. 
There  are,  however,  definite  imperfections 
and  shortcomings  in  the  use  of  this  agent. 
The  time  element  of  obtaining  the  necessary 
Wassermann-negative  compatible  donor  has 
been  the  immediate  cause  for  many  fatal- 
ities. The  red  blood  cells  which  are  intro- 
duced into  the  blood  stream  are  not  the  an- 
swer to  the  needs  of  restoring  vascular  tone. 
They  constitute  merely  an  added  bulk  which 


might  further  lead  to  a concentration  with- 
in the  body.  The  anoxia  of  tissues  is  not  due 
solely  to  the  loss  of  the  vehicular  agent  to 
transport  this  hemoglobin. 

It  is  surprising  then,  that  it  has  taken 
so  many  years  for  physicians  to  realize  and 
to  use  to  advantage  that  portion  of  whole 
blood  which  is  the  beneficial  agent.  The  in- 
troduction of  human  blood  serum  or  plasma 
seems  the  most  natural  thing,  as  it  contains 
all  the  virtues  and  none  of  the  vices  of 
other  intravenous  fluid  medicaments.  With- 
in this  are  found  all  the  attributes  that  are 
present  in  a normal  environment,  including 
a protein  fluid  which  is  not  permeable  to 
the  capillary  walls  and  one  that  will  remain 
in  the  circulation. 

LITERATURE 

The  experimental  use  of  blood  serum  in 
combating  experimental  pathologic  condi- 
tions has  recently  been  done  by  Mahoney,2 
who  produced  traumatic  shock  in  dogs  and 
noted  the  advantages  of  serum  over  other 
intravenous  agents.  Bond  and  Wright,3 
after  extensive  animal  experimentation, 
concluded  that  serum  is  alone  capable  of 
raising  and  maintaining  blood  pressure  for 
any  length  of  time.  More  recently,  Levin- 
son,4 employing  dogs,  found  it  effective  in 
combating  shock,  secondary  to  severe  hem- 
orrhage. Working  on  human  subjects,  fa- 
vorable reports  have  recently  appeared  in 
the  literature,  the  latest  by  Strumia,5  who 
concludes  that  “the  intravenous  administra- 
tion of  blood  plasma  has  proved  to  be  an 
ideal  means  of  restoring  an  adequate  blood 
circulation  in  patients  suffering  from  sec- 
ondary shock,  rapidly  relieving  the  clinical 
manifestations.”  McClure0  has  successfully 
treated  severe  burns  with  blood  serum. 

A limited  working  experience  reveals  at 
once  the  almost  miraculous  therapeutic  ef- 
fects of  this  agent  in  the  treatment  of  shock. 
The  results  obtained  with  serum  or  plasma 
are  almost  identical.  Ease  in  obtaining  the 
material,  and  reportedly  rare  shock  attend- 
ing serum  administration  make  plasma  the 
agent  of  choice. 

Here,  briefly,  is  a representative  case: 

CASE  REPORT 

A colored  male,  40  years  of  age,  entered  the 
hospital  four  hours  after  a traumatic  amputation 
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of  the  right  lower  extremity  above  the  knee.  On 
entrance,  the  man  was  in  profound  shock,  exhibit- 
ing all  the  clinical  signs  and  having  a systolic 
blood  pressure  of  40.  Serum  was  at  once  adminis- 
tered at  the  rate  of  10  to  15  c.  c.  per  minute.  After 
35  minutes,  the  blood  pressure  was  110/60.  In  one 
hour  and  fifteen  minutes  after  the  administration 
of  650  c.  c.  of  serum,  the  blood  pressure  was  124/64. 
Three  hours  after  entrance  into  the  hospital,  950 
c.  c.  of  serum  had  been  administered.  The  man 
had  recovered  from  symptoms  of  shock,  blood 
pressure  was  170/90,  and  the  patient  was  in  such 
condition  that  he  was  considered  a good  surgical 
risk.  Disarticulation  of  the  thigh  was  done.  Dur- 
ing the  operation  the  blood  pressure  dropped  to 
90/60,  at  which  time  intravenous  serum  was  again 
started.  Twenty  minutes  later,  before  the  opera- 
tion had  been  completed,  the  pressure  had  been 
re-established  to  160/78.  There  were  no  reactions 
and  no  ill  effects  from  the  large  amount  of  serum 
that  the  patient  received.  The  postoperative  course 
was  remarkable  and  in  24  hours,  the  patient 
showed  no  ill  effects  and  was  normally  taking 
nourishment. 

In  all  the  patients  who  have  received 
serum  while  in  a state  of  shock,  response 
has  been  as  immediate  and  as  maintaining 
as  in  the  example  cited. 

THE  SERUM  BANK 

The  establishment  and  maintenance  of  a 
serum  or  plasma  bank  is  not  attended  with 
great  difficulty  or  cost.  The  technic7’8  is 
relatively  simple  and  is  not  beset  with  the 
pitfalls  of  a blood  bank.  Blood  is  drawn  as 
in  the  usual  manner  for  giving  an  indirect 
transfusion,  either  citrated  or  noncitrated. 
Within  250  c.  c.  containers  is  an  antiseptic 
agent  of  sufficient  strength  to  make  the 
solution  bactericidal  (in  this  instance  tri- 
cresol making  a 1 :5000  dilution) . The  blood 
containers,  after  24  hours  (optional),  are 
centrifuged  and  the  plasma  or  serum  con- 
tent removed  by  suction  into  a sterile  2000 
c.  c.  container.  When  this  is  filled  it  is  pro- 
portioned in  convenient  500  c.  c.  infusion 
receptacles.  This  is  then  placed  in  the  ice- 
box and  is  ready  for  immediate  use.  In 
pooled  human  serum,  typing  and  matching 
is  unnecessary  and  the  immediate  use  while 
still  cold  has  never  given  adverse  reactions. 
Supplementing  the  bank  is  dependent  upon 
the  individual  who  has  used  the  serum. 

The  dosage  used  is,  of  course,  dependent 
upon  the  size  of  the  individual  and  the  se- 
verity of  the  condition.  It  may  be  generally 


stated  that  serum  should  be  continuously 
administered  until  the  patient  has  entirely 
recovered  from  the  symptoms  of  shock.  In 
most  instances,  500  c.  c.  will  suffice.  The 
speed  of  administration  is  controlled  by  na- 
ture. Using  a nineteen  gauge  needle,  it  will 
deliver  by  the  gravity  method,  approximate- 
ly 10  to  15  c.  c.  per  minute.  Plasma  or  serum 
may  be  diluted  with  equal  amounts  of  saline 
or  dextrose  solutions  and  administered  in 
this  way.  Heating  of  the  serum  should  be 
avoided,  as  chemical  reactionary  changes 
may  alter  the  serum. 

SUMMARY 

Serum,  and  more  especially  plasma,  ap- 
pears to  be  the  ideal  medium  for  the  perma- 
nent establishment  of  proper  circulation  in 
shock.  Its  protein  content  and  osmotic 
quality  re-establishes  normal  conditions 
within  the  extra-cellular  fluid,  which  is  so 
necessary  for  the  environment  of  the  organ- 
ism. Practical  use  has  shown  its  efficiency 
in  restoring  circulation  to  a normal  level 
even  in  those  cases  accompanied  by  a very 
large  loss  of  blood.  In  severe  hemorrhage, 
the  loss  of  erythrocytes  is  a secondary  fac- 
tor. It  contributes  little  to  the  state  of  shock, 
providing  the  volume  of  blood  can  be  main- 
tained. Further,  it  is  easily  obtainable,  can 
be  kept  for  long  periods  (months),  is  al- 
ways ready  for  immediate  use,  is  free  of 
untoward  reactions  and  can  be  readily 
transported  as  agitation  does  no  harm.  With 
the  use  of  serum  it  is  possible  to  avoid  the 
emergency  blood  transfusion  which  is  oft- 
times  too  late.  In  severe  trauma  it  can  be 
used  prophylactically  to  prevent  the  occur- 
rence of  shock.  It  appears,  and  has  been  re- 
ported, to  be  lifesaving  in  severe  burns  that 
exhibit  such  a high  degree  of  blood  concen- 
tration. Its  use  will  be  a potent  medical  in- 
strument in  times  of  disaster  and  war. 

CONCLUSION 

The  intravenous  administration  of  blood 
serum  and  plasma  has  been  completely  sat- 
isfactory in  treating  patients  exhibiting  se- 
vere signs  of  shock.  Abnormal  pressure  de- 
fects are  corrected  rapidly  with  the  ab- 
sence of  adverse  reactions. 
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DISCUSSION 

Dr.  A.  L.  Culpepper  (Alexandria)  : I feel  that 
this  is  a very  important  and  timely  subject.  I 
think  it  is  going  to  be  of  great  benefit  and  will 
have  a definite  change  in  the  treatment  of  shock, 
particularly  from  hemorrhage.  The  subject  has 
been  admirably  covered.  Certainly,  I have  noth- 
ing to  add,  but  I should  like  to  emphasize  a few 
points. 

It  appears  accepted  that  shock  following  hemor- 
rhage is  due,  not  specifically  or  entirely  to  the 
loss  of  the  red  blood  cells,  but  to  volume  diminu- 
tion, lessened  circulation,  tissue  anoxia  and  in- 
creased capillary  permeability.  If  this  condition 
is  not  reversed  at  once  it  may  result  in  death. 
The  principles  of  this  theory  of  shock  were  empha- 
sized some  ten  years  ago  by  Wangensteen  in  the 
Journal  Lancet,  and  at  that  time  administrations 
of  saline  and  acacia  solutions  were  used.  Immedi- 
ate restoration  of  fluid  volume  prevents  secondary 
shock.  Delay  in  this  restoration  increases  shock, 
and  possibly,  death.  The  electrolytes  such  as  saline 
solutions  are  of  definite  value,  but  their  efficacy 
is  somewhat  limited  by  the  fact  that  they  are  lost 
from  circulation  by  the  lowering  of  the  blood 
volume  and  osmosis.  Serum  fills  the  qualifications 
entirely  except  in  cases  of  extreme  loss  of  red 
blood  cells,  in  which  the  hemoglobin  has  fallen  to 
20  to  30  per  cent,  so  it  is  quite  important  that  we 
have  an  immediate  restorative  and  that  is  what  we 
have  in  serum  which  can  be  given  without  delay. 
That  whole  blood  is  judged  efficacious  and  is 
accepted,  but  it  requires  Wassermann  reaction,  it 
requires  typing,  and  this  delay  is  sometimes  fatal; 
serum  can  sustain  life  in  this  interval  and  red 
blood  cells  if  needed  can  be  given  as  soon  as  whole 
blood  can  be  procured. 

Dr.  Urban  Maes  (New  Orleans):  This  speaker 
is  one  of  those  who  has  lived  through  the  various 
phases  of  replacement  therapy.  The  replacement 
of  fluids  has  undergone  many  alterations.  I do 
not  want  to  go  into  a detailed  discussion,  but 
merely  would  like  to  make  one  or  two  suggestions. 
I think  that  Dr.  Connell  has  pointed  out  an  actual 
need  and  has  properly  stated  in  his  paper  that  it 


seems  peculiar  that  surgeons  have  taken  such  a 
long  time  to  awaken  to  the  realization  that  such 
a need  exists. 

I believe  when  we  consider  fluid  replacement  in 
detail,  three  losses  must  be  rectified:  the  loss  of 
fluid,  the  loss  of  plasma,  and  the  loss  of  electro- 
lytes. In  shock  or  hemorrhage,  replacement  of  the 
plasma  volume  is  the  crux  of  the  therapeutic 
problem.  Replacement  of  cells  does  not  seem  to  be 
imperative,  particularly  in  the  presence  of  hemo- 
concentration. 

The  goal  we  are  attempting  to  reach  is  to  find 
some  sort  of  solution  that  will  stay  in  the  circula- 
tion. As  you  know,  the  various  solutions  adminis- 
tered do  become  extravascular  and  there  is  no  way 
of  keeping  them  in  the  circulation  on  account  of 
the  alteration  in  the  permeability  of  the  capillaries. 

We  have  been  doing  some  work  recently  along 
these  lines  stimulated  by  Dr.  H.  A.  Davis  of  the 
L.  S.  U.  Department  of  Surgery.  In  order  to  get 
serum  and  have  it  available,  we  have  been  re- 
sorting to  human  ascitic  fluid,  and  it  does  seem 
to  me  that  in  human  ascitic  fluid  we  have  the 
help  we  need.  It  does  contain  the  replacement 
elements  necessary  and  in  an  available  form. 
Furthermore,  I believe  replacement  of  a reduced 
blood  plasma  volume  with  human  ascitic  fluid  is 
so  simple  and  easy  that  we  have  a means  of  supply- 
ing the  deficiencies  and  of  supplying  a fluid  that 
is  going  to  remain  in  the  circulation.  Thus  far, 
in  our  obseiwations,  we  have  preserved  human 
ascitic  fluid  for  five  months  at  a temperature  of 
5°  C.  and  have  transfused  it  after  such  a period 
of  preservation  without  ill  effects.  There  are 
very  few  hospitals  in  which  there  are  not  always  a 
certain  number  of  patients  who  are  going  to  be 
tapped  quite  often,  and  the  only  thing  necessary 
is  to  tap  under  aseptic  precautions,  collect  the 
fluid  in  aseptic  containers,  be  sure  you  have  a 
syphilis-free  patient,  and  then  you  have  large 
quantities  of  human  ascitic  fluid  ready  for  use, 
which  fills  all  requisites  necessary.  There  are 
one  or  two  things  we  have  to  consider.  The  only 
human  ascitic  fluid  which  should  be  used  is  from 
patients  suffering  from  cardiac  decompensation  or 
from  portal  cirrhosis  of  the  liver.  Be  sure  that 
the  patient  does  not  have  carcinoma. 

We  add  50  c.  c.  of  a 5 per  cent  solution  of  sodium 
citrate  to  each  1,000  c.  c.  of  ascitic  fluid.  This 
prevents  fibrin  clot  formation.  Of  course,  the 
fluid  should  be  cross-matched  with  the  blood  of  the 
prospective  recipient.  Some  work  was  done  in 
Ravdin’s  clinic  with  lyophilized  human  serum,  but 
he  found  such  severe  reactions  that  he  became  dis- 
couraged about  its  use.  We  have  so  far  had  22 
patients  in  whom  ascitic  fluid  has  been  used,  and 
I know  of  only  one  reaction  of  any  consequence, 
and  the  patient  came  quickly  out  of  that  when 
transfusion  was  stopped.  No  typing  had  been 
done  in  this  particular  instance.  If  we  want  human 
blood  serum  in  usable  form,  we  can  depend  on 
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human  ascitic  fluid.  With  the  growth  of  this  idea, 
we  may  be  able  to  dispense  with  blood  banks, 
Russian  canned  blood,  and  all  the  other  things 
we  have  been  using. 

Dr.  W.  F.  Drummond  (Shreveport)  : I would 

like  to  ask  one  question.  Dr.  Connell  mentioned 
the  use  of  an  antiseptic  in  the  blood  plasma.  Was 
this  sulfanilamide  or  merthiolate? 

If  I understand  the  terminology  correctly,  serum 
and  plasma  were  used  synonymously.  Serum  and 
plasma  are  not  synonymous  terms  nor  can  the  two 
be  used  with  the  same  degree  of  safety.  There 
has  been  reported  in  the  literature  a number  of 
reactions  from  the  use  of  serum,  whereas  from 
plasma  such  are  rather  rare.  Many  of  these  re- 
actions have  been  attributed  to  the  use  of  heated 
serum  and  I think  it  wise  again  to  caution  the 
operator  to  administer  plasma  or  serum  at  4°  C. 

In  large  hospitals  where  a method  of  centri- 
fuging whole  citrated  blood  is  feasible  the  adminis- 
tration of  plasma  is  a simple  matter,  but  in  the 
smaller  hospitals  another  method  can  be  devised 
by  allowing  the  cells  from  whole  citrated  blood  to 
settle  out  and  the  supernatant  fluid — plasma — 
withdrawn  and  administered  as  such. 


The  use  of  acacia  should  be  limited  to  those 
cases  where  plasma  or  whole  blood  are  not  obtain- 
able. It  is  also  well  to  remember  the  difficulty 
encountered  in  cross  matching  after  acacia  has 
been  administered. 

Dr.  0.  W.  McFarland  (In  closing)  : I feel  that 
these  serum  and  plasma  infusions  are  primarily 
lifesaving  procedures  at  the  present  time.  On 
several  occasions  we  have  given  quite  large 
amounts,  on  one  occasion  1600  c.  c.  in  three  hours. 
There  are  reports  of  this  serum  being  kept  as  long 
as  a year  and  no  reactions  followed  its  use. 

I want  to  emphasize  again  that  Wassermanns 
are  not  necessary.  We  have  been  using  Wasser- 
manns in  our  work  with  this;  however,  spirochetes 
do  not  live  long  at  ice  box  temperature.  Also, 
typing  and  matching  of  blood  before  the  serum  is 
given  is  not  necessary. 

For  the  antiseptic  in  our  serum  we  use  tricresol, 
1:5000.  It  seems  to  take  care  of  the  situation 
very  well. 

I think  the  use  of  serum  and  plasma  should  be 
encouraged  because  it  is  very  gratifying  whenever 
you  have  a patient  who  needs  immediate  trans- 
fusion, to  be  able  to  take  from  the  shelf,  so  to 
speak,  the  serum  or  plasma  and  give  it  as  you 
would  glucose  or  saline. 


PRESENT  STATUS  OF  THERAPEUTIC 
SHOCK  IN  PSYCHIATRY* 

EDMUND  CONNELY,  M.  D. 

New  Orleans 

Schizophrenia  and  dementia  precox  have, 
for  many  years,  constituted  a major  psy- 
chiatric problem.  They  are  considered, 
especially  dementia  precox,  as  malignant 
psychoses,  and  a successful  treatment  for 
them  has  been  sought  by  psychiatrists 
throughout  the  world.  I hope  that  nothing 
I say  will  be  construed  as  undue  or  destruc- 
tive criticism,  as  I have  no  such  thought,  but 
feel  that  the  recent  enthusiastic  therapeutic 
efforts  by  hospitals,  clinics,  and  individual 
psychiatrists,  are  deserving  of  the  highest 
praise.  I am  sure  it  is  agreed  that  the  de- 
velopment of  an  empirical  treatment  for 
any  condition  is  putting  the  cart  before  the 
horse,  but  think  any  treatment  which  will 
give  better  results  than  the  methods  now 
in  use,  for  conditions  so  serious,  and  so  little 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 


understood,  is  worth  while,  and  it  may 
eventually  help  to  a better  understanding  of 
the  disease  itself. 

Treatment  of  schizophrenia  by  the  insu- 
lin shock  method,  as  introduced  by  Sakel, 
and  irritative  therapy  with  metrazol  or 
camphor,  as  developed  by  Meduna,  seem  to 
offer  considerable  promise,  although  it  is 
not  understood  just  how  they  act. 

A discussion  of  the  development  of  these 
treatments,  or  the  technic  of  their  adminis- 
tration, is  rendered  entirely  unnecessary  by 
the  mass  of  articles  in  the  medical  litera- 
ture and,  I am  sorry  to  say,  the  lay  press 
as  well,  indicative  of  the  tremendous  inter- 
est— we  might  say  enthusiasm — with  which 
the  methods  have  been  received  by  the  pro- 
fession both  in  this  country  and  abroad.  The 
statistics  as  presented  in  most  of  these 
articles,  if  accepted  without  due  analysis, 
would  suggest  that  the  millenium  is  almost 
here  so  far  as  dementia  precox  or  schizo- 
phrenia is  concerned.  Even  taken  con- 
servatively, the  figures  given  apparently 
indicate  far  more  promise  than  other  em- 
pirical treatments,  such  as  colostomies;  the 
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removal  of  infected  tonsils  and  teeth;  the 
administration  of  practically  every  variety 
of  endocrine  substance ; the  induction  of  the 
various  types  of  hyperpyrexia;  prolonged 
narcosis  produced  with  barbiturates  and 
other  drugs,  and  so  on,  offered  when  first 
introduced,  although  all  of  these  more  or 
less  recently  discarded,  or  practically  dis- 
carded, methods  were  brought  out  with  re- 
ported cures,  remissions  and  improvements. 

STATISTICAL  FINDINGS 

The  reports  would  likewise  seem  to  offer 
more  than  psychoanalysis,  which  has  been 
helpful,  but  no  more  so  than  the  usual 
methods  of  psychotherapy  generally  em- 
ployed. In  estimating  the  value  of  any  spe- 
cific treatment  of  a disease,  the  result  ob- 
tained must  be  compared  with  the  results 
of  other  treatments.  And  the  findings  of 
individual  observers  in  the  use  of  it  must 
be  compared.  Immediately,  it  appears  that 
while  the  reported  results  with  insulin  and 
metrazol  used  separately,,  and  sometimes  to- 
gether, are  generally  good,  they  are  incon- 
sistent, most  markedly  in  the  earlier  re- 
ports. Not  only  did  the  European  and 
American  reports,  as  a whole,  vary,  the 
European  being  somewhat  better  than  the 
American,  but  those  of  individual  writers 
showed  discrepancies.  M.  Muller  got  70 
per  cent  to  80  per  cent  full  remission  with 
Sakel’s  method  in  patients  ill  less  than  six 
months  to  one  year ; four  out  of  27  ill  from 
seven  months  to  one  year  (18.5  per  cent)  ; 
and  three  of  57  with  over  a year’s  duration 
(5.2  per  cent) . M.  Marzyuski’s  figures  were 
very  much  less.  From  America,  Young  re- 
ported on  31  insulin  cases,  17  of  less  than 
six  months’  duration;  10  of  six  to  18 
months’  duration ; and  four  over  18  months ; 
18  obtained  remissions  and  four  improved 
(70  per  cent).  Wortis  obtained  full  or  so- 
cial recovery  in  19  out  of  30  insulin  cases 
(63.3  per  cent).  Cameron,  out  of  17  pa- 
tients, seven  ill  for  less  than  six  months  and 
10  from  six  months  to  four  years,  reported 
two  apparent  recoveries  (11.7  per  cent), 
with  five  others  improved  for  variable 
lengths  of  time,  a total  improved  group  of 
41.1  per  cent.  Nielson,  with  39  patients, 
nine  under  one  year’s  duration;  11  of  from 


one  to  two  years’  duration ; four  of  tw~o  to 
three  years’  duration ; three  of  three  to  five 
years’  duration ; and  12  of  five  to  12  years’ 
duration,  had  77  per  cent  improvement  in 
the  first  group ; 27  per  cent  in  the  second ; 
25  per  cent  in  the  third ; none  in  the  fourth ; 
and  16  per  cent  in  the  fifth.  These  figures, 
taken  at  random  from  earlier  reports,  are 
typical,  and  those  on  metrazol  are  so  paral- 
lel that  I need  not  burden  you  with  further 
illustration. 

These  variations  indicated  that  the  sta- 
tistics should  not  only  be  established  by  the 
treatment  of  larger  series  of  patients  and 
by  the  observation  of  treated  patients  a suf- 
ficient time  to  prove  or  disprove  the  per- 
manency of  the  results  obtained,  but  should 
be  carefully  analyzed  for  avoidable  factors 
affecting  their  real  accuracy  and  their  use- 
fulness for  comparative  purposes. 

One  was  startled  by  the  88  per  cent  “def- 
inite remissions”  of  Dusik  and  Sakel,  with 
70.7  per  cent  “full  remissions”  in  58  new 
cases,  and  by  many  other  reports,  but  as 
you  reviewed  the  literature  you  realized 
that  the  various  individuals  and  clinics 
were  apparently  using  remission  and  other 
terms  with  different  interpretations,  that 
while  some  authors  were  careful  to  define 
their  statistical  terminology,  most  did  not, 
and  there  was  really  no  standard  interpre- 
tation of  the  statistical  terms.  Remission 
did  not  mean  a cure,  but  a change  for  the 
better,  varying  in  degree  with  the  author’s 
ideas;  recovery  did  not  mean  a cure;  not 
even  “cure”  meant  a cure,  but  all  signified 
a certain  change  in  symptoms  for  the  bet- 
ter, which  may  or  may  not  have  been  last- 
ing, and  varied  in  extent  with  the  individ- 
ual report. 

Again,  at  first,  and  to  a considerable  ex- 
tent still,  the  patients  were  obviously  se- 
lected for  their  probable  susceptibility  to 
treatment,  that  is,  young,  newly  developed 
cases  far  outnumbered  the  older  chronic 
cases,  which  are  admittedly  poor  treatment 
risks.  Thus,  it  becomes  apparent  that  the 
figures  published  did  not  represent  the  true 
reaction  of  the  treatment  on  dementia 
precox  or  schizophrenia  as  disease  entities, 
but  its  effect  upon  that  part  of  the  entity 
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most  readily  affected,  the  part  which  is  also 
most  susceptible  to  spontaneous  remission. 
Further,  it  was  not  uncommon  to  see  re- 
ports on  cases  of  a few  days,  a few  weeks, 
or  a month’s  duration.  Occasionally,  an  au- 
thor specifically  stated  this  to  be  as  of  the 
time  of  admission  to  the  hospital  or  clinic, 
but  usually  one  was  left  to  suppose  the 
actual  duration  from  the  time  of  onset  of 
illness  was  meant,  and,  knowing  as  all  of 
us  with  any  degree  of  clinical  experience 
do  know,  that  it  would  be  most  unusual,  if 
it  ever  happens,  for  a patient  with  de- 
mentia precox  or  schizophrenia  to  apply 
for  treatment  within  a month  of  the  true 
beginning  of  his  illness,  we  cannot  but  real- 
ize that  in  our  anxiety  for  good  results  we 
had  thrown  the  gates  wide  open  to  diag- 
nostic error. 

The  lack  of  a properly  authenticated 
prognostic  baseline  in  dementia  precox  or 
schizophrenia  further  complicates  the  sit- 
uation. All  of  us,  no  doubt,  have  had  more 
or  less  definite  ideas  as  to  the  prognosis, 
and  textbooks  furnish  certain  estimates  as 
to  the  prospective  course  of  the  disease,  but 
actually  there  are  few  data  to  establish  an 
authentic  prognosis  for  comparison.  Che- 
ney’s study  of  500  cases  from  the  clinical 
service  of  the  New  York  Hospital,  West- 
chester Division,  White  Plains,  New  York, 
treated  by  non-specific  methods,  read  be- 
fore the  American  Psychiatric  Association 
in  June  of  1938,  is  of  interest  as  it  affords 
not  only  comparative  data  on  the  results  ob- 
tained with  the  customary  psychotherapy, 
but  valuable  information  on  the  prognosis 
of  the  condition.  At  the  same  meeting,  Ro- 
mero and  Ebaugh,  and  Malamud  also,  called 
attention  to  the  lack  of  prognostic  data  and 
reported  the  results  in  extensive  series  of 
cases  followed  for  an  adequate  time.  Since, 
Rennie  and  others  have  made  reports. 
These  statistics,  while  inadequate,  afford  a 
clearer  idea  of  the  results  obtained  with 
older  methods  and  give  some  basis  for  com- 
parison with  the  new.  Unfortunately,  they 
represent  the  “run  of  the  hospital  patient,” 
as  it  were,  the  entire  group  as  an  entity, 
and  are  not  selected  cases,  as  is  so  often  the 
case  in  the  reports  on  insulin  and  metrazol 


results,  and  have  been  followed  over  much 
longer  periods  than  it  is  yet  possible  to  fol- 
low the  latter  group. 

DIAGNOSTIC  CRITERIA 

The  variable  diagnostic  criteria  are  the 
most  important  of  all  factors  influencing  re- 
ports, as  the  difference  in  individual  con- 
ceptions of  the  diseases  affects  the  initial 
diagnosis  and  the  appraisal  of  the  final  out- 
come of  cases  and  makes  tabulation  diffi- 
cult. We  have  all,  more  or  less,  come  to  ac- 
cept the  terms  schizophrenia  and  dementia 
precox  as  being  synonymous,  and  they  are 
used  synonymously  in  our  hospitals  and 
clinics,  but  in  the  conceptions  of  Kraepelin 
and  Bleuler  the  conditions  differed  consid- 
erably. According  to  Rosanoff,  schizophre- 
nia not  only  comprised  chronic  deteriorat- 
ing psychoses  of  adolescence  and  early 
adult  life,  but  many  mild,  acute,  recoverable 
and  chronic  but  non-deteriorating  psychoses 
as  well.  It  was  a more  inclusive  designation 
than  dementia  precox  and  represented  a dif- 
ferent conception,  with  many  recoverable 
cases  not  considered  dementia  precox,  which 
was  a disease  developed  in  adolescence  or 
early  adult  life  tending  towards  chronicity 
and  deterioration,  although  Kraepelin  did 
recognize  a tendency  in  some  cases  to  im- 
prove or  recover.  The  acceptance  of  the  two 
conditions,  as  the  same,  together  with  the 
lack  of  knowledge  as  to  the  exact  nature  of 
either  one,  has  produced  a state  of  more  or 
less  chaos,  diagnostically  speaking.  It  is  not 
difficult  to  understand  how  readily  concep- 
tions may  vary,  and  how  easily  individual 
workers  may  differ  as  to  the  demarkations 
of  the  groups,  and  contract  or  expand  them 
to  suit  their  own  ideas,  some  broadening 
them  to  include  cases  ordinarily  considered 
as  neuroses,  others  restricting  them  to  much 
narrower  limits.  With  a disease  so  little 
understood,  whose  symptoms  are  practically 
all  subjective,  especially  in  the  early  stages, 
which  is  the  most  effective  period  for  treat- 
ment, the  most  experienced  clinician  may 
make  mistakes  in  diagnosis  which  must  in- 
fluence reports  one  way  or  another,  and  fur- 
ther affect  results  by  adding  or  taking  away 
cases  from  groups.  Thus  we  are  confronted 
with  a mass  of  confusion.  We  are  treating 
a disease,  or  diseases,  the  nature  of  which  is 
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not  understood,  whose  limitations  are  poor- 
ly, or  at  least  loosely,  defined,  with  symp- 
toms that  are  practically  all  subjective,  and 
an  entirely  indefinite  prognosis,  by  methods 
which  are  purely  empirical. 

EVALUATION  OF  TREATMENT  METHODS 

It  is  agreed  that  the  first  requisite  for 
evaluating  treatment  methods  is  an  authen- 
tic prognostic  baseline.  We  cannot  establish 
this  baseline  with  any  degree  of  certainty 
by  studying  the  results  obtained  in  various 
hospitals  and  clinics  alone,  no  matter  how 
long  we  follow  the  patients  or  how 
thoroughly  we  re-examine  them.  We  must 
establish  some  more  or  less  standard  termi- 
nology for  designating  results,  and  some 
more  or  less  standard  classification  for  the 
grouping  of  patients,  not  only  those  treated 
by  special  methods  but  all  patients.  Unless 
physicians  use  the  same  language  in  de- 
scribing what  they  are  doing,  and  as  nearly 
as  possible  standardize  their  material,  their 
results  cannot  be  properly  tabulated  and  it 
will  be  difficult  to  judge  with  certainty  the 
merits  of  any  new  treatments  developed  as 
compared  with  those  which  have  been  in 
use. 

As  the  first  wave  of  enthusiasm  following 
the  introduction  of  the  insulin  shock  and 
metrazol  methods  of  treatment  spent  itself, 
the  swing  of  the  pendulum  towards  conserv- 
atism began.  Observers  during  the  past 
months  have  generally  recognized  the  ne- 
cessity for  more  coordinated  studies,  be- 
cause of  the  statistical  difficulties.  They 
feel  the  need  for  more  knowledge  as  to  the 
physical  effect  of  the  treatments  on  the 
patient  and  its  method  of  action,  and  an 
orderly  investigation  of  the  two  methods 
has  developed. 

Reports  on  large  series  of  patients  not 
treated  with  specific  methods,  and  followed 
over  long  periods,  afford  more  and  more 
data  on  what  the  usual  prognosis  has  been. 
Writers  are  able  to  report  on  larger  series 
of  specifically  treated  patients  with  longer 
observation  periods  and  with  control  series. 
Definite  efforts  to  conform  in  the  matter 
of  diagnostic  criteria  and  terminology  are 
apparent,  and  accidents  or  possible  ill  ef- 
fects are  receiving  careful  consideration. 


In  the  use  of  metrazol,  accidents  such  as 
fractures  of  long  bones  and  vertebrae  or 
dislocation  of  the  jaw,  due  to  the  muscular 
contraction,  are  reported  with  a certain  de- 
gree of  frequency,  and  some  deaths  occur.  I 
have  no  statistics  on  the  occurrence  of  frac- 
tures but  they  are  frequent  enough  that 
some  authors  recommend  x-ray  examination 
of  the  spine  whenever  pain  in  the  back  oc- 
curs after  metrazol.  Deaths  happen  in  about 
one-half  of  1 per  cent  of  the  cases.  The  dan- 
gers of  insulin  shock  are,  of  course,  obvious 
and  deaths  have  occurred.  I do  not  have  the 
degree  of  occurrence ; one  author,  compara- 
tively recently,  reports  three  fatal  results 
out  of  a series  of  100  insulin  cases,  but  I am 
sure  this  is  exceptional.  As  to  latent  effects, 
they  can  not  as  yet  be  determined.  A num- 
ber of  writers  report  changes  in  the  brain 
tissue  and  cells  in  fatal  insulin  cases.  These 
findings,  and  the  facts  that  insulin  is 
thought  to  act  by  reducing  the  oxygen  sup- 
ply of  the  brain,  lead  to  the  belief  that  it 
probably  does  produce  permanent  brain 
changes. 

It  would  seem  that  it  is  yet  too  early  to 
render  final  judgment  as  to  the  usefulness 
of  these  methods  of  treatment  in  psychiatry. 
Their  use  in  conditions  other  than  schizo- 
phrenia and  dementia  precox  is  under  in- 
vestigation, and  to  judge  by  the  follow-up 
reports  on  cases  of  schizophrenia  and  de- 
mentia precox  treated  by  the  usual  methods, 
it  would  appear  that  several  years  more  of 
observation  of  treated  patients  is  necessary 
before  the  permanent  results  obtained  can 
be  ascertained.  The  70  to  80  per  cent  of  “full 
remissions”  have  already,  to  a large  extent, 
disappeared  from  the  literature  and  statis- 
tics are  much  more  conservative. 

In  May,  1938,  one  hospital  reported  82.6 
per  cent  “improved.”  The  same  hospital  in 
January,  1939,  reported  61.1  per  cent  as 
“showing  some  degree  of  improvement.” 
These  last  figures  are  still  comparatively 
high,  and  another  hospital  of  the  same  state 
as  the  above  reported  36  per  cent  showing 
various  degrees  of  improvement  in  100  pa- 
tients treated.  A representative  private  hos- 
pital reported  38  per  cent  improvement  in  a 
series  treated  with  insulin  as  against  20  per 
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cent  improvement  with  the  other  methods; 
but  the  older  method  cases  were  observed 
five  years,  and  the  insulin  cases  only  eight 
months. 

CONCLUSIONS 

Unquestionably,  the  statistical  reports 
have  become  more  conservative  as  the  cases 
have  been  followed,  and  apparently  the  es- 
timations as  to  the  degree  of  improvement 
are  more  conservative.  It  would  also  seem 
to  me  that  the  attitude  of  the  majority  of 
psychiatrists  has  changed  from  one  of  hope- 
ful optimism  to  one  of  hopeful  skepticism. 
There  is  no  doubt  that  most  of  the  observers 
still  feel  that  these  treatments  should  be 
continued  in  use  and  developed,  and  still 
feel  that  there  is  hope  of  their  being  more 
useful  than  the  older  methods  of  treatment. 
But  they  are  very  much  more  conservative 
in  these  hopes,  and,  as  time  goes  on,  are  be- 
ginning to  realize  that  the  results  obtained 
are  more  and  more  nearly  approaching  the 
results  obtained  by  the  older  methods.  They 
are  also  beginning  to  consider  the  possi- 
bility of  permanent  deleterious  effects  to 
the  patient, 

DISCUSSION 

Dr.  D.  H.  Duncan  (Shreveport):  I am  inclined 

to  agree  with  Dr.  Connely  in  many  of  his  state- 
ments. I particularly  like  the  attitude  of  conserva- 
tism which  he  has  developed  toward  pharmacologic 
shock  therapy.  I believe  that  in  any  new  treat- 
ment, particularly  one  that  apparently  offers  con- 
siderable hope  for  patients  previously  considered  as 
offering  a poor  general  prognosis,  there  is  likely 
to  be  a definite  over-enthusiasm  shown.  This  is  de- 
cidedly unfortunate.  The  treatment  usually  is  ex- 
tended in  its  use  far  outside  the  field  in  which  it 
is  best  adapted  and  it  is  too  often  used  by  workers 
not  well  oriented  in  its  use,  both  of  these  factors 
contributing  to  poor  results  and  an  over-critical 
and  often  depreciatory  attitude  toward  the  method. 
I think  that  this  is  the  case  with  pharmacologic 
shock  therapy.  Early  records  did,  no  doubt,  strike 
a more  enthusiastic  note  than  later  follow-up  of  the 
cases  will  justify.  The  use  of  the  method  has  cer- 
tainly been  attempted  by  many  workers  without 
sufficient  training  and  experience  in  its  use.  Thera- 
peutic technic,  manner  of  selection  of  cases  and 
evaluation  of  results  vary  considerably  with  vari- 
ous workers  reporting.  This,  of  course,  does  con- 
tribute to  conflicting  reports.  Insufficient  time  has 
elapsed  for  adequate  follow-up  of  patients  treated. 
Even  if  the  etiology  and  pathologic  physiology  of 


Due  to  lack  of  space,  the  author’s  bibliography 
of  some  seventy-five  references  had  to  be  omitted. 


the  so-called  functional  psychoses  were  known,  the 
newness  of  the  treatment  methods  would  result  in 
conflicting  reports  by  various  workers;  and,  since 
neither  the  etiology  nor  pathologic  physiology  of 
these  reaction  types  are  at  present  understood,  and 
since  a new  and  empirical  method  of  treatment  is 
being  employed,  it  is  to  be  expected  that  a period 
of  considerable  confusion  as  to  the  actual  results 
being  achieved  might  occur.  This  is,  I believe,  at 
present  the  case.  Certain  workers  are,  no  doubt, 
still  overly  enthusiastic.  Certain  others  are  equally 
overly  critical.  The  truth  probably  lies  somewhere 
midway  between  these  two  extremes.  My  own  ex- 
perience and  my  contacts  with  other  persons  con- 
stantly using  pharmacologic  shock  therapy  during 
the  past  few  years  has  led  me  to  adopt  a rather 
conservative  attitude  toward  the  method  through- 
out my  experience  with  it.  I feel  that  any  method 
of  treatment  in  these  or  other  conditions  must,  of 
necessity,  have  its  limitations,  and  must  be  used  in 
cases  to  which  it  is  best  applied.  I do  not  believe 
the  fact  that  treatment  offers  its  best  results  in 
early  cases  and  that  cases  of  more  than  eighteen 
months’  duration  show  an  extremely  high  percent- 
age of  failure,  condemns  the  method.  In  appen- 
dicitis and  other  medical  conditions,  the  statistical 
results  of  treatment  are  based  on  treatment  insti- 
tuted as  early  as  is  possible  in  the  illness.  Certainly, 
I think  it  would  be  asking  too  much  of  any  method 
of  treatment  to  expect  a good  result  in  deteriorated 
cases.  Sakel  stated  before  one  of  our  meetings  two 
years  ago  that  it  was  his  impression  that  most  of 
the  cases  being  referred  for  insulin  therapy  were 
too  far  advanced.  Certain  types  apparently  re- 
spond best  to  insulin  and  certain  others  to  metrazol. 
Individualization  as  to  depth  of  coma,  duration  of 
coma,  number  of  rest  days,  when  to  discontinue  or 
re-institute  treatment,  is  necessary.  My  own  ex- 
perience, extending  over  two  years  of  actual  con- 
stant use  of  both  insulin  shock  therapy  and  metra- 
zol therapy,  has  been  such  as  to  justify  my  con- 
tinued confidence  in  the  method.  I realize  that 
working  in  neuropsychiatric  services  in  general  hos- 
pitals, I would  naturally  see  the  earlier  and  there- 
fore more  hopeful  cases,  and  that  results  are  in- 
fluenced particularly  by  this  factor.  The  number 
of  cases  which  I have  observed  and  which  at  pres- 
ent are  being  followed  after  treatment  is,  of  course, 
too  small  to  be  of  great  statistical  value.  However, 
the  result  both  as  to  remission  of  symptoms  and  as 
to  infrequency  of  injury,  corresponds  closely  to  the 
percentages  quoted  by  various  workers  earlier,  and 
in  admittedly  more  enthusiastic  reports.  I am  per- 
fectly aware  of  the  fact  that  if  the  cases  of  longer 
duration  had  been  included  in  the  material,  that 
the  results  would  have  been  much  less  gratifying. 
My  present  belief  is  that  the  present  critical  atti- 
tude will  soon  wear  itself  out  just  as  did  the  pre- 
vious attitude  of  over-enthusiasm  toward  these 
methods  of  treatment,  and  that  a more  wholesome, 
middle-of-the-road  attitude  will  follow.  I think  that 
patients  will  be  more  carefully  selected  and  that 
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both  methods  of  treatment  will,  no  doubt,  be  modi- 
fied, or  even  perhaps  some  entirely  different  phar- 
macologic approach  developed.  Certainly,  I do  not 
believe  that  until  something  better  is  developed  that 
we  are  justified  in  discarding,  or  in  hesitating  to 
use  these  methods  in  properly  selected  patients.  I 
do  not  believe  that  any  worker  in  daily  contact  with 
patients  undergoing  treatment  and  following  them 
periodically  after  treatment  is  terminated,  can 
doubt  that  they  offer  improvement  superior  to  any- 
thing that  we  have  had  in  the  past. 

Dr.  C.  P.  May  (New  Orleans)  : The  brain  is 

nourished  mostly  by  sugar  and  oxygen  supplied  by 
the  blood.  Insulin  reduces  blood  sugar  and  shock 
ensues.  Metrazol  causes  convulsions,  respiration 
stops  and  no  oxygen  goes  to  the  brain;  shock  fol- 
lows. 

Both  insulin  and  metrazol  shock  treatment  of  the 
psychoses  are  dangerous,  difficult  to  control  and 
expensive. 

Dr.  Himwich  and  associates  of  Albany  Medical 
College  are  using  another  method  of  treatment. 
They  attach  a breathing  bag  to  the  respiratory  pas- 
sages. Oxygen  is  introduced  into  the  bag  and  grad- 
ually replaced  by  nitrogen.  Convulsions  occur  and 
promptly  cease  on  the  re-administration  of  oxygen. 

This  rcethod  of  procedure  is  safe,  easily  con- 
trolled and  inexpensive  and  has  given  encouraging 
results  in  a number  of  cases. 

Perhaps  Dr.  Connely  will  mention  his  views  re- 
garding this  method  in  closing  the  discussion. 

Dr.  C.  S.  Holbrook  (New  Orleans)  : I think  that 

recent  treatment  has  done  a great  deal  for  demen- 
tia precox  primarily  and  for  other  mental  cases 
that  have  so  long  needed  more  attention.  I think 
we  have  been,  possibly,  a little  over  enthusiastic, 
but  from  this  wave  of  enthusiasm  will  come  some 
good,  no  question  about  it.  We  must  temper  our 
anticipation  of  good  results  from  the  reports  that 
first  came  out.  I am  still  using  the  treatment.  I 
may  give  it  up  and  take  up  something  else;  at  least 
I feel  a bit  more  optimistic  about  treating  actively 
schizophrenic  cases. 

There  is  a change  we  should  note  and  that  is  the 
use  of  shock  treatment  in  other  than  the  schizo- 
phrenic and  dementia  precox  patients.  I am  quite 
impressed  with  the  good  results  that  we  get  from 
depressives,  and  the  treatment  if  it  was  not  good  in 
dementia  precox  cases,  I think  should  deserve  con- 
sideration in  the  treatment  of  depressives.  In  many, 
it  shortens  the  period  of  invalidism  by  months. 
They  get  out  of  the  periods  of  melancholia  very 
much  more  promptly  than  otherwise.  Whether  they 
are  subject  to  recurring  manifestations  of  such  re- 
actions in  manic  depressive  psychosis,  I do  not 
think  we  can  say  yet.  Each  one  of  these  attacks, 
in  the  large  majority  of  instances,  can  be  cut  short 
by  metrazol  treatment  or  insulin  treatment.  Right 
now,  I get  very  much  better  results  in  the  depres- 
sions than  with  any  other  treatment  I can  institute. 


Dr.  Walter  Otis  (New  Orleans)  : Dr.  Connely 

has  given  us  a very  interesting  paper,  up-to-date 
statistics  and  evaluations,  and  I think  we  of  the 
neuropsychiatric  group  and  the  practitioner  in  gen- 
eral should  realize  that  shock  treatment  is  another 
form  in  our  armamentarium  that  we  may  use  in 
helping  the  neuropsychiatric  cases.  It  is  here  to 
stay.  It  has  been  used  for  many  years  now,  and  we 
feel,  therefore,  that  it  is  of  aid.  It  has  been  a help 
in  a number  of  cases;  it  has  caused  the  recovery, 
as  we  term  it  in  neuropsychiatry,  of  other  groups. 
One  can  use  the  shock  treatment,  depending  on  the 
age,  and  the  type  you  see.  If  one  does  nothing  more 
than  elevate  the  patient’s  condition  from  a lower  to 
a higher  plane  in  some  cases,  in  others  where  the 
patient  is  permitted  to  return  home,  then  again 
when  they  make  a recovery,  there  is  no  reason 
why  this  treatment  should  not  be  continued. 

In  other  series  when  patients  are  able  to  resume 
their  daily  routine  of  life,  take  part  in  all  activities 
and  have  remained  as  recoveries  for  two  years,  I 
think  we  are  justified  in  giving  these  forms  of 
shock  treatments.  The  method  cannot  be  used  as  a 
panacea  for  all  neuropsychiatric  conditions.  This 
must  be  borne  in  mind  previous  to  admission. 

The  treatment  is  drastic,  dangerous  and  dra- 
matic, should  be  used  with  caution  following  a com- 
plete physical  and  neurologic  survey.  It  must  be 
given  only  by  those  properly  trained. 

Dr.  Roy  Carl  Young  (Covington)  : Dr.  Connely 

has  given  us  a paper  presented  in  a way  which 
considers  the  subject  from  all  angles.  He  is  very 
conservative  in  his  statements,  and  at  the  same 
time  has  given  a good  account  of  the  whole  situa- 
tion. 

Shock  therapy,  as  Dr.  Duncan  said  and  as  Dr. 
Connely  has  said,  has  just  reached  a stabilizing 
point  in  its  use.  In  a very  short  period  of  time  the 
neuropsychiatrist  will  find  the  definite  types  of 
cases  which  will  give  the  very  best  results.  I think 
the  method  used  by  Dr.  Connely  and  Dr.  Duncan 
in  their  work  is  doing  a whole  lot  about  stabilizing 
opinions  in  this  valuable  type  of  treatment. 

Dr.  C.  S.  Miller  (Jackson)  : I appreciate  Dr. 

Connely’s  realization  of  the  importance  of  diagnosis 
in  these  cases.  Unfortunately,  in  our  hospital  work 
we  do  not  get  any  cases  that  are  two  months  to  six 
months  in  duration.  Most  of  the  patients  who  come 
into  the  hospital  have  shown  deterioration  in  their 
mental  field.  We  do,  however,  receive  a certain 
number  of  these  patients  into  the  hospital,  and 
these  individuals,  as  a rule,  retain  some  insight. 
After  a period  of  a short  while,  these  patients  re- 
cover spontaneously,  or  with  treatment,  and  they 
go  back  without  apparently  any  deterioration  and 
clear  insight  into  their  condition. 

I cannot  agree  with  some  of  the  others  as  to  the 
wonderful  results  of  insulin  and  metrazol  treat- 
ment. We  used  insulin  at  the  hospital  for  one  year. 
This  past  year  we  had  something  like  120  or  125 
metrazol  cases.  Now,  we  selected  for  all  these 
cases  definite  dementia  precox,  and  our  results 
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were  not  satisfactory.  I do  think  that  a large  num- 
ber of  the  reported  remissions,  cures  or  recoveries, 
are  in  our  depressives,  psychoneurotics,  and  the 
ones  I term  as  acute  schizophrenic  reactionary 
types.  I think  this  accounts  for  the  large  percent- 
age of  recoveries  or  cures  claimed.  But  when  it 
comes  to  dementia  precox  where  actual  mental  de- 
terioration has  taken  place,  in  any  patient  who  has 
had  a psychosis  existing  for  years  or  many  months, 
I will  be  frank  to  say  our  results  were  not  satis- 
factory. 

I was  glad  to  hear  Dr.  Connely  say  that  they  are 
leaning  towards  more  conservative  treatment  and 
better  selection  of  their  cases,  because  if  anything 
is  to  be  gained,  I think  it  will  be  in  the  very  early 
manifestations  of  the  disease.  It  is  in  these  cases 
one  may  find  any  form  of  shock  therapy  and  psy- 
chotherapy to  be  beneficial,  but  in  older  cases  our 
results  have  been  disappointing.  Then,  too,  in  early 
depressions  it  may  have  some  value,  for  they  too 
may  respond  to  shock  with  some  form  of  psycho- 
therapy. 

I am  glad  to  see  the  attitude  Dr.  Connely  has 
taken  toward  this  type  of  treatment. 

Dr.  Edmund  Connely  (In  conclusion) : With  ref- 
erence to  Dr.  Duncan’s  remarks  about  early  cases, 
I do  not  wish  anyone  to  think  that  I am  criticizing 
the  selection  of  early  cases,  but  I believe  that  we 
should  realize  in  making  estimates  of  treatment  re- 
sults, that  we  have  been  using  the  early  cases,  to 
a large  extent,  and  that  these  patients  are  those 
most  susceptible  to  spontaneous  remission.  So  we 
will  not  arrive  at  false  conclusions  in  comparing 
the  statistics  we  now  get,  with  those  of  the  older 
treatments,  as  the  later  statistics  include  all  cases, 
deteriorated  as  well  as  early.  I believe,  and  I be- 
lieve it  is  generally  felt,  that  metrazol  and  insulin 
should  still  be  used,  and  I feel  that  if  we  did  not 
get  good  results  in  any  except  the  early  cases,  that 
the  two  methods  would  still  be  worth  while.  Our 
present  attitude  is  far  healthier  and  more  conserv- 
ative than  that  of  two  years  ago.  The  results  of 
treatments  are  being  studied  not  only  in  terms  of 
immediate  improvement,  but  in  the  duration  of  that 
improvement.  In  addition,  the  method  by  which  the 
treatments  act  is  being  looked  into,  and  possible 
deleterious  effects  on  the  patient  are  being  con- 
sidered. 

The  study  of  cases  promoted  by  these  methods 
has  brought  about  a general  recognition  of  varia- 
tions in  diagnostic  criteria  that  we  have  been  using, 
and  has  resulted  in  efforts  to  standardize  our  diag- 
nosis more  completely.  Likewise,  standardization 
of  statistical  terminology  is  coming  about,  more 
especially,  studies  in  prognosis  are  giving  us  a 
great  deal  of  light  on  the  outcome  of  cases,  and  is 
showing  us,  at  least  many  of  us,  that  the  results 
of  the  older  treatments  have  been  better  than  we 
realized.  Through  the  use  of  insulin  and  metrazol 
a tendency  towards  the  development  of  other  meth- 
ods of  treatment  has  already  appeared.  Nitrogen 
inhalations  based  upon  the  theory  that  insulin  acts 


through  reducing  the  oxygen  supply  of  the  brain, 
have  been  tried,  as  Dr.  May  has  mentioned.  Like- 
wise, electrical  shock  has  been  tried,  and  no  doubt 
other  treatments  will  be  developed  in  the  future 
which  may,  or  may  not  be  more  useful  than  insulin 
and  metrazol.  The  efforts  to  standardize  the  diag- 
nostic criteria,  and  the  studies  in  prognosis  will 
give  us  a far  better  understanding  of  schizophrenia 
and  dementia  precox,  and  will  probably  cause  at 
least  some  of  us  to  change  our  ideas  to  a consid- 
erable extent.  I find  that  my  own,  especially  in  re- 
gard to  prognosis,  have  already  been  affected.  So, 
aside  from  any  immediate  direct  benefits  to  the  pa- 
tient resulting  from  the  use  of  insulin  and  metra- 
zol, the  indirect  benefits  which  will  come  from  the 
more  thorough  studies,  and  the  better  understand- 
ing of  the  conditions,  will  justify  the  treatments. 
o 

X-RAY  TREATMENT  OF  SUB- 
ACROMIAL BURSITIS* 

OSCAR  O.  JONES,  M.  D.f 
Shreveport 

I claim  no  originality  for  what  this  pa- 
per may  represent.  I am  quoting  freely 
from  an  article  in  The  American  Journal  of 
Roentgenology  and  Radium  Therapy  by  Isi- 
dore Lattman,  July,  1936,  of  the  Radiologic 
Clinic  of  Groover,  Christie  and  Merritt, 
Washington,  D.  C.  I wish,  however,  to  add 
my  experience  in  the  treatment  of  a few 
cases  of  subacromial  bursitis  in  accordance 
with  the  technic  laid  down  by  Doctor  Latt- 
man. I am  therefore  not  attempting  to 
bring  you  anything  new  in  anatomy  of  the 
shoulder  joint  but  perhaps  to  refresh  our 
memory  a little  would  not  be  amiss  and  in 
doing  so  I think  we  had  better  be  reminded 
of  Codman’s  original  description  of  sub- 
acromial bursitis  in  1908  in  DaCosta’s  sur- 
gery. This  points  out  that  the  deltoid  and 
subacromial  bursa  is  one  and  the  same 
thing,  in  that  when  the  arm  is  abducted  the 
entire  bursa  is  subacromial;  when  it  is  ad- 
ducted a large  portion  of  the  bursa  is  sub- 
deltoid. Codman  stated  that  “it  is  not  too 
much  to  assume  that  this  bursa,  like  any 
other  bursa,  in  response  to  the  insult  of 
trauma,  overuse,  unaccustomed  uses,  fol- 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

f'From  the  Tri-state  Hospital  and  Willis- 
Knighton  Clinic,  Shrevepoi-t. 
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lowing  severe  treatments  or  operation  in 
that  region,  or  infection,  may  become  in- 
flamed ; may  become  overdistended  with 
fluids;  may  be  filled  with  fibrinous  ex- 
udate; or  its  contiguous  surfaces  may  be- 
come adherent.” 

Since  his  original  paper  Codman  has  pub- 
lished numerous  communications  on  this 
subject  and  others  have  also  contributed  to 
its  literature.  There  are  those  who  believe 
that  the  symptoms  usually  ascribed  to  sub- 
acromial bursitis  are  really  due  to  disease 
in  the  sheath  of  the  tendons  attached  to  the 
greater  tuberosity  of  the  humerus  rather 
than  to  disease  of  the  bursa  itself ; Codman 
in  some  of  his  later  papers  (1912)  concurs 
in  the  former  belief.  Ross  Golden  states 
that  in  his  experience  the  calcification  oc- 
curs in  the  supraspinatus  tendon.  He 
quotes  Codman  as  confirming  it  in  the  ten- 
don and  noting  a calcified  putty-like  ma- 
terial composed  of  20  per  cent  calcium  car- 
bonate and  80  per  cent  calcium  phosphate 
and  further  that  the  close  proximity  of  the 
tendon  to  the  bursa  has  led  to  the  expres- 
sion— “subdeltoid  or  subacromial  bursitis.” 
These  deposits  vary  in  size  up  to  % centi- 
meters in  diameter  and  are  often  oblong 
when  large.  Golden  also  quotes  the  material 
as  being  composed  microscopically  of  cal- 
cium imbedded  directly  in  fibrous  con- 
nective tissue  and  in  part  surrounded  by  a 
leukocytic  infiltrate,  several  fields  con- 
tained fibrocartilage  and  osteoid  tissue. 

ETIOLOGY 

The  cause  is  obscure,  many  suggestions 
have  been  attributed  but  none  definitely 
proved.  Trauma  has  been  given  as  an  im- 
portant cause  but  experience  does  not  very 
well  substantiate  this ; however,  it  may  be  a 
contributing  factor.  Strain  or  trauma,  over- 
use or  unaccustomed  uses,  irritation  from 
occupation,  foci  of  infection,  and  infection 
of  the  bursa  proper  have  been  suggested. 
Endocrine  and  metabolic  disturbances  have 
been  mentioned  (parathyroid).  It  appears 
evident  that  there  are  no  definite  etiologic 
factors  that  can  be  accused  with  certainty. 

PATHOLOGIC  ANATOMY 

Codman  divides  the  disease  into  three 
stages:  (1)  Acute  or  spastic;  (2)  subacute 
or  adherent;  (3)  chronic.  There  seems  to 


be  no  definite  line  of  demarcation  between 
the  subacute  and  chronic  stages;  they  ap- 
parently merge  into  one  another.  If  there 
has  been  an  acute  attack  which  has  sub- 
sided and  a second  attack  with  the  same 
symptoms  on  the  same  side,  occurring  with- 
in two  to  four  weeks  this  may  be  called  sub- 
acute. Although  the  attack  shows  all  the 
symptoms  of  the  acute  stage  it  is  not 
usually  as  severe.  Codman’s  conception  of 
the  disease  is  that  during  this  stage  adhe- 
sions form  in  the  bursa  between  the  roof 
and  the  floor.  Many  authorities  believe  the 
bursa  does  not  even  enter  into  the  reaction 
but  rather  that  the  disease  is  due  to  a lesion 
in  the  supraspinatus  tendon  and  not  in  the 
bursa  proper.  There  seems  to  be  no  una- 
nimity of  opinion  on  the  patholog3'-  of  this 
disease. 

SYMPTOMS 

The  symptoms  vary  with  different  pa- 
tients. The  clinical  picture  is  much  the 
same  whether  or  not  calcareous  deposits  are 
present;  the  chief  symptoms  are  pain  in 
the  shoulder  joint,  of  varying  degrees  of 
severity  radiating  to  the  neck,  arm,  fore- 
arm and  even  to  the  finger  tips.  Limitation 
of  motion  in  varying  degrees,  posterior  and 
external  movements  of  the  arm  are  marked- 
ly restricted.  The  point  of  exquisite  tender- 
ness is  usually  in  the  region  of  the  greater 
tuberosity  of  the  humerus  and  downward 
to  the  finger  tips  or  upward  to  the  edge  of 
the  acromion  process.  In  the  patients  that 
I have  seen,  elevation  of  the  arm  was  very 
painful  also.  The  symptoms  of  the  chronic 
stage  are  much  the  same  as  the  acute  and 
subacute,  only  much  less  severe  and  respond 
less  favorably  to  any  form  of  treatment. 
They  are  usually  of  much  longer  duration 
when  the  patient  consults  the  physician. 

DIFFERENTIAL  DIAGNOSIS 

Subacromial  bursitis  is  the  most  common 
ailment  of  the  shoulder  but  must  be  differ- 
entiated from  other  conditions  occurring  in 
this  area.  If  the  history  is  one  of  trauma, 
fracture  and  dislocation  must  be  ruled  out. 
This  can  be  done  by  careful  history,  phys- 
ical examination  and  x-ray.  Tuberculosis, 
syphilis,  cystic  bone  lesion,  giant  cell  tumor, 
osteomyelitis,  malignancy  and  other  condi- 
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tions  might  be  mentioned  which  have  to  be 
ruled  out.  All  these  may  be  ruled  out  by 
the  same  procedures.  In  some  instances 
both  shoulders  should  be  rayed  for  com- 
parative purposes. 

TREATMENT 

Many  forms  of  therapy  have  been  used 
with  more  or  less  success.  Rest  and  immo- 
bilization will  often  bring  about  a relief  of 
symptoms  in  from  six  to  eight  weeks,  with 
analgesics  and  opiates,  if  necessary,  to 
carry  the  patient  over  the  acute  stage.  A 
small  per  cent  will  go  into  the  acute  or 
chronic  stage  and  the  symptoms  may  sub- 
side and  recur  over  and  over  again.  Many 
surgeons  and  orthopedists  who  have  writ- 
ten on  this  subject  recommend  non-opera- 
tive treatment  even  when  calcareous  de- 
posits are  found.  Operations  are  resorted 
to  only  in  cases  where  other  forms  of  ther- 
apy have  been  tried  for  months  and  have 
failed,  and  where  the  symptoms,  partic- 
ularly pain  and  limitation  of  motion,  per- 
sist and  the  patient  is  incapacitated.  Vari- 
ous forms  of  heat,  including  diathermy, 
have  been  used,  as  well  as  galvanic  and 
sinusoidal  currents,  manipulations,  mas- 
sage, passive  and  active  motion.  Seemingly 
it  must  be  admitted  there  is  no  specific 
form  of  treatment.  Lattman  has  reported 
20  cases  of  persons  treated  by  roentgen  ir- 
radiation to  which  I wish  to  add  a few  pa- 
tients so  treated  according  to  the  technic 
laid  down  by  him.  The  experience  I have 
had  with  patients  so  treated  compares  well 
with  his  experience.  Anything  that  will  re- 
lieve them  of  pain  in  a short  time  is  worth 
considering  in  that  the  patients  can  be  re- 
stored to  their  routine.  The  economic  fac- 
tor is  also  of  great  importance.  Lattman 
states  that  it  has  been  his  experience  for 
roentgen  therapy  to  relieve  the  pain  in  the 
affected  joint,  thus  permitting  the  patient 
to  resume  his  normal  routine  more  quickly 
than  can  be  accomplished  by  any  other  form 
of  treatment ; my  experience  has  been  like- 
wise, though  not  quite  the  number  of  pa- 
tients treated  and  observation  not  as  long. 

Lattman  states  he  treated  patients  as 
early  as  1924  with  beneficial  results  and 
since  that  time  feels  that  experience  has 
been  sufficient  to  establish  the  value  of  this 


method  of  treatment  in  that  he  has  had  op- 
portunity to  treat  a series  of  cases  with 
physical  therapeutic  methods  such  as  con- 
ductive and  convective  heat,  diathermy, 
massage,  manipulation,  active  and  passive 
motion,  as  well  as  a series  with  roentgen 
therapy  and  finds  the  latter  by  far  the 
method  of  choice  and  reports  20  patients  so 
treated  all  of  whom  showed  definite  calcifi- 
cation ; 14  of  these  had  one  treatment  of  350 
roentgens;  four  had  two  treatments  and 
two  had  three  treatments.  Fifty  per  cent 
were  male  and  50  per  cent  were  female.  The 
average  age  was  46.3  years;  the  youngest 
25,  the  oldest  72  years.  Patients  were  ex- 
amined two  months  after  treatment  and  in 
three  cases  the  calcification  had  disap- 
peared. This  of  course  may  occur  without 
treatment  of  any  kind. 

I have  treated  at  the  Willis-Knighton 
Clinic  and  Tri-State  Hospital  a series  of  14 
patients  since  March  25,  1938.  The  young- 
est was  30,  the  oldest  69  years ; an  average 
age  of  approximately  45.  Six  were  males, 
eight  were  females;  one  of  the  cases  was 
that  of  a female  who  had  involvement  of  the 
elbow.  I have  had  the  opportunity  to  reray 
but  one  of  my  cases,  90  days  after  he  had 
one  treatment;  the  calcification  had  prac- 
tically disappeared.  The  treatment  was 
given  May  17,  1938.  He  has  had  no  further 
trouble  but  returned  September  24,  1939 
with  a calcified  bursa  in  the  other  shoulder 
which  was  given  one  treatment  and  he  has 
had  no  further  trouble. 

Within  the  past  30  days  I have  contacted 
all  patients  treated,  all  reported  no  further 
trouble.  Five  of  my  patients  had  one  treat- 
ment, six  had  two  treatments  and  two  had 
three  treatments.  One  patient,  a female  32 
years  old,  had  six  treatments:  March  25, 
April  13,  and  28,  1938 ; she  was  relieved 
until  November  7,  when  pain  returned,  she 
was  treated  that  date  and  on  November  13 
and  27 ; she  has  had  no  further  trouble. 
When  first  seen  her  shoulder  showed  con- 
siderable redness  and  swelling  and  was  so 
painful  to  movement  she  carried  her  arm 
in  a sling.  The  calcification  in  this  bursa 
was  very  dense  and  the  outline  was  rough. 
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The  factors  used  in  these  treatments 
were  as  set  forth  by  Lattman  and  were  as 
follows:  200  peak  kilovolts;  0.25  mm.  of 
copper ; 1 mm.  of  aluminum ; field  20  x 20 
cm ; distance  50  cm ; 350  roentgen  units 
were  given  at  each  treatment.  For  the  first 
24  hours  following  treatment  all  patients 
complained  of  increased  pain  and  aggra- 
vated symptoms  but  after  about  40  to  48 
hours  their  symptoms  were  much  better. 
Lattman  reports  in  his  cases  practically  the 
same. 

CONCLUSION 

Roentgen  irradiation  of  subacromial  bur- 
sitis seems  to  justify  the  belief  that  this 
form  of  therapy  will  relieve  the  pain  and 
restore  function  quicker  than  other  methods 
of  treatment.  Lattman,  at  the  time  of  his 
report,  had  been  able  to  follow  up  his  cases 
from  one  to  five  years  and  states  that  all 
have  been  relieved. 

DISCUSSION 

Dr.  R.  W.  Cooper  (Shreveport)  : Calcifications 
in  and  around  the  shoulder  joints  and  other  joints  of 
the  body  have  been  described  by  many  authors  by 
almost  as  many  names.  Subacromial  bursitis,  or 
Codman’s  shoulder  has  been  the  most  common 
one  and  is  usually  accepted.  Other  authors  have 
called  it  peri-articular  calcification,  bursitis  cal- 
culosa,  bursitis  calcarea,  and  peritendinitis  cal- 
carea.  The  clinical  condition  described  by  Duplay 
in  1870  and  called  peri-arthrite  scapulo-humerale, 
or  Duplay’s  disease,  is  thought  by  some  to  be 
identical  with  subacromial  bursitis.  Lattman  gives 
Codman  credit  for  the  first  clinical  description  of 
the  condition  in  this  country,  for  he  has  written 
most  extensively  on  the  subject.  However,  Carl 
Sandstrom  of  Stockholm,  Sweden,  said  Painter  of 
Boston  was  the  first  to  describe  the  calcifications 
noted  in  roentgenograms  of  the  shoulder.  At  the 
Fifth  International  Congress  of  Radiology,  Sand- 
strom presented  a very  excellent  paper,  reporting 
321  cases  of  calcifications.  Some  259  cases 
showed  involvement  of  one  or  both  shoulders,  48 
the  hip  joint,  six  the  elbow,  five  the  knee,  six  the 
fingers,  three  the  toes,  and  two  the  wrist.  He 
recognizes  this  condition  as  a clinical  entity  in 
itself,  and  says  that  it  is  a common  disease  of 
middle  life  frequently  affecting  the  shoulder,  but 
not  infrequently  affecting  the  hip  and  other  joints. 
However,  he  chooses  to  call  it  peritendinitis  cal- 
carea, and  did  so  in  1929  in  his  original  publica- 
tion. On  microscopic  examination  of  thirteen  of 
these  cases,  some  at  autopsy,  some  from  excision, 


he  shows  definitely  that  the  calcification  is  not 
within  the  bursa,  but  in  tendons,  and  sometimes 
in  the  wall  of  the  bursa,  but  in  no  single  case  did 
he  find  calcification  in  the  bursa  itself.  So  he 
calls  the  disease  peritendinitis  calcarea,  which  I 
think  is  a good  name.  Other  findings  he  showed 
were  necrosis,  narrowing  of  the  lumen  of  the 
blood  vessel,  and  he  feels  that  calcification  is 
quite  probably  secondary  to  local  anemia  result- 
ing from  the  narrowing  of  the  lumen  of  the  blood 
vessels.  With  regard  to  etiology,  some  authors 
think  infection  is  a factor,  others  insist  that 
chronic  trauma  together  with  a disturbance  in  the 
calcium  metabolism  are  causative  factors. 

I wish  to  compliment  Dr.  Jones  on  his  excellent 
resume  on  the  subject  of  subacromial  bursitis  and 
the  presentation  of  his  case.  He  follows  Lattman’s 
technic,  giving  a total  of  350  r at  the  treatment, 
and  occasionally  three  doses.  Sandstrom  prefers 
a fractionated  technic.  In  the  acute  cases  he  gives 
100  r two  to  three  times  weekly  for  six  to  eight 
doses.  In  my  own  limited  experience  I have 
followed  his  technic.  The  smaller  doses  do  not 
cause  the  severe  reaction  in  and  around  the  joint 
as  sometimes  follows  the  larger  single  dose.  I do 
not  think  there  is  a necessity  for  any  one  type  of 
technic  for  it  seems  that  good  results  are  obtained 
in  most  cases  where  x-ray  therapy  of  any  kind  has 
been  used.  It  has  been  definitely  established  that 
x-ray  therapy  has  been  very  efficient  in  relieving 
the  symptoms  and  causing  reabsorption  of  the 
calcium  deposits;  and  I am  convinced  that  it 
should  be  the  method  of  choice  in  treating  this 
condition. 

Dr.  Stakely  Hatchette  (Lake  Charles)  : Dr. 
Jones  has  emphasized  a non-surgical  form  of 
treatment  for  subacromial  bursitis  that  may  not 
bo  familiar  to  all  of  you  here  but  which  gives  the 
patient  complete  relief.  It  is  done  without  sub- 
jecting the  patient  to  an  anesthetic,  an  operation, 
without  loss  of  time  from  the  patient’s  occupation, 
and  is  as  rapid  as  surgery  in  restoring  useful  func- 
tion and  freedom  from  pain  to  the  patient’s 
shoulder. 

Until  comparatively  recently,  all  such  patients 
in  and  around  Lake  Charles  have  been  treated  by 
surgical  removal  of  these  calcified  bursae.  How- 
ever, in  the  past  three  years  I have  treated  a few 
and,  while  I have  not  had  quite  as  many  as  Dr. 
Jones,  none  of  my  patients  have  had  pain  longer 
than  ten  days  after  the  beginning  of  treatment, 
and  complete  restoration  of  function  of  the  shoul- 
der and  arm  was  accomplished  in  that  time.  While 
the  calcifications  in  the  bursae  have  not  disap- 
peared in  all  of  my  cases,  every  one  of  my  patients 
has  had  100  per  cent  relief  from  pain. 
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FRACTURES  OF  THE  HEAD  OF  THE 
RADIUS* 

JOHN  T.  O’FERRALL,  M.  D. 

New  Orleans 

Fracture  of  the  head  and  neck  of  the 
radius  is  regarded  as  an  important  subject 
to  call  to  your  attention  and  to  invite  your 
discussion,  because  of  the  frequent  unrecog- 
nized and  untreated  cases  encountered.  Such 
fractures  comprise  from  15  to  20  per  cent  of 
fractures  of  the  elbow  and  rank  third  in 
point  of  frequency  of  elbow  injuries. 

ANATOMY 

A brief  discussion  of  the  anatomy  of  the 
head  and  neck  of  the  radius  may  be  in  order. 
The  radial  head  is  an  imperfect  mushroom 
in  shape  with  a moderate  depression  in  the 
upper  surface  for  its  articulation  with  the 
capitellum.  A circular  ridge  below  the  de- 
pressed upper  half  articulates  with  the  les- 
ser sigmoid  cavity  of  the  ulna.  The  entire 
head  is,  of  course,  entirely  covered  with  ar- 
ticular cartilage,  and  in  early  life  is  almost 
wholly  cartilage.  Its  epiphysis  consequent- 
ly greatly  resists  injury.  Consolidation  of 
this  epiphysis  occurs  later  than  most  of  the 
long  bones,  taking  place  as  late  as  15  to  16 
years  of  age.  The  neck  of  the  radius,  or 
stem  of  the  mushroom,  is  about  one  inch 
long  and  is  cylindrical  in  shape.  The  head 
and  neck  of  the  radius  are  held  in  place 
against  the  lesser  sigmoid  cavity  of  the  ulna 
by  the  orbicular  ligament  which  encircles 
the  head  and  neck.  The  rupture  of  this  liga- 
ment often  occurs  in  fractures  of  the  head 
of  the  radius  and  may  alone  be  the  cause 
of  limited  motion  of  the  forearm,  supina- 
tion and  pronation,  because  of  strong 
adhesions. 

FREQUENCY  OF  OCCURRENCE 

Fracture  of  the  neck  and  head  of  the 
radius  is  most  frequent  in  early  adult  life.  It 
may  occur  in  childhood  fairly  frequently, 
but  often  there  is  an  epiphyseal  injury  and 
it  is  seldom  comminuted.  It  is  about  equally 
distributed  between  males  and  females.  Its 

*Read  before  the  sixty-first  annual  meeting-  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 


occurrence  may  be  as  the  result  of  either  in- 
direct or  direct  violence ; in  the  former  the 
force  is  transmitted  along  the  shaft  of  the 
radius  to  the  head,  driving  it  against  the 
external  condyle  or  capitellum.  Usually,  the 
weight  of  the  patient  is  caught  upon  the 
outstretched  arm  with  the  hand  pronated. 
The  latter  or  direct  violence  occurs  less  fre- 
quently and  is  represented  by  a blow  upon 
the  lateral  aspect  of  the  elbow. 

Frequently,  fracture  of  the  radial  head  is 
associated  with  some  other  bone  injury,  but 
here  my  remarks  are  limited  to  isolated 
fracture  of  the  radial  head  and  neck.  A 
variety  of  this  type  of  fracture  is  seen,  from 
partial  or  incomplete,  to  severe  comminu- 
tion, or  complete  separation  of  the  head 
from  the  neck. 

SYMPTOMS 

The  symptoms,  though  variable,  are  often 
quite  characteristic.  The  forearm  is  held  in 
semiflexion  and  pronation;  attempted  pro- 
nation and  supination  are  painful,  crepita- 
tion is  rarely  felt  over  the  lateral  aspect  of 
the  elbow  corresponding  to  the  head  of  the 
radius;  swelling  may  or  may  not  be  seen 
over  the  involved  area,  except  in  those  cases 
resulting  from  direct  violence,  when  it  is 
generally  present.  When  palpation  of  the 
head  of  the  radius  elicits  marked  tender- 
ness, with  or  without  crepitation,  and  supi- 
nation of  the  forearm  is  limited  and  painful, 
diagnosis  of  injury  to  the  radial  head  is 
fairly  certain.  X-rays  showing  good  detail 
and  made  in  several  planes,  anterior,  pos- 
terior, lateral  and  oblique,  are  necessary  to 
confirm  the  diagnosis.  Emphasis  is  laid 
upon  clear  x-rays  in  several  planes,  particu- 
larly in  cases  occurring  in  children,  when 
the  epiphysis  of  the  head  of  the  radius  is 
damaged.  Often,  a very  small  part  of  the 
cartilaginous  epiphysis  is  involved.  It  has 
been  suggested  that  separation  of  a small 
part  of  the  cartilaginous  epiphysis  may  be- 
come a loose  body  in  the  joint  and  play  the 
role  of  a “joint  mouse”  at  a later  time.  For- 
tunately, epiphyseal  separation  is  rare.  Wil- 
son reports  three  cases  in  a series  of  78 
cases.  Typical  cases  of  fracture  most  often 
occur  in  children  instead  of  the  epiphyseal 
separations. 
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TREATMENT 

Improper  and  indifferent  treatment  of 
the  fractures  of  the  head  of  the  radius  may 
result  in  serious  impairment  of  the  function 
of  the  elbow.  This  loss  of  function  is  not 
confined  to  the  loss  of  pronation  and  supi- 
nation only  but  frequently  involves  flexion 
and  extension  as  well.  In  the  simpler  cases, 
such  as  partial  fracture  of  the  radial  head ; 
incomplete  fracture  of  the  head  or  neck,  im- 
pacted fracture  of  the  head  without  com- 
minution ; and  damage  to  the  epiphyseal  car- 
tilage without  displacement,  accurate  diag- 
nosis suggests  the  treatment.  The  forearm 
should  be  gently  supinated  and  the  elbow 
fully  flexed,  namely,  the  position  which  has 
become  known  as  the  Smith-Jones  position. 
This  position  is  often  comfortably  retained 
by  a strap  of  adhesive  plaster  around  the 
flexed  extremity  well  above  the  elbow  and 
a loop  of  unbleached  bandage  about  the 
wrist  and  tied  behind  the  neck.  This  dress- 
ing permits  local  application  of  heat  or  cold 
and  does  not  interfere  with  posttraumatic 
swelling.  The  flexure  of  the  elbow  should 
be  protected  from  the  maceration  which  so 
often  results  from  the  intimate  contact  of 
the  skin  surfaces,  by  inserting  gauze,  sheet 
wadding  and  powder.  This  fully  flexed  posi- 
tion should  be  maintained  for  a period  of 
three  to  four  weeks.  Gentle  motion  of  the 
joint  and  forearm,  however,  should  be 
started  after  about  one  week,  the  arm  being 
returned  to  its  original  position  each  time 
after  gentle  active  and  passive  exercise.  As 
progress  is  made  in  restoring  function,  heat 
and  massage,  with  muscle  training,  are  in- 
dicated. With  such  careful  handling,  end 
results  are  satisfactory  and  normal  function 
is  usually  restored.  A mistake  often  prac- 
ticed is  the  use  of  force  in  hastening  motion. 
The  joint  structures  resent  the  trauma  pro- 
duced by  force,  and  insult  is  added  to  the 
already  existing  injury.  As  swelling,  tend- 
erness and  pain  subside,  the  position  of  full 
flexion  can  be  lessened  so  long  as  the  pa- 
tient can  actively  return  to  the  original  fully 
flexed  position.  This  is  the  criterion  for 
permitting  progressively  increased  activity. 

The  more  serious  types  of  fracture  of  the 
radial  head  include  those  in  which  a single 


fragment  is  displaced  and  comprises  more 
than  half  of  the  lateral  aspect  of  the  radial 
head;  severe  comminution  of  the  head  in 
which  several  fragments  are  displaced; 
fracture  through  the  neck  of  the  radius 
with  displacement  of  the  head  and  separa- 
tion of  the  upper  epiphysis  of  the  radius 
with  displacement  of  same.  These  types  of 
fractures  require  operative  measures  as  the 
method  of  choice  for  the  attainment  of  good 
functional  results.  Early  operation  is  de- 
sirable. It  has  been  found  that  those  pa- 
tients subjected  to  operation  within  the 
first  few  days  after  injury  offer  the  best 
opportunity  for  good  postoperative  func- 
tion. 

OPERATIVE  PROCEDURE 

There  are  two  operative  approaches  to 
the  head  of  the  radius,  but  the  postero-lat- 
eral  incision  is  preferable  as  it  more  easily 
exposes  the  head  and  neck  of  the  bone.  This 
incision  is  made  over  the  radio-humeral 
joint,  beginning  just  above  the  capitellum 
and  extending  to  a point  about  one  inch  be- 
low the  head  of  the  radius.  The  small  pos- 
terior interosseous  nerve  is  identified  be- 
tween the  heads  of  the  supinator  brevis  and 
is  the  most  important  structure  to  be  en- 
countered. It  is  retracted  downward  and 
the  head  of  the  radius  exposed  through  the 
capsular  ligament  and  capsule.  If  the  lateral 
half  of  the  radial  head  is  displaced,  it  should 
be  removed,  leaving  the  mesial  half  to  ar- 
ticulate with  the  sigmoid  cavity  of  the  ulna. 
If  more  than  half  of  the  head  is  displaced, 
then  the  entire  radial  head  should  be  resect- 
ed. If  comminution  of  the  head  has  oc- 
curred, then  all  comminuted  fragments 
should  be  removed.  It  will  often  be  found 
that  small  fragments  have  been  displaced 
into  the  flexure  of  the  elbow  and  in  fact 
throughout  the  joint  cavity.  Careful  search 
for  all  fragments  is  necessary  before  closing 
the  wound.  In  children  the  displaced 
epiphysis  may  be  replaced  onto  the  head  of 
the  bone  and  be  made  to  remain  in  place  by 
careful  closure  of  the  wound  and  fixation 
in  the  fully  flexed,  supinated  position.  If 
the  orbicular  ligament,  holding  the  radius  in 
apposition  to  the  ulna,  is  found  damaged, 
same  should  be  repaired.  Careful  hemos- 
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tasis  is  essential  to  avoid  additional  oppor- 
tunity for  fibrosis  and  consequent  limited 
motion.  After  the  usual  closure  of  the 
wound,  the  position  of  full  flexion  and  supi- 
nation seems  desirable  and  is  best  main- 
tained by  means  of  a light  plaster  of  Paris 
posterior  splint  and  a Jones  loop  about  the 
neck.  Early  motion,  one  week  to  ten  days, 
followed  by  gentle,  gradually  developed  mo- 
tion, as  described  for  the  simpler  types  of 
fractures  of  the  head  and  neck  of  the 
radius,  is  carried  out.  Good  functional  re- 
sults have  rewarded  many  patients  and 
surgeons  for  their  patience  and  painstaking 
after  care  of  such  injuries.  It  can  be  safely 
said  that  the  end  results  in  such  fractures 
are  in  direct  ratio  to  the  scientific  care 
given  them. 

SUMMARY 

1.  Fracture  of  the  head  or  neck  of  the 
radius  is  a serious  injury  and  requires  care- 
ful diagnosis  and  painstaking  treatment. 

2.  Conservatism  is  indicated  in  the 
simpler  types  of  fracture  in  which  frag- 
ments have  not  been  displaced. 

3.  Early  and  complete  operative  removal 
of  displaced  fragments  is  most  desirable 
and  offers  better  opportunity  for  good  func- 
tion. This  is  also  true  in  epiphyseal  separa- 
tions. 

4.  Very  careful  hemostasis  is  essential 
and  avoidance  of  injury  to  the  interosseous 
nerve  must  be  observed. 

5.  Personal  supervision  should  be  given 
to  the  physical  therapy  and  same  should  be 
initiated  no  later  than  one  week  to  ten  days 
after  conservative  or  operative  treatment 
is  started. 

6.  The  Smith-Jones,  or  fully  flexed  supi- 
nated,  position  is  desirable  to  maintain 
satisfactory  position  of  fragments  and  to 
avoid  limited  motion. 

CASE  NO.  1,  ELEVATOR  OPERATOR 

On  November  12,  1938,  he  was  struck  on  the 
right  elbow  by  the  fender  of  a passing  automobile. 
Has  suffered  severe  pain  but  considered  the  injury 
a bruise  and  did  not  report  to  his  physician  for  two 
days,  who  then  referred  patient  for  treatment. 
X-rays  showed  a comminuted  fracture  of  the  head 
of  the  radius  with  considerable  displacement  of  the 
fragments.  Operated  on  November  15,  by  postero- 
lateral incision;  removal  of  all  fragments;  no  fur- 
ther pain.  After  physiotherapy,  was  discharged 
for  duty  December  30,  1938.  Six  weeks’  disability. 


CASE  NO.  2,  MUSIC  TEACHER 

On  November  5,  1935,  was  thrown  from  a horse, 
injuring  the  right  elbow.  She  consulted  her  family 
physician,  who  referred  her  for  treatment.  X-ray 
showed  the  head  of  the  radius  severed  from  the 
shaft  and  comminuted,  the  fragments  considerably 
displaced.  Operated  on  November  7,  1935,  by  pos- 
tero-lateral  incision;  slight  postoperative  pain. 
Physiotherapy.  She  was  discharged  for  duty  De- 
cember 13,  1935,  after  five  weeks’  disability. 

CASE  NO.  3,  TEACHER 

While  going  downstairs  April  8,  1938,  she 
slipped  and  fell  headlong,  injuring  her  right  elbow. 
She  was  seen  by  her  physician,  who  applied  a tem- 
porary splint.  X-ray  showed  fracture  of  the  radial 
head  wth  two  fragments  displaced  forward  and 
apparently  in  the  flexure  of  the  elbow.  Operated 
on  April  9,  1938,  postero-lateral  incision;  all  frag- 
ments removed;  no  postoperative  pain.  Physio- 
therapy. Discharged  for  duty  June  6,  1938,  slightly 
less  than  two  months’  disability. 

CASE  NO.  4,  CHILE 

On  December  4,  1928,  she  fell  down  the  steps, 
twisted  her  arm  and  struck  the  elbow  against  the 
steps.  There  was  immediate,  severe  pain  in  elbow 
joint.  X-ray  Baptist  Hospital  showed  chipped  frac- 
ture head  of  radius  (left),  no  displacement.  Fixa- 
tion in  Smith-Jones  position.  Heat  and  active  mo- 
tion begun  in  slightly  less  than  one  week;  rapid 
return  of  function.  Discharged  for  duty  in  two 
weeks;  no  residuals. 

DISCUSSION 

Dr.  W.  Rogers  Brewster  (New  Orleans)  : Very 
frequently,  a subject  of  this  kind,  in  which  the 
treatment  is  more  or  less  recognized  as  being 
rather  clearly  delineated,  does  not  come  to  our  at- 
tention sufficiently  often,  and  it  is  good  to  refresh 
our  memories  at  times.  What  Dr.  O’Ferrall  has 
said  covered  the  subject  in  so  far  as  treatment  is 
concerned,  and  the  only  thing  of  importance  which 
might  be  stressed  a little  more  is  the  problem  of 
recognition  of  these  fractures.  As  Dr.  O’Ferrall 
said,  this  depends  largely  on  certain  symptoms  in 
combination  with  adequate  and  proper  x-ray.  It 
should  be  always  borne  in  mind  in  relation  to  in- 
juries around,  or  in  the  elbow,  and  there  is  one 
particular  injury  which  I have  seen  occur  and  in 
which  the  associated  fracture  of  the  head  of  the 
radius,  or  displacement  of  the  head,  has  been 
missed,  and  that  is  those  fractures  of  the  upper 
and  middle  third  of  the  ulna  with  displacement. 
Displacement  of  the  head  of  the  radius  associated 
with  that  type  of  injury  should  always  be  consid- 
ered as  being  present  until  proved  otherwise. 

Dr.  George  C.  Battalora  (New  Orleans)  : Dr. 
O’Ferrall  has  admirably  covered  the  subject  of 
fractures  of  the  head  of  the  radius.  There  are  a 
few  points  that  I would  like  to  stress.  First,  the 
time  of  operating  on  these  patients  is  extremely 
important.  The  decision  for  operating  should  be 
made  early.  We  should  not  let  the  case  drag  along 
through  a period  of  doubtful  consei’vative  treat- 
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ment  and  then  decide  to  operate.  We  are  not  going 
to  get  as  good  results  as  if  we  did  the  operative 
procedure  early. 

The  age  of  the  patient  has  a great  deal  to  do 
with  the  type  of  operation  to  be  done.  In  young 
individuals,  we  rarely  see  the  comminuted  types  of 
fractures  as  in  adults.  If  an  operation  is  necessary, 
we  should  do  an  open  reduction;  in  older  persons, 
we  should  excise  the  head.  We  would  not  want  to 
excise  the  head  of  the  radius  in  a child.  I had  one 
case  in  which  I excised  the  head  in  a young  girl. 
She  developed  a marked  increase  in  the  carrying 
angle  and  a late  ulna  nerve  paralysis.  This  latter 
condition  was  corrected  by  an  anterior  transposi- 
tion of  the  nerve. 

Another  point  arises  in  cases  where  we  must 
decide  either  on  a partial  or  complete  excision  of 
the  head.  It  is  better  to  excise  the  entire  head,  for 
if  a partial  excision  is  done  there  is  great  likeli- 
hood of  development  of  arthritic  changes  between 
the  remaining  portion  of  the  head  of  the  radius 
and  the  capitellum. 

Dr.  H.  D.  Morris  (New  Orleans)  : I would  like 
to  call  attention  to  the  approach  popularized  by 
Dr.  Boyd,  of  the  Campbell  Clinic,  for  excision  of 
the  head  of  the  radius.  Dr.  O’Ferrall  mentioned 
various  approaches  now  in  use,  and  the  approach 
which  Dr.  Boyd  presented  in  the  Orthopedic  Sec- 
tion of  the  American  Medical  Association  last 
June  is  a posterior  approach  over  the  lateral  con- 
dyle of  the  humerus.  Incision  is  carried  along  the 
upper  third  of  the  ulna  and  the  supinator  is  re- 
flected subperiosteally,  carrying  the  interosseous 
branch  of  the  radial  nerve  anteriorly,  completely 
out  of  arm’s  way,  and  in  complicated  fractures 
where  the  upper  third  of  the  ulna  is  fractured,  it 
allows  access  to  this  fracture. 

The  other  thing  I would  like  to  mention  is  radial 
deviation  of  the  hand  following  excision  of  the 
radial  head.  This  complication  was  emphasized  by 
the  recent  publication  from  the  New  York  Ortho- 
pedic Hospital.  They  recommended  purse-stringing 
the  tissue  between  the  capitellum  and  the  radial 
shaft  and  immobilizing  the  hand  in  ulnar  devia- 
tion to  prevent  this  complication.  I wonder  if  Dr. 
O’Ferrall  has  met  this  complication  in  his  series  of 
cases. 

Dr.  John  T.  O’Ferrall  (In  closing)  : I mentioned 
in  my  paper  that  attempt  should  be  made  to  re- 
place the  epiphysis  on  the  end  of  the  bone  and  the 
arm  fixed  in  the  Smith- Jones  position. 

With  reference  to  removal  of  part  of  the  head, 
I tried  to  emphasize  the  fact  that  if  more  than 
half  of  the  radial  head  was  displaced,  then  the 
radial  head  should  be  removed.  If  the  mesial  as- 
pect, or  more  than  half  is  displaced,  it  should  be 
removed.  The  remaining  mesial  head  can  articulate 
with  the  sigmoid  cavity. 

I appreciate  Dr.  Morris’  remarks  with  reference 
to  the  new  approach  to  the  elbow  with  which  I am 
not  familiar. 


ENCEPHALOGRAPHY  AND  THE 
NEUROPSYCHIATRIST* 

DEAN  H.  ECHOLS,  M.  D.f 
New  Orleans 

Encephalography  is  a diagnostic  method 
for  roentgenographic  visualization  of  the 
brain  in  which  cerebrospinal  fluid  is  re- 
placed by  air  through  the  lumbar  route. 
Briefly,  the  procedure  consists  of:  Spinal 
puncture  with  the  patient  in  the  sitting  po- 
sition ; withdrawal  of  three  to  six  ounces 
of  cerebrospinal  fluid  and  replacement  by 
injection  of  an  approximately  equal  amount 
of  air  or  other  gas;  and  roentgenography 
of  the  head  with  the  patient  lying  or  sit- 
ting in  various  positions.  This  permits 
adequate  visualization  of  the  entire  ventric- 
ular system  and  the  subarachnoid  spaces 
over  the  surface  of  the  brain. 

Encephalography  probably  should  be 
considered  the  fifth  most  important  diag- 
nostic procedure  available  to  the  neuro- 
psychiatrist, the  first  four  being  history 
taking,  observation  of  the  patient,  neurol- 
ogic examination  and  spinal  puncture.  If 
this  assumption  is  true,  one  would  be  just- 
ified in  concluding  that  encephalography 
is  in  common  use.  On  the  contrary,  in  most 
hospitals  in  this  country  encephalography 
is  practically  never  employed.  It  is  not  my 
purpose  to  criticize  the  neuropsychiatrists 
as  a group  for  their  ultra-conservative  at- 
titude regarding  roentgen  ray  examination 
of  the  brain,  because  the  explanation  for 
their  hesitancy  in  accepting  this  as  an  aid 
in  diagnosing  obscure  brain  lesions  is  easily 
understood.  Not  only  is  the  procedure  ex- 
ceedingly painful,  but  in  certain  diseases 
it  is  also  dangerous.  Moreover,  the  idea 
of  spinal  fluid  replacement  by  air  is  a rela- 
tively recent  one,  being  first  conceived  by 
Dandy1  in  1919.  Since  then,  the  technic 
has  undergone  minor  modifications,  so  that 
it  has  been  only  within  the  last  few  years 
that  the  method  and  the  indications  for  its 


* Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

f From  the  Division  of  Neui’osurgery,  Tulane 
University  of  Louisiana,  School  of  Medicine. 
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use  have  been  sufficiently  standardized  to 
warrant  its  use  by  all  neuropsychiatrists. 
It  is  my  purpose  to  outline  a technic  of  en- 
cephalography, its  indications  and  contra- 
indications, and  to  encourage  neuropsychi- 
atrists as  a group  to  adopt  this  procedure 
as  a simple,  safe  and  valuable  diagnostic 
measure. 

INDICATIONS 

Encephalography  should  not  be  used  in- 
stead of,  but  as  an  adjunct  to,  painstaking 
neurologic  or  psychiatric  examination. 
Since  the  use  of  this  procedure  can  easily 
be  abused,  it  should  be  considered  only  if 
the  neuropsychiatrist  has  been  unable  to 
arrive  at  a specific  diagnosis  with  the  other 
methods  at  his  disposal.  This  statement  in- 
tends not  to  minimize  the  value  of  this  test, 
but  instead,  to  encourage  its  use.  Most 
writers2-  3>  4 agree  that  encephalography  is 
indicated  in  all  cases  in  which  symptoms  of 
obscure  brain  lesions  are  manifested  if 
there  is  no  evidence  of  increased  intracrani- 
al pressure.  It  is  obvious  enough  that  if  a 
clinical  diagnosis  of  brain  tumor,  brain  ab- 
scess or  intracranial  hematoma  can  be 
made,  there  is  no  reason  for  the  perfor- 
mance of  encephalography  except  at  the 
election  of  the  neurosurgeon.  In  the  pres- 
ence of  an  intracranial  mass,  ventriculo- 
graphy, that  is,  the  injection  of  air  directly 
into  the  ventricles  through  a trephine,  is  a 
safer  procedure. 

It  is  my  opinion  that  all  patients  suffer- 
ing from  epileptic  attacks  which  do  not 
cease  under  adequate  therapy  should  be 
subjected  to  encephalography.  Incidental- 
ly, in  this  particular  disturbance,  air  in- 
jection sometimes  has  a therapeutic  effect. 
Grant5  and  many  others  believe  that  the  re- 
sults obtained  in  epileptic  patients  sub- 
jected to  encephalography  are  beneficial 
though  transitory. 

Other  applications  of  this  procedure  are 
in  patients  with  obscure  mental  diseases  in- 
cluding character  and  personality  changes 
as  well  as  bizarre  psychoses,  severe  intract- 
able headache,  congenital  brain  defects,  in- 
flammatory or  degenerative  lesions  of  the 
cerebrum,  and  psychoneuroses.  Many  pa- 
tients with  posttraumatic  encephalopathy 


should  have  encephalography  for  thera- 
peutic and  medicolegal  reasons.  Also,  the 
time  will  probably  come  when  patients  with 
non-classified  psychoses  will  not  be  perma- 
nently committed  to  psychopathic  hospitals 
until  after  an  encephalogram  has  been 
made.  Spinal  air  injection  should  also  be 
resorted  to,  for  academic  reasons,  in  pa- 
tients suffering  from  mental  deficiency. 

CONTRAINDICATIONS 

It  is  generally  agreed  that  encephalo- 
graphy is  contraindicated  in  all  cases  where 
intracranial  pressure  is  greatly  increased, 
such  as  in  the  presence  of  intracranial 
tumor,  abscess  or  hematoma.  The  reason 
for  this  is  that  lumbar  puncture  in  such 
patients  might  cause  further  compression 
of  the  blood  supply  of  the  medulla  oblon- 
gata. Only  at  the  discretion  of  the  neuro- 
surgeon should  encephalography  be  em- 
ployed in  the  patient  with  choked  discs. 
Encephalography  should  ordinarily  be 
avoided  in  patients  over  fifty  years  of  age6. 
Infants  tolerate  the  procedure  well. 

TECHNIC 

Because  encephalography  causes  severe 
pain  in  the  neck  and  head,  often  accom- 
panied by  nausea  and  vomiting,  it  is  desira- 
ble to  stop  the  intake  of  fluids  or  solids 
eight  hours  before  performing  the  test. 
Three  grains  of  pentobarbital  sodium 
(nembutal)  may  be  given  a few  hours  be- 
fore starting  the  procedure.  Just  prior  to 
spinal  puncture  the  administration  of 
1/100  grain  of  atropine  sulfate  will  assist 
in  decreasing  the  unpleasant  symptoms.7 
Whereas  it  is  much  simpler  to  perform  en- 
cephalography without  general  anesthesia, 
children  and  uncooperative  adults  should 
be  put  to  sleep. 

Numerous  variations  in  technic  have 
been  suggested,  but  the  procedure  can  be 
performed  with  utmost  simplicity.  The 
patient  walks  to  the  treatment  or  roentgen 
ray  room,  where  the  test  is  done.  He  is 
asked  to  sit  astride  an  ordinary  straight 
back  chair,  which  is  placed  at  the  head  of 
a table  on  which  he  rests  his  folded  arms 
and  head.  The  back  is  exposed  and  cleaned 
with  antiseptic  solution.  After  the  skin  has 
been  anesthetized  with  novocaine,  a spinal 
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puncture  is  performed  in  the  third  or 
fourth  lumbar  interspace  using  an  18  gauge 
needle.  A three  inch  piece  of  rubber  tubing 
is  attached  to  the  needle  after  the  stilet  has 
been  withdrawn.  The  escaping  fluid  is 
caught  in  a one  ounce  medicine  glass  by 
an  assistant.  After  the  liberation  of  ap- 
proximately 10  cubic  centimeters  of  fluid, 
10  cubic  centimeters  of  air,  which  has  been 
aspirated  into  a syringe  through  a piece  of 
sterile  gauze,  is  injected  through  the  rub- 
ber tubing.  This  procedure  is  continued 
until  120  cubic  centimeters  of  fluid,  in  the 
average  case,  have  been  replaced  by  an 
equal  amount  of  air.  The  spinal  needle  is  re- 
moved and  the  patient  is  put  on  a stretcher. 
The  roentgen  ray  films  should  be  made 
within  an  hour.  If  the  standard  table  is 
used  with  the  roentgen  ray  tube  overhead, 
the  patient  lies  on  his  back  for  an  antero- 
posterior projection.  The  patient  then  lies 
in  the  prone  position  for  a postero-anterior 
view.  With  the  patient  still  in  the  prone 
position,  lying  first  on  one  cheek  and  then 
on  the  other,  lateral  views  are  made.  It  is 
desirable  to  make  stereoscopic  films.  In 
some  hospitals  the  films  are  made  with  the 
patient  sitting  up  with  the  head  against  a 
vertical  Potter-Bucky  diaphragm.  Since 
each  method  has  its  advantages,  the  ideal 
procedure  would  be  to  make  films  with  the 
patient  both  lying  down  and  sitting  up.2 

REACTION  TO  AIR  INJECTION 

As  soon  as  the  air  reaches  the  cervical 
region  and  cisterna  magna,  the  patient  suf- 
fers severe  neck  pain  and  headache.  With 
the  continuance  of  the  procedure,  the  pa- 
tient may  perspire  profusely,  and  there 
may  be  nausea  and  retching.  Fainting 
rarely  occurs.  Upon  returning  to  bed,  the 
patient  wants  to  lie  quietly  for  from  12  to 
48  hours,  as  pain  is  aggravated  by  move- 
ment of  the  head.  Codeine  and  aspirin 
usually  suffice  for  analgesia.  Fluids  and 
solids  can  be  given  when  requested,  and  the 
patient  may  leave  the  hospital  as  soon  as 
he  desires.  The  average  stay  is  about  three 
days,  even  though  a little  air  is  still  present 
in  the  head  at  the  end  of  this  period. 

Probably  one  of  the  reasons  that  en- 
cephalography has  not  enjoyed  greater  fa- 
vor among  neuropsychiatrists  is  the  belief 


that  it  frequently  results  in  death.  There 
is  no  basis  for  the  existence  of  this  opinion. 
If  a patient  does  not  have  a serious  brain 
disease  such  as  tumor,  aneurysm  or  ad- 
vanced arteriosclerosis,  the  risk  is  practical- 
ly negligible.  Pancoast  and  Fay3  found 
that  the  mortality,  following  encephalo- 
graphy in  a series  of  1,529  cases  collected 
from  the  literature  from  1921  to  1928,  was 
1.2  per  cent.  In  Davidoff  and  Dyke’s  series 
of  4,000  encephalograms  the  mortality  was 
only  0.22  per  cent.  Grant5  had  only  one 
death  in  325  cases. 

CONCLUSION 

It  should  be  emphasized  that  because  of 
its  simplicity  of  performance,  its  negligible 
mortality  and  its  adequate  visualization  of 
the  brain,  encephalography  is  strongly  rec- 
ommended as  an  important  aid  to  neurologic 
diagnosis  in  obscure  brain  diseases. 

REFERENCES 

1.  Dandy,  W.  E.  : Roentgenography  of  the  brain  after 
the  injection  of  air  into  the  spinal  canal,  Ann.  Surg., 
TO  :397,  1919. 

2.  Davidoff,  L.  M.,  and  Dyke,  C.  G.  : The  Normal  En- 

cephalogram, Lea  & Febiger,  Philadelphia,  1937. 

3.  Pancoast,  II.  K„  and  Fay,  R.  : Encephalography : 

Roentgenological  and  clinical  considerations  for  its  use. 
Am.  .1.  Roentgenol.  & Rad.  Therap.,  21  :421,  1929. 

4.  Pendergrass,  E.  P.  : Indications  and  contraindica- 

tions of  encephalography  and  ventriculography,  J.  A.  M.  A., 
96  :408,  1931. 

5.  Grant.  F.  C.  : Ventriculography  and  encephalo- 

graphy, Arch.  Neurol.  & Psychiat.,  27  .1310,  1932. 

0.  Meredith,  J.  M.  : A consideration  of  the  value  and 
indications  for  encephaloventriculography  with  especial 
reference  to  its  use  in  borderline  neurosurgical  conditions, 
Surgery.  7 :95.  1940. 

7.  Scott,  M.  : Prevention  of  usual  symptoms  following 
encephalography  by  tire  preliminary  injection  of  atropine 
sulfate,  .T.  A.  M.  A.,  113:1125,  1939. 

DISCUSSION 

Dr.  Gilbert  C.  Anderson  (New  Orleans)  : Dr. 
Echols  has  emphasized  an  important  diagnostic 
procedure,  which,  as  he  says,  is  undoubtedly  used 
much  less  frequently  than  it  might  or  should  be. 

I do  not  think  the  performance  of  encephalography 
requires  any  extended  training,  or  any  intricate 
machinery  or  apparatus  or  equipment  of  any  sort. 
As  far  as  the  technical  performance  of  the  test 
is  concerned  it  can  be  done  by  anyone  capable  of 
doing  spinal  puncture,  who  knows  how  to  handle 
that  sort  of  procedure.  However,  the  interpreta- 
tion of  the  filling  requires  experience. 

Dr.  Echols  says  the  mortality  is  practically  nil, 
but  that,  of  course,  depends  to  some  extent,  in 
this  procedure  as  in  any  other,  upon  the  selectioii 
of  patients.  There  are  only  a few,  relatively, 
speaking,  in  whom  this  procedure  is  contraindi- 
cated. Certainly,  I should  be  very  reluctant  to 
make  or  attempt  to  make,  an  encephalogram  on 
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a patient  with  choked  disc.  If  I,  or  the  consultant, 
f«lt  that  we  were  dealing  with  a true  choked  disc 
that  was  the  result  of  increase  in  intracranial 
pressure,  I should  be  very  loath  to  empty  the 
subarachnoid  space  of  its  fluid,  and  I say  this  with 
regard  to  any  condition  in  which  increased  intra- 
cranial pressure  is  present,  especially  in  lesions 
of  the  posterior  fossa  in  which  we  so  often  have 
been  told  spinal  puncture  is  contraindicated.  As 
a matter  of  fact,  the  deaths  that  have  been  re- 
ported by  Dr.  Moersch  of  The  Mayo  Clinic  follow- 
ing spinal  puncture,  were  in  supratentorial  lesions, 
and  they  considered  the  menace  there  was  a pro- 
lapse or  jamming  the  brain  stem  in  the  incisura  of 
the  tentorium  rather  than  medullary  prolapse.  At 
any  rate,  where  intracranial  pressure  is  definitely 
increased,  I would  certainly  prefer  to  carry  out 
ventriculography,  in  which  air  is  introduced  into 
the  ventricle  by  means  of  a trephine  opening. 

However  this  entails  an  operative  procedure,  a 
major  operation,  with  scrupulous  attention  to 
surgical  technic,  and  carries  a definite  mortality 
which  is  a little  high  for  a procedure  only  diag- 
nostic in  value. 

The  difficulty  in  encephalograms  in  general  is 
failure  to  get  a filling  of  the  ventricle  with  air. 
Unless  the  patients  are  prepared  with  sedatives 
and  atropine,  they  are  apt  to  have  a fast  pulse, 
disturbances  in  respiration,  and  sweat  profusely 
on  the  table,  and  very  often  the  blood  pressure 
goes  down  and  they  vomit,  but  seldom  lose  consci- 
ousness. The  operator  may  be  inclined  to  stop 
when  he  has  drained  80  to  90  c.  c.  of  fluid  and 
replaced  it  with  air,  and  then  get  a filling.  If  the 
system  is  not  well  delineated,  the  interpretation 
will  be  difficult,  and  therefore,  I think  it  is  nec- 
essary to  carry  the  procedure  as  far  as  possible 
and  one  will  be  surprised  in  many  cases  at  the 
amount  of  fluid  that  can  be  withdrawn.  Manipu- 
lation of  the  patient’s  head  from  side  to  side  and 
forward  and  backward  after  apparent  complete 
drainage  often  produces  a surprising  additional 
amount. 

Dr.  Roy  Carl  Young  (Covington)  : Dr.  Echols 
has  given  us  a very  clear  concise  view  of  the  pro- 
cedure known  as  encephalography.  It  is  a pro- 
cedure, as  he  stressed,  of  great  value  in  neurologic 


diagnosis,  one  that  in  properly  selected  cases  gives 
a value  we  get  in  no  other  way,  a procedure  that 
should  not  supplant  the  most  careful  neurologic 
examination,  and  when  I say  neurologic  exami- 
nation I include  roentgenograms,  spinal  fluid 
studies,  spinal  fluid  analyses,  visual  fields.  It  is 
a fitting  procedure  in  neurologic  diagnosis  and 
has  a definite  therapeutic  value  as  well  as  diag- 
nostic value. 

Its  use  is  important  in  cases  of  epilepsy.  I usu- 
ally treated  these  patients  over  a period  of  time 
and  if  the  person  did  not  respond  to  treatment 
then  I invariably  advocated  encephalography  for 
diagnostic  aid  and  therapeutic  effect.  It  is  of 
value  in  trauma  of  the  head,  in  diagnosing  the 
amount  of  injury  and  also  because  of  its  thera- 
peutic effect.  It  certainly  does  decrease  the  symp- 
toms of  cortical  irritability. 

One  very  important  phase  of  encephalography 
is  close  cooperation  required  between  the  radiol- 
ogist and  the  neurologist  as  correct  interpretation 
of  your  roentgenograms  after  they  are  made  is 
very  important. 

Dr.  H.  Randolph  Unsworth  (New  Orleans)  : It 
has  been  my  good  fortune  to  see  some  encephalo- 
graphic  work  and  I am  also  in  agreement  with  Dr. 
Echols  that  in  expert  hands  it  is  probably  a harm- 
less procedure.  I doubt,  however,  that  it  is  such 
an  innocent  procedure  in  incompetent  hands.  I 
have  been  impressed  with  the  marvelous  view  the 
encephalogram  gives,  and  further,  as  a diagnostic 
aid  it  has  become,  in  my  mind,  indispensable  in 
neurologic  diagnosis.  Therapeutically,  I am  not 
prepared  to  evaluate  the  method.  I will  say  that 
it  has  appeared  to  be  helpful  in  certain  of  the  con- 
vulsive phenomena.  It  certainly  brings  to  light 
structures  in  the  cerebrum  that  apparently  the 
ordinary  x-ray  plate  does  not  reveal.  This  was 
very  forcibly  impressed  recently.  Dr.  Echols  did 
an  encephalogram  on  a patient  who  had  been 
treated  for  epilepsy  for  probably  eight  years.  The 
encephalogram  of  that  particular  case  was  most 
enlightening  and  showed  a tuberculoma.  I am  fur- 
ther of  the  opinion  that  in  certain  of  the  psychotics, 
certain  of  the  encephalitics,  therapeutically  we  may 
expect  results  that  we  have  been  unable  to  obtain 
in  these  patients. 
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THE  NEW  YEAR 

The  new  year  starts  with  the  world 
aflame.  Grim  war  is  reaping  its  toll  in 
most  of  the  so-called  civilized  countries  of 
the  world ; nearly  all  Europe  and  most  of 
Asia  is  afire.  Only  in  the  Western  hemis- 
phere is  the  horror  of  war  a thing  remote 
and  distant  but  even  oceans  separating 
the  United  States  from  the  two  combat 
continents  does  not  prevent  our  feeling  the 
repercussions.  The  United  States  neces- 


sarily is  preparing  to  defend  itself  should 
it  become  incriminated  in  a future  strug- 
gle. All  the  preparation  will  have  a pro- 
found influence  on  our  economic  and  our 
professional  life;  taxes  will  be  increased 
necessarily,  funds  will  have  to  be  raised  to 
support  a large  army  and  the  necessary 
armaments,  professionally  many  doctors 
will  be  called  into  service  and  there  will 
be  doctors  in  civil  life  who  will  have  to 
work  over  time  who  will  be  called  to  per- 
form extra  duties  and  who  will  be  em- 
ployed continuously  in  their  professional 
occupations. 

All  this  preceding  paragraph  seems 
pessimistic.  However,  we  have  much  to 
look  forward  to  in  the  coming  year.  After 
all,  our  families  are  intact,  our  work  is 
interesting  and  our  pleasures,  few  though 
they  may  be,  are  a relaxation  and  a joy. 
Grossly  the  coming  year  seems  appalling; 
minutely  to  the  individual,  happiness  and 
comfort  will  probably  be  his  lot  in  the  com- 
ing year.  We  sincerely  hope  so.  To  all  of 
our  readers  the  Journal  offers  felicitations 
and  the  hope  that  the  coming  year  will  be  a 
prosperous  and  happy  one. 

o 

MENVILLE  HONORED 

The  Journal  is  filled  with  pride  at  the 
realization  that  the  Chairman  of  the  Com- 
mittee under  whose  auspices  it  is  con- 
ducted, has  again  been  signally  honored. 
Dr.  Leon  J.  Menville  was  selected  as  presi- 
dent of  the  Radiological  Society  of  North 
America  at  its  annual  meeting  which  was 
held  the  first  of  December  in  Cleveland. 
This  is  an  honor  which  is  outstanding.  This, 
radiologic  society  is  composed  of  the  lead- 
ers in  roentgenology  in  the  United  States. 
The  selection  of  Dr.  Menville  indicates 
that  he  is  well  liked  personally,  that  the 
members  have  a high  regard  for  his  accom- 
plishments in  roentgenology  and  that  they 
have  faith  in  his  ability  as  an  executive. 

Not  only  should  the  Journal  feel  proud 
of  this  honor  conferred  on  its  Chairman 
but  the  members  of  the  Louisiana  State 
Medical  Society  should  likewise  take  vica- 
rious pleasure  in  having  one  of  their  for- 
mer presidents  of  the  State  Medical  Society 
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elected  to  this  outstanding  office.  It  is 
just  further  proof  that  doctors  of  Louisi- 
ana are  among  the  best  in  the  country  and 
that  the  appreciation  of  their  professional 
skill  is  widespread.  We  medical  men  of  the 
State  wish  our  distinguished  confrere  every 
success  in  his  administration  of  this  great 
radiologic  organization. 

o 

THE  GRADUATE  MEDICAL 
ASSEMBLY 

The  growth  of  the  New  Orleans  Gradu- 
ate Medical  Assembly  has  been  truly  spec- 
tacular. Starting  in  a small  way  four  years 
ago  it  has  increased  its  attendance  by  leaps 
and  bounds  and  it  has  apparently  appealed 
to  a very  large  number  of  men,  not  only 
throughout  the  South  but  also  from  the 
North  and  Midwest.  This  is  a very  practi- 
cal demonstration  that  the  medical  man  is 
anxious  and  eager  to  keep  up  with  the  ad- 
vances in  medicine  and  to  review  the  latest 
and  most  outstanding  features  in  his  pro- 
fessional field. 

The  meeting  which  will  be  held  March 
3-6,  1941,  should  be  the  largest  one  that 
has  ever  been  conducted.  This  is  said  ad- 
visedly because  the  list  of  guest  speakers 
is  outstanding  and  the  character  of  the 
presentations  that  these  speakers  will  make 
is  guaranteed  by  their  professional  reputa- 
tions. It  would  be  impossible  to  enumerate 
here  the  names  of  the  eighteen  outstanding 
essayists.  Men  like  Paul  D.  White,  Paul 
A.  O’Leary,  Owen  H.  Wangensteen,  Ernest 
E.  Irons,  Maurice  Pincoffs,  Charles  F.  Mc- 
Khann  and  Cecil  S.  O’Brien  are  known  not 
only  locally  but  nationally.  Only  a few  of 
the  guest  speakers  have  been  mentioned 
but  the  others  are  equally  well  known  and 
prominent  in  medical  circles. 

The  thinking  medical  man  will  realize 
and  appreciate  that  this  medical  assembly 
will  give  him  an  excellent  opportunity  to 
find  out  about  the  advances  in  medicine  and 
surgery;  it  will  give  the  hard  working  pro- 
fessional man  an  opportunity  to  relax  from 
the  daily  grind  and  it  will  give  the  doctor 
whose  contact  with  other  members  of  his 
profession  is  limited  an  opportunity  of 
talking  over  his  problems  with  his  fellow 


practitioner  and  with  men  who  are  known 
as  teachers  and  scientists.  The  small 
registration  fee  includes  not  only  the  lec- 
tures but  also  the  round-table  luncheons, 
the  smoker,  the  scientific  exhibit  and  many 
other  features.  It  will  be  money  well  spent. 

o 

HEART  DISEASE  AND  OPERATIONS 

Very  often  the  practitioner  and  the  sur- 
geon are  confronted  with  the  problem  of  a 
patient  who  has  organic  heart  disease  and 
who  requires  an  operation,  which  opera- 
tion may  be  an  immediate  necessity  or  may 
be  an  operation  of  choice.  Most  physi- 
cians know  that  there  are  innumerable 
operations  that  are  delayed  or  not  per- 
formed because  of  fear  of  the  patient  or 
by  the  doctor.  Some  years  ago  Marvin1 
wrote  “For  purposes  of  anesthesia  and 
operation  a heart  that  is  damaged  but  that 
is  carrying  on  an  adequate  circulation 
under  normal  conditions  of  life  is  the 
equivalent  of  a normal  heart.”  This  im- 
plies a heart  that  is  not  in  failure.  Practi- 
cally the  only  type  of  heart  disease  in  early 
and  mid-life  which  is  dangerous  is  syphi- 
litic heart  disease  with  aortic  insufficiency 
and  angina  pectoris  in  later  life,  largely 
because  these  two  conditions  may  be  associ- 
ated at  any  time  with  sudden  death. 

Patients  who  are  in  failure  do  present  a 
very  definite  risk,  but  the  surgical  mor- 
tality in  a large  group  of  carefully  studied 
cases  was  only  5.5  per  cent.  These  people, 
however,  were  given  bed  rest,  when  possi- 
ble, for  at  least  three  weeks  after  their 
failure  had  taken  place.  Decompensation 
must  be  considered  a bar  to  selective  opera- 
tion and  must  be  properly  taken  care  of  in 
necessary  emergency  operations. 

Patients  who  have  healed  myocardial  in- 
farction, or  angina  pectoris,  on  the  whole 
do  not  present  any  very  great  difficulty, 
according  to  Blumgart.2  Again  in  a large 
series  of  patients,  257,  recently  reported 
with  coronary  arteriosclerosis,  the  death 
rate  was  only  4.3  per  cent  after  or  during 

1.  Marvin,  11.  M. : The  heart  during  anesthesia  and 
operative  procedures.  New  Ragland  .1.  M..  190:547,  1 928. 

2.  Blumgart,''  Uerrman  U. : Cardiology:  I.  The  man- 

agement of  cardiac  patients  who  require  major  surgery. 
II.  The  treatment  of  cardiac  arrhythmias,  New  Ungland 
.1.  M.,  223:765,  1040. 
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operation.  However,  it  must  be  borne  in 
mind  that  whenever  possible  an  occlusion 
must  have  at  least  a period  of  three  months 
to  heal  before  operation  should  be  consid- 
ered. Coronary  thrombosis  occurs  after 
operation  in  older  people  in  a considerable 
number  of  patients  and  this  possibility 
should  always  be  considered  because  of  the 
fact  that  shock,  dehydration  and  hemor- 
rhage may  precipitate  an  attack  of  coro- 
nary thrombosis.  This  is  a frequent  oc- 
currence in  the  arteriosclerotic  diabetic 
patient.  There  is  always  danger,  incidental- 
ly, of  a hypoglycemia  precipitating  an  in- 
farction so  that  insulin  should  be  used  cau- 
tiously and  the  blood  sugar  watched  care- 
fully. 

Blumgart  has  some  very  excellent  sug- 
gestions in  regard  to  the  preoperative  and 
postoperative  care  of  the  heart  patient.  It 
is  advisable  to  give  small  doses  of  barbi- 
turates for  a few  days  prior  to  operation, 
phenobarbital  V2  grain  three  or  four  times 
daily.  Small  doses  should  be  used  rather 
than  larger  doses  which  may  have  an  un- 
favorable synergistic  action  when  morphine 
is  given  before  operation,  plus  the  anes- 
thesia, which  may  cause  trouble.  He  cau- 
tions against  giving  large  quantities  of 
saline  solution  by  vein  or  hypodermoclysis, 
particularly  to  the  patient  who,  before 
operation,  has  been  on  restricted  salt  and 
fluid  intake.  When  fluids  are  given  into 
the  vein  they  should  be  given  slowly,  not 
more  than  20  c.  c.  per  minute,  and  of 
course  in  the  presence  of  edema  it  would 
be  wise  to  give  glucose  solution  alone  and 
not  have  it  combined  with  saline.  If  it  is 
given  at  this  slow  rate  it  has  very  little 
effect  on  the  cardiovascular  functions. 
Digitalis  should  only  be  employed  when 
there  is  congestive  heart  failure  or  auri- 
cular fibrillation.  Oxygen  is  an  excellent 
prophylactic  given  after  operation  in  those 


patients  in  whom  the  cardiac  reserve  is 
limited.  Lastly,  nitroglycerine  in  a patient 
who  has  had  attacks  of  angina  pectoris  may 
be  given  1/500  grain  every  half  hour  before 
operation  and  during  the  operation,  if  it  is 
done  under  local  anesthesia. 

The  reviewer  also  calls  attention  to  the 
fact  that  drugs  which  are  often  used  before 
and  after  operation  may  affect  the  heart 
unfavorably.  Notable  in  this  group  are  the 
pituitary  gland  preparations  which  may 
precipitate  angina  pectoris  and  collapse  in 
an  older  patient.  Adrenalin  is  distinctly 
contraindicated  in  people  who  have  coro- 
nary arteriosclerosis.  The  use  of  carbon 
dioxide  mixture  is  iil  advised  unless  the 
amount  given  can  be  very  carefully  con- 
trolled. The  physician  should  not  forget 
that  atropine  has  a breaking  effect  on  the 
vagus  and  if  it  is  given  in  fairly  large  doses 
to  lessen  bronchial  and  upper  respiratory 
tract  secretions  it  may  produce  an  undue 
elevation  of  the  heart  rate,  particularly 
dangerous  in  patients  with  auricular  fibril- 
lation. Reference  has  already  been  made 
to  the  use  of  insulin  and  the  production  of 
hypoglycemia;  cocaine  and  novocain  are 
also  drugs  which  should  be  used  with  ex- 
treme caution  in  patients  with  coronary 
arteriosclerotic  disease.  Because  they  are 
readily  and  rapidly  absorbed  they  may 
cause  cardiac  arrhythmias  and  at  times 
ventricular  fibrillation  and  death. 

Boiled  down  to  a few  words,  this  review 
of  Blumgart  definitely  suggests  that  the 
young  person  with  heart  lesions  is  an  excel- 
lent operative  risk.  The  old  person  with 
arteriosclerosis  of  the  coronary  vessels  is, 
on  the  whole,  a subject  who  must,  during 
operation,  before  operation  and  after  opera- 
tion, be  observed  and  watched  most  criti- 
cally but  on  the  whole  old  people  can  go 
through  operations  with  a surprisingly  sat- 
isfactory degree  of  safety. 
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TOURO  INFIRMARY 
New  Orleans 

A meeting  of  the  Medical  Staff  of  Touro  In- 
firmary was  held  on  October  9,  1940.  Dr.  Walter 
E.  Levy  read  the  Memorial  Resolution  to  Dr.  John 
A.  Lanford,  as  set  forth  by  the  Executive  Com- 
mittee. 


The  Chairman  next  reported  on  the  Liaison  Com- 
mittee and  its  membership. 

A Clinico-Pathologic  Conference  was  held,  at 
which  a case  of  diabetes  was  reported  by  Dr.  Syd- 
ney Jacobs.  Abstract  of  case  follows: 

A.  B.  R.,  a 33  year  old  female  known  for  nine 
years  to  be  a diabetic,  was  admitted  September 
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1940,  apparently  suffering’  from  a cold  of  one 
week’s  duration.  There  had  always  been  trouble 
in  stabilization;  she  was  taking  40  units  of  regular 
insulin  daily  until  two  days  prior  to  admission 
when  nausea  and  vomiting  began.  Her  blood  C02 
was  22,  but  there  was  no  acetonuria.  She  was 
treated  for  diabetic  acidosis  with  infusions  and 
insulin  and  had  apparently  recovered  from  this 
by  the  sixth  day  when  her  blood  C02  was  54.  Per- 
sistent unexplained  low  grade  fever  was  followed 
on  the  fifth  day  by  jaundice,  the  icterus  index 
gradually  rising  to  100  by  the  tenth  day.  At  this 
time  with  definite  evidence  of  complete  obstruc- 
tive jaundice,  no  organic  intestinal  tract  obstruc- 
tion was  visualized.  Ascites,  dependent  edema  and 
pleural  effusion  developed  rapidly;  the  serum  pro- 
tein was  3.94  and  the  blood  amylase  was  reported 
as  low.  The  prothrombin  time  was  markedly  ele- 
vated until  vitamin  K was  given.  Albumin  and 
bile  gradually  increased  in  the  urine,  but  the 
N.  P.  N.  was  only  25.  She  had  completely  re- 
covered from  diabetic  acidosis  (dextrose  95,  chlo- 
ride 515,  C02  61)  when  death  occurred  on  the 
twelfth  hospital  day.  At  postmortem,  a most  ex- 
tensive acute  necrosis  of  the  liver  was  noted.  The 
cause  of  the  necrosis  is  undetermined;  there  was 
no  known  ingestion  of  any  hepatotoxic  substance 
or  any  history  of  infectious  or  metabolic  disease 
to  produce  it.  Possibly  there  may  have  been  some 
connection  between  this  and  her  markedly  un- 
stable diabetes,  but  this  can  not  be  proved. 

The  case  was  discussed  by  Dr.  Willard  R.  Wirth. 
He  remarked  on  the  marked  hepatitis  and  decrease 
in  serum  protein,  with  effusion.  Dr.  Nadler  stated 
that  the  three  most  prominent  phases  of  the  case 
were  the  decrease  in  prothrombin;  second,  marked 
deficiency  of  serum  protein,  and  third,  acidosis. 

The  second  case  was  presented  by  Dr.  Emile 
Bloch — Cortical  Cell  Tumor  of  the  Suprarenal 
Gland  with  Metastases  to  Both  Lungs  and  Both 
Inguinal  Regions.  Abstract  as  follows: 

J.  B.  S.,  a white  male  age  56,  was  first  seen  on 
August  30,  1940,  complaining  of  a mass  in  the 
right  iliac  region,  adjacent  to  the  pubes  with  a 
history  of  loss  of  20  pounds  in  two  months,  and 
anorexia.  There  was  a right  inguinal  hernia 
adjacent  to  the  mass.  Several  digital  examina- 
tions of  the  prostate  were  negative.  He  was  ad- 
mitted to  Touro  Infirmary  on  August  31  with  a 
temperature  of  101°,  and  with  a white  blood  count 
of  11,000.  X-ray  report:  Area  of  increased 

density  in  pelvic  bones,  texture  relatively  normal. 
Somewhat  suggestive  of  osteoblastic  metastatic 
process,  but  does  not  warrant  a definite  diagnosis. 
X-ray  showed  no  definite  bone  pathology.  Biopsy 
of  the  tissue  on  September  2 was  reported  by  the 
pathologist  as  lipofibroma.  (Tissue  not  taken 
deep  enough  to  show  pathology.)  On  September 
8,  Dr.  Edgar  Burns,  in  consultation,  gave  a tenta- 
tive diagnosis  of  granuloma  inguinale.  (Frei 
test  negative.)  He  further  advised  excision  of 


inguinal  glands  on  both  sides  and  mass  on  right 
side.  On  September  10,  exploration  of  right  in- 
guinal region  showed  the  mass  extending  deep 
into  the  inguinal  canal;  unable  completely  to  re- 
move same.  Pathologic  report  of  frozen  section 
was  squamous  cell  carcinoma,  type  IV.  Further 
examination  of  tissue,  paraffinized  section,  thought 
to  be  an  endothelial  tumor  of  Ewing’s  type.  X-ray 
of  all  the  bones  of  the  lower  extremities  showed 
suspicious  growth  in  the  left  femur.  The  opera- 
tive wound  was  dressed  daily  and  seemed  to  heal 
rapidly.  The  patient  continued  to  go  rapidly 
down-grade  physically,  and  on  September  21,  he 
showed  an  extravasation  of  urine  into  the  supra- 
pubic region  and  scrotum.  Therefore,  Dr.  Burns 
did  a suprapubic  cystotomy  under  local  anesthesia 
with  incisions  into  the  scrotum  and  perineum. 

Discussion  by  Drs.  Eshleman  and  Teitelbaum. 

At  the  conclusion  of  the  Clinico-pathologic  Con- 
ference, the  presentation  of  papers  was  begun. 

The  first,  a paper  by  Dr.  Frank  Loria,  was  not 
presented  as  he  was  absent. 

The  second  paper  was  by  Drs.  Silverman  and 
Katz,  Use  of  Plasma  in  'the  Treatment  of  Some 
Gastrointestinal  Diseases  and  Their  Complications. 

A.  Presentation  of  two  cases  of  chronic  ulcera- 
tive colitis  associated  with  bleeding  and  hypopro- 
teinemic  stages ; and  one  case  of  acute  gastric 
hemorrhage  characterized  by  low  -blood  volume  and 
nutritional  edema. 

B.  Preparation,  administration,  indications  and 
limitations  of  citrated  plasma. 

1.  Plasma  is  the  cell-free  layer  of  citrated  whole 
blood. 

2.  It  is  useful  in  the  treatment  of  hypopro- 
teinemic  states  as  is  seen  in  gastrointestinal  con- 
ditions such  as  protein  starvation  associated  with 
administration  of  large  amounts  of  crystalloid  solu- 
tions; severe  liver  insufficiency;  to  replace  low 
blood  volume  as  is  found  in  blood  loss  associated 
with  hemorrhagic  gastritis,  bleeding  gastric  and 
duodenal  ulcer,  and  ulcerative  lesions  of  the  large 
bowel,  in  addition  to  its  place  in  the  medical  man- 
agement of  postoperative  obstructions  following 
gastric  surgery. 

3.  Plasma  is  easily  prepared  and  can  be  stored 
for  indefinite  periods. 

4.  It  is  immediately  available  without  the  neces- 
sity of  cross  agglutination. 

5.  Plasma  from  AB  donors  can  be  given  in  any 
amount;  the  same  effect  may  be  achieved  by  pool- 
ing various  types  of  whole  blood,  adsorbing  the 
agglutinins  and  aspirating  the  plasma. 

6.  Plasma  does  not  replace  whole  blood;  it  is  a 
logical  adjuvant  to  the  use  of  the  latter  achieving 
its  supply  from  outdated  blood. 

7.  Plasma  may  be  transported  for  use  at  any 
distance  while  whole  blood  is  subject  to  hemolysis 
due  to  mechanical  agitation. 
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8.  Plasma  may  be  administered  intramuscularly 
or  subcutaneously  as  safely  and  effectively  as 
physiologic  saline. 

The  next  presentation  was  by  Drs.  Kennedy  and 
Howies,  Sarcoidosis  in  the  Negro. 

Five  cases  of  sarcoidosis  in  the  negro  proved  by 
histologic  study  are  presented.  Worthy  of  note  is 
the  absence  of  a family  history  of  tuberculosis  in 
any  of  our  cases.  The  reports  of  others  would 
lead  us  to  believe  that  the  majority  of  these  cases 
will  develop  an  active  form  of  tuberculosis  in  the 
future.  The  possibility  of  Mikulicz’  disease  being 
a sarcoid  is  noted,  as  is  the  close  resemblance  of 
the  microscopic  picture  of  Darier-Roussy  sarcoid 
and  erythema  induratum. 

This  was  discussed  by  Dr.  Sydney  Jacobs. 


Under  the  head  of  Staff  Business,  the  Staff  was 
informed  that  attendance  record  would  be  kept 
and  members  would  be  expected  to  attend  75  per 
cent  of  the  staff  meetings.  This  means  an  at- 
tendance of  six  meetings  out  of  the  yearly  eight. 


The  regular  monthly  meeting  of  the  Medical 
Staff  of  the  hospital  was  held  on  December  11  at 
8 p.  m.  The  following  program  was  presented: 
“Clinico-pathologic  Conference”  by  Dr.  Harvey 
Colvin;  “Cholecystectomy”  by  Dr.  Frank  L.  Loria; 
“Resection  of  the  Colon  in  Infants”  by  Dr.  Rawley 
M.  Penick,  Jr.;  “Multiple  Sclerosis”  by  Dr.  L.  A. 
Golden.  Miss  Ingram  and  Dr.  Hockett  discussed 
general  matters  pertaining  to  the  hospital. 

David  R.  Womack,  M.  D.,  Sec. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 
Society  Date 

East  Baton  Rouge  Second  Wednesday  of  every  month 

Morehouse  Second  Tuesday  of  every  month 

Orleans  Second  Monday  of  every  month 

Sabine  First  Wednesday  of  every  month 

Second  District  Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


AN  APPEAL 

Fellow  members  of  the  Louisiana  State  Medical 
Society,  are  there  any  indigent  physicians  in  your 
community  who  are  members  of  our  State  Medical 
Society?  If  so,  do  you  ever  have  a desire  to 
extend  these  poor  unfortunates  a helping  hand 
to  make  their  road  just  a bit  easier  in  their  de- 
clining years?  Have  you  ever  thought  of  a way 
that  you  might  extend  them  some  help?  If  we 
had  a sufficient  fund  in  our  Society  we  could 
help  these  few  unfortunates  who  have  not  col- 
lected sufficient  returns  from  their  meager  earn- 
ings to  provide  for  themselves  in  their  old  age. 

Day  and  night,  in  sunshine  and  rain,  during 
the  heat  of  summer  and  the  wintry  blasts,  just 
as  you  and  every  faithful  member  of  organized 
medicine,  they  have  freely  given  their  services 
to  the  needy  sick  of  their  community  without  a 
thought  of  their  own  future.  But  alas,  when  their 
own  day  of  need  overtakes  them  they  are  forgot- 
ten by  their  own  community  and  being  too  proud 
to  appeal  for  themselves,  suffer  the  pangs  of 
deprivation  in  silence. 

Every  year  for  fifteen  years  we  have  gone 
before  the  members  of  this  Society  in  an  attempt 
to  establish  a fund  for  the  care  of  our  needy 
members.  With  an  ever  increasing  number  of 
indigent  physicians,  organized  medicine  is  an- 
nually receiving  more  demands  for  assistance 
from  these  poor  unfortunates  who,  during  their 
useful,  active  years,  gave  freely  of  their  services 
that  their  fellow  men  and  women  might  enjoy 


good  health  and  their  communities  be  spared  the 
havoc  of  an  epidemic. 

There  is  no  more  pitiful  picture  than  the  aged 
indigent  physician,  forgotten  and  neglected  by 
both  his  former  patients  and  community.  Relief 
is  provided  and  given  to  every  individual,  either 
direct  or  through  some  organization  in  almost 
every  city  or  town  but  the  indigent  physician  is 
not  supposed  to  exist  and  does  not  come  under 
the  category  of  the  needy. 

If  the  members  of  organized  medicine  wish  to 
provide  a fund  sufficient  to  assist  the  indigent 
physician,  it  can  and  should  be  done.  A fund 
can  be  established  very  quickly  if  we  are  willing 
to  increase  the  annual  dues  of  the  Louisiana  State 
Medical  Society  one  dollar  per  year  per  member. 
This  would  be  the  simplest  plan  and  would  not 
work  a hardship  on  the  individual  members;  this 
extra  dollar  to  create  a fund  for  the  sole  purpose 
of  helping  our  needy  members. 

If  this  plan  meets  your  approval,  write  to  your 
counselor  and  member  of  the  House  of  Delegates, 
urging  him  or  her  to  give  such  a measure  their 
approval  at  the  next  meeting  of  the  House  of 
Delegates  next  April  in  Shreveport. 

The  Committee  for  Care  of 
Indigent  Physicians. 

o 

THE  COMMITTEE  ON  MEDICAL 
PREPAREDNESS 

From  the  latest  report  from  the  American  Med- 
ical Association  in  regard  to  the  return  of  ques- 
tionnaires from  the  doctors  of  Louisiana,  it  is 
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shown  that  there  is  still  twenty-nine  per  cent  of 
the  physicians  who  have  not  yet  answered  same. 
It  is  desirable  that  these  questionnaires  be  re- 
turned not  only  for  the  determination  of  available 
medical  officers  and  the  status  of  same  but  also 
to  ascertain  facts  from  the  standpoint  of  the  in- 
dividual physician.  These  questionnaires,  prop- 
erly answered,  will  give  the  National  Committee 
or.  Medical  Preparedness  an  indication  of  the 
character  of  service  which  you  wish  and  are 
capable  of  rendering'  the  Government  in  emer- 
gency. Furthermore  it  is  desired  to  accommodate 
the  doctors,  as  much  as  possible,  in  regard  to 
their  preference  of  duty.  Therefore  you  are 
doing  yourself  a great  injustice  by  not  sending 
in  the  completed  questionnaire  immediately.  The 
office  of  the  Louisiana  State  Medical  Society  at 
1430  Tulane  Avenue,  New  Orleans,  has  available 
a supply  of  these  forms  and  you  may  secure  an 
additional  copy  if  you  do  not  have  the  original 
sent  you. 

We  can  not  too  strongly  recommend  that  you 
give  this  important  function  your  immediate  at- 
tention. The  doctors  of  Louisiana  have  always 
responded  most  nobly  in  such  matters  in  the  past 
and  we  look  forward  to  a one  hundred  per  cent 
response  to  this  request.  Please  do  not  fail  us. 

C.  Grenes  Cole,  M.  D., 

• State  Chairman  of  the  American 

Medical  Association  Committee 
on  Medical  Preparedness. 
o 

ADDITIONAL  EXAMINING  PHYSICIANS  FOR 
DRAFT  BOARDS 

In  the  November  issue  of  the  Journal  there  was 
published  a list  of  examining  physicians.  The  fol- 
lowing additional  appointments  to  the  various 
diaft  boards  have  been  made  by  Governor  Jones. 
All  these  physicians  have  volunteered  cheerfully 
for  this  work  and  they  are  now  actively  engaged 
in  carrying  on  the  examinations  from  the  several 
draft  boards  scattered  throughout  the  State. 


Board  Name  and  Address 

Allen A.  D.  Mangham,  Elizabeth 

Allen Gurdon  Buck,  Kinder 

Allen E.  H.  Kent,  Oberlin 

Ascension G.  Gaudin,  Gonzales 

Ascension E.  S.  Kyes,  Dutch  Town 

Assumption C.  S.  Roger,  Napoleonville 

Assumption P.  M.  Payne,  Napoleonville 

Assumption W.  E.  Kittredge,  Napoleonville 

Assumption Henry  LeBlanc,  Paincourtville 

Assumption J.  D.  Billeaudeaux,  Belle  Rose 

Avoyelles J.  C.  Goldner,  Marksville 

Avoyelles ..A.  B.  Cairns,  Bunkie 

Beauregard S.  T.  Roberts,  DeRidder 

Beauregard F.  R.  Frazar,  Merryville 

Bienville Carl  Langford,  Gibsland 

Bienville V.  W.  Fletcher,  Ringgold 

Bossier H.  N.  Barnett,  Benton 

Bossier D.  C.  McCuller,  Bossier  City 


Caddo  #1 W.  F.  Drummond,  Shreveport 

Caddo  #1 W.  P.  Addison,  Shreveport 

Caddo  #2 1.  F.  Hawkins,  Shreveport 

Caddo  #2 D.  R.  McIntyre,  Shreveport 

Caddo  #2 G.  H.  Cassity,  Shreveport 

Caddo  #3 T.  J.  Smith,  Shreveport 

Caddo  #4 G.  H.  Robinson,  Shreveport 

Caddo  #4 H.  Whitney  Boggs,  Shreveport 

Caddo  #5 J.  L.  Page,  Vivian 

Caddo  #5 T.  B.  Tooke,  Belcher 

Calcasieu  #1 W.  G.  Fisher,  Lake  Charles 

Calcasieu  #1 T.  H.  DeLaureal,  Lake  Charles 

Calcasieu  #2 W.  A.  K.  Seale,  Sulphur 

Calcasieu  #2 Robert  Marshall,  Sulphur 

Calcasieu  #2 P.  L.  McCreary,  Lake  Charles 

Caldwell E.  L.  Carroll,  Columbia 

Caldwell L.  B.  Landry,  Columbia 

Claiborne C.  W.  Phillips,  Haynesville 


E.  Baton  Rouge  #2...Ashton  Robins,  Baton  Rouge 

E.  Baton  Rouge  #2 C.  H.  Voss,  Baton  Rouge 

E.  Baton  Rouge  #2 John  McKowen,  B.  Rouge 

E.  Baton  Rouge  #3 H.  W.  A.  Lee,  Baton  Rouge 

E.  Baton  Rouge  #3 E.  V.  Whitaker,  B.  Rouge 

E.  Baton  Rouge  #3 B.  E.  Nelken,  Baton  Rouge 

E.  Baton  Rouge  #3 B.  E.  Nelken,  Baton  Rouge 

E.  Baton  Rouge  #3 W.  B.  Singletary,  B.  Rouge 


E.  Carroll D.  F.  Davis,  Lake  Providence 

Franklin Sam  Carriere,  Winnsboro 

Franklin H.  T.  Rogers,  Winnsboro 

Franklin L.  F.  Robinson,  Winnsboro 

Grant J.  L.  Woodall,  Colfax 

Grant D.  V.  Donaldson,  Dry  Pring 

Grant..... N.  M.  Brian,  Montgomery 

Grant J.  W.  Scott,  Rochelle 

Jackson T.  A.  Dekle,  Jonesboro 

Jackson M.  M.  Hearne,  Jonesboro 

Jackson R.  U.  Parrott,  Ansley 

Jackson N.  S.  Holmes,  Chatham 

Jefferson  #1 C.  S.  Wood,  Algiers 

Jefferson  #1 Carroll  F.  Gelbke,  Gretna 

Jefferson  #2 J.  Shumard  George,  Metairie 

Jefferson  Davis F.  W.  Harrell,  Jennings 

Lafourche T.  B.  Ayo,  Raceland 

Lafourche J.  L.  Danos,  Thibodaux 

Lafourche J.  A.  Gravois,  Golden  Meadows 

Lafourche Guy  R.  Jones,  Lockport 

Lafourche F.  T.  Beatrous,  Thibodaux 

Lafourche A.  R.  Richard,  Thibodaux 

Lafourche 0.  L.  Braud,  Thibodaux 

Lafourche R.  H.  Lolese,  Thibodaux 

Lincoln Marvin  Green,  Ruston 

Madison A.  T.  Palmer,  Tallulah 

Madison D.  H.  Allen,  Tallulah 

Madison W.  D.  Yerger,  Tallulah 

Madison E.  O.  Edgerton,  Tallulah 

Madison D.  S.  Smith,  Mound 

Morehouse Paul  Herron,  Oak  Ridge 

Morehouse W.  V.  Gamier,  Bastrop 

Morehouse C.  L.  Hope,  Oak  Ridge 

Morehouse S.  I.  Sims,  Bastrop 

Natchitoches R.  S.  Roy,  Natchitoches 


380 


Louisiana  State  Medical  Society  Neivs 


Natchitoches W.  H.  Pierson,  Natchitoches 

Natchitoches R.  E.  Corkern,  Nachitoches 

Orleans  #1 Charles  Wheeler,  New  Orleans 

Orleans  #1 Bruno  Mancuso,  New  Orleans 

Orleans  #2 Shirley  Lyons,  New  Orleans 

Orleans  #2 A.  T.  Ogaard,  New  Orleans 

Orleans  #3 Philip  A.  Boudreaux,  New  Orleans 

Orleans  #4 Percy  A.  Phillips,  New  Orleans 

Orleans  #5 C.  F.  Bellone,  New  Orleans 

Orleans  #5 Frank  Gambino,  New  Orleans 

Orleans  #6 J.  J.  Ciolino,  New  Orleans 

Orleans  #6 Lucien  Delery,  New  Orleans 

Orleans  #7 T.  T.  Batson,  New  Orleans 

Orleans  #7 C.  J.  Wichser,  New  Orleans 

Orleans  #7 H.  T.  Beacham,  New  Orleans 

Orleans  #7 Warren  L.  Rosen,  New  Orleans 

Orleans  #9 E.  L.  Leckert,  New  Orleans 

Orleans  #10 J.  F.  Oakley,  New  Orleans 

Orleans  #10 H.  G.  Butker,  New  Orleans 

Orleans  #11 W.  R.  Wirth,  New  Orleans 

Orleans  #11 M.  W.  Miller,  New  Orleans 

Orleans  #13 Gordon  Johnson,  New  Orleans 

Orleans  #13 R.  D.  Stephenson,  New  Orleans 

Orleans  #13 H.  B.  Alsobrook,  New  Orleans 

Orleans  #15 A.  F.  Brock,  Algiers 

Ouachita  #1 Henson  Coon,  Monroe 

Ouachita  #1 John  Snelling,  Monroe 

Ouachita  #1 R.  M.  Simonton,  Monroe 

Ouachita  #1 A.  G.  McHenry,  Monroe 

Ouachita  #1 J.  W.  Cummins,  Monroe 

Ouachita  #2 AY.  L.  Bendel,  Monroe 

Ouachita  #2 G.  W.  Wright,  Monroe 

Ouachita  #2 . C.  U.  Johnson,  Monroe 

Plaquemines B.  R.  Slater,  Bellechaise 

Piaquemines C.  M.  Johnson,  Buras 

Plaquemines F.  W.  Brewer,  Port  Sulphur 

Pointe  Coupee E.  G.  Durel,  New  Roads 

Pointe  Coupee J.  M.  Mosely,  Lakeland 

Pointe  Coupee J.  W.  Plauche,  Sr.,  Morganza 

Pointe  Coupee J.  W.  Plauche,  Jr.  Morganza 

Rapides  #1 James  W.  Welch,  Alexandria 

Rapides  #1 Rodney  G.  Masterson,  Alexandria 

Rapides  #1 C.  P.  Herrington,  Alexandria 

Rapides  #1 L.  D.  Gremillion,  Alexandria 

Rapdies  #2.. B.  F.  Bremer,  Glenmore 

Rapides  #2 R.  E.  McGill,  Alexandria 

Rapides  #2 W.  L.  Murrell,  Alexandria 

Rapides  #2 E.  R.  Pincus,  Alexandria 

Red  River L.  S.  Huckabay,  Harmon 

Red  River W.  E.  Wilkinson,  Coushatta 

Richland Sheldon  Teer,  Delhi 

Richland H.  C.  Chambers,  Rayville 

Sabine J.  K.  Phares,  Many 

Sabine H.  M.  Prothro,  Pleasant  Hill 

St.  Bernard Felix  Planche,  Arabi 

St.  Bernard A.  V.  Filizola,  Arabi 

St.  James S.  R.  Campbell,  Hymel 

St.  Jamee H.  J.  Schmidt,  Convent 

St.  James A.  J.  Nobile,  Lutclrer 

St.  Landy  #1 W.  R.  Lastrapes,  Opelousas 


St.  Landry  #1 G.  D.  Rackley,  Opelousas 

St  Landry  #1 Rodney  B.  Reed,  Eunice 

St.  Landry  #2 Ertemon  Lafleur,  Opelousas 

St.  Landry  #2 G.  J.  Azar,  Washington 

St.  Landry  #2 K.  Morrison,  Palmetto 

St.  Landry  #2 L.  L.  Collins,  Port  Barre 

St.  Landry  #2 Gordon  Morgan,  Melville 

St.  Landry  #2 L.  Lazaro,  Opelousas 

St.  Landry  #2 J.  J.  Stagg,  Eunice 

St.  Martin Louis  Weinstein,  Breaux  Bridge 

St.  Martin S.  D.  Yongue,  Breaux  Bridge 

St.  Martin P.  H.  Fleming,  St.  Martinville 

Sr.  Martin A.  R.  Corne,  St.  Martinville 

St.  Mary Louis  J.  Supple,  Franklinton 

Tangipahoa  #2 C.  D.  Overton,  Hammond 

Tangipahoa  #2 M.  C.  Wiginton,  Hammond 

Tangipahoa  #2 John  Corso,  Independence 

Terrebonne L.  S.  Fortenberry,  Houma 

Terrebonne Willard  Ellender,  Houma 

Terrebonne Roy  St.  Martin,  Houma 

Terrebonne Ernest  Ellender,  Houma 

Terrebonne H.  L.  Haydel,  Houma 

Union C.  C.  Colvin,  Bernice 

Union C.  C.  Francis,  Farmerville 

Union J.  G.  Norris,  Farmerville 

Vermilion J.  E.  McClellan,  Abbeville 

Vernon E.  M.  Shaw,  Leesville 

Washington H.  A.  Stafford,  Franklinton- 

Webster W.  C.  Gray,  Springhill 

Webster C.  M.  Baker,  Minden 

Webster R.  E.  Smith,  Minden 

Winn J.  F.  Faith,  Winnfield 

Winn John  T.  Mosely,  Winnfield 

Winn S.  B.  Matthews,  Winnfield 


It  has  been  found  advisable  in  addition  to  the 
list  of  consultants  recomemnded  by  the  Selective 
Service  Headquarters  in  Washington,  to  obtain 
the  assistance  of  urologists  on  the  Medical  Ad- 
visory Boards.  The  names  of  the  physicians  who 
have  volunteered  for  this  service,  together  with 
their  assignments,  are  listed  below:  New  Orleans 
Board  #1,  John  Menville;  #2,  Eugene  Vickery; 
#3,  H.  W.  E.  Walther;  Baton  Rouge  Board  #4, 
U.  S.  Hargrove;  Lake  Charles  Board  #6,  C.  O. 
Frederick;  Alexandria  Board  #7,  M.  H.  Foster; 
Monroe  Board  #8,  J.  W.  Murphey;  Shreveport 
Board  #9,  Dudley  Youman. 

o 

OUACHITA  PARISH  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Ouachita  Parish 
Medical  Society  was  called  to  order  at  7 :00  p.  m. 
at  the  Virginia  Hotel  by  Dr.  D.  T.  Milam,  Presi- 
dent, on  the  night  of  December  5. 

Thanks  were  returned  by  Dr.  G.  M.  Snellings. 

The  application  of  Dr.  J.  H.  Parrott  for  mem- 
bership was  called  upon  for  report  by  the  Mem- 
bership Committee.  None  of  the  members  being 
present,  it  was  moved  by  Dr.  Wright,  seconded 
by  Dr.  Hunter  that  Dr.  Parrott’s  application  for 
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membership  by  reciprocity  be  accepted.  This  was 
carried  unanimously. 

The  report  of  the  President  was  given  by  Dr. 
D.  T.  Milam. 

The  report  of  the  Secretary-Treasurer  was  read. 
It  was  moved  by  Dr.  Wolff,  seconded  by  Dr.  G. 
M.  Snellings  that  this  report  be  accepted.  This 
was  carried. 

The  President  declared  that  nominations  for 
officers  for  1941  were  now  in  order  and  that 
nominations  for  President  would  be  received.  Dr. 
A.  E.  Fisher  nominated  Dr.  Henson  S.  Coon.  This 
was  seconded  by  Dr.  Wolff.  Dr.  C.  H.  Mosely 
nominated  Dr.  Joseph  P.  Brown.  This  was  sec- 
onded by  Dr.  Hunter.  Dr.  Pankey  moved  that 
nominations  be  closed.  This  was  seconded  by 
Dr.  G.  M.  Snellings.  Voting  was  done  by  secret 
ballot  and  Dr.  Henson  S.  Coon  was  elected  Presi- 
dent. 

Nominations  were  then  declared  open  for  Vice- 
president.  Dr.  Hamilton  nominated  Dr.  L.  L. 
Titche.  This  was  seconded  by  Dr.  Pankey.  Dr. 
Gallaspy  moved  that  the  nominations  be  closed. 
This  was  seconded  by  Dr.  Cummins.  Dr.  Titche 
was  declared  elected  Vice-President  unanimously. 

Nominations  were  then  declared  open  for  Sec- 
retary-Treasurer. Dr.  Pankey  nominated  Dr.  J. 
W.  Cummins.  This  was  seconded  by  Dr.  G.  M. 
Snellings.  Dr.  Hamilton  moved  that  the  nomina- 
tions be  closed.  This  was  seconded  by  Dr.  Me 
Henry;  Dr.  J.  W.  Cummins  was  declared  elected 
Secretary-Treasurer  unanimously. 

Nominations  were  then  declared  open  for  Dele- 
gate for  1941-42  to  replace  Dr.  F.  C.  Bennett.  Dr. 
Gray,  Jr.,  moved  that  Dr.  Bennett  be  re-elected 
and  this  was  seconded  by  Dr.  Wolff.  Dr.  G.  M. 
Snellings  moved  that  the  nominations  be  closed. 
This  was  seconded  by  Dr.  Cummins.  Dr.  F.  C. 
Bennett  was  elected  delegate  for  1941-42  unani- 
mously. 

Nominations  were  then  declared  open  for  Alter- 
nate for  Dr.  F.  C.  Bennett  for  1941-42.  Dr.  Gray, 
St.,  moved  that  Dr.  D.  M.  Moore  he  re-elected 
and  this  was  seconded  by  Dr.  Wolff.  Dr.  Hamil- 
ton moved  that  the  nominations  be  closed  and  this 
was  seconded  by  Dr.  Coon.  Dr.  D.  M.  Moore  was 
elected  alternate  for  Dr.  F.  C.  Bennett  for 
1941-42. 

Dr.  Milam  then  introduced  Dr.  J.  E.  Walsworth, 
Chairman  of  the  Committee  on  Arrangements  for 
the  R.  W.  Faulk  meeting. 

Dr.  Walsworth  then  introduced  the  following 
guests:  The  daughters  of  Dr.  Faulk:  Mrs.  Bland, 

Mrs.  Fluker,  and  his  grand-daughter,  Miss  Red- 
dick; the  Acting  President  of  the  Auxiliary  to  the 
Ouachita  Parish  Medical  Society,  Mrs.  R.  W.  O’- 
Donnell; the  Secretary  of  the  Auxiliary  to  the 
Ouachita  Parish  Medical  Society,  Mrs.  Henson  S. 
Coon,  and  their  guest,  Mrs.  Brown. 

The  guests  from  the  surrounding  parish  medical 
societies  were:  Dr.  Mecom  from  Franklin,  Dr. 


Taylor  from  Union,  and  Dr.  Leavell  from  More- 
house. 

Dr.  Walsworth  then  asked  Dr.  C.  P.  Gray,  Sr., 
to  present  the  plaque  to  Dr.  R.  W.  Faulk  and  Dr, 
Faulk  responded.  Dr.  Walsworth  then  read  con- 
gratulatory messages  to  Dr.  Faulk.  Dr.  Wals- 
worth introduced  Dr.  J.  Q.  Graves  and  Dr.  Graves 
introduced  Dr.  J.  T.  Nix  of  New  Orleans  who 
delivered  the  address  to  Dr.  Faulk.  Dr.  Wals- 
worth thanked  Dr.  Nix  and  returned  the  meeting 
to  Dr.  Milam. 

Dr.  Milam  introduced  the  new  president.  Dr. 
Henson  S.  Coon  and  turned  the  meeting  over  to 
him. 

J.  W.  Cummins,  M.  D.,  Sec. 

o 

BI-PARISH  MEDICAL  SOCIETY 

After  a bounteous  repast  in  the  dining  room  of 
the  Rist  Hotel,  Society  was  called  to  order  for  the 
business  and  the  scientific  program. 

Officers  for  1941  elected: 

Dr.  W.  J.  Roberts ....President 

Dr.  T.  H.  Pargen Vice-President 

Dr.  E.  M.  Toler Secty.  Treasurer 

Dr.  C.  S.  Toler Delegate 

Dr.  E.  M.  Robards Alternate 

On  motion  Drs.  Toler,  Shaw  and  Robards  ap- 
pointed to  draft  resolutions  relative  to  the  death 
of  Dr.  C.  S.  Miller.  Scientific  program  by  Drs. 
Cecil  Lorio  and  J.  J.  Robert,  Baton  Rouge  and 
Dr.  C.  Grenes  Cole,  of  New  Orleans.  Subjects: 
“Allergy  of  Childhood,”  “Business  Side  of  the  Pro- 
fession,” and  “Menace  of  Socialized  Medicine.” 
All  three  papers  were  discussed  favorably  by  mem- 
bers present.  A vote  of  thanks  was  extended  to 
Drs.  Lorio,  Robert,  and  Cole  for  the  presentation 
of  their  excellent  papers. 

E.  M.  Toler,  M.  D.,  Sec. 


NEW  OFFICERS 
1941 

BEAUREGARD  PARISH 
President:  Dr.  J.  D.  Frazar,  DeRidder. 
Vice-President:  Dr.  T.  R.  Sartor,  DeRidder 
Secretary-Treasurer:  Dr.  S.  T.  Roberts,  De 
Ridder 


CADDO  PARISH 

President:  Dr.  T.  B.  Tooke,  Belcher 
First  Vice-President:  Dr.  C.  R.  Gowen,  Shreve- 
port 

Second  Vice-President:  Dr.  Harold  J.  Quinn, 
Shreveport 

Secretary:  Dr.  Willis  J.  Taylor,  Shreveport 
Treasurer:  Dr.  W.  R.  Harwell,  Shreveport 


DeSOTO  parish 

President:  Dr.  W.  B.  Hewitt,  Mansfield 
Vice-President:  Dr.  R.  P.  Thaxton,  Mansfield 

Secretary-Treasurer:  Dr.  R.  A.  Tharp,  Mans- 
field 
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OUACHITA  PARISH 

President:  Dr.  Henson  S.  Coon,  Monroe 
Vice-President:  Dr.  L.  L.  Titche,  Monroe 
Secretary-Treasurer:  Dr.  J.  W.  Cummins,  Mon- 
roe 


RAPIDES  PARISH 

President:  Dr.  M.  B.  Pearce,  Alexandria 
First  Vice-President:  Dr.  R.  E.  McGill,  Alex- 

andria 

Second  Vice-President:  Dr.  Morris  Hair,  Bunkie 
Secretary-Treasurer:  Dr.  C.  P.  Herrington, 

Alexandria 


RED  RIVER  PARISH 

President:  Dr.  W.  B.  Hunter,  Coushatta 
Vice-President:  Dr.  Jack  Carlisle,  East  Point 
Secretary-Treasurer:  Dr.  C.  W.  Reid,  Coushatta 


EAST  BATON  ROUGE  PARISH 
President:  Dr.  W.  S.  Slaughter,  Baton  Rouge 
Vice-President:  Dr.  B.  B.  Lane,  Jr.  Baton  Rouge 
Secretary-Treasurer:  Dr.  R.  C.  Kemp,  Baton 

Rouge 

LAFOURCHE  VALLEY  MEDICAL  SOCIETY 
The  regular  meeting  of  the  Lafourche  Valley 
Medical  Society  was  held  in  Raceland  on  Decem- 
ber 18.  Dr.  Francis  LeJeune  of  New  Orleans  pre- 
sented a paper  on  “Hoarseness”  with  a moving 
picture  demonstration;  Dr.  Leo  Kerne  of  Thibo- 
daux  spoke  on  “Diseases  of  the  Biliary  Tract.” 

S.  C.  Collins,  M.  D.,  Sec. 

THE  BULLETIN  OF  WAR  MEDICINE 
Developments  of  the  war  during  the  last  year 
have  made  it  very  difficult  to  obtain  Medical 
Journals  from  Europe.  In  order  that  information 
of  the  valuable  work  being  done  should  be  available 
to  the  medical  profession,  the  Medical  Research 
Council  has  arranged  for  the  publication  of  ab- 
stracts and  summaries  of  all  relevant  modern 
literature  on  the  subjects  considered. 

Medical  experiences  arising  from  the  present 
war  have  not  as  yet  been  largely  reported,  but 
papers  are  appearing  in  this  literature  in  steadily 
increasing  numbers,  and  it  is  proposed,  if  circum- 
stances permit,  to  issue  the  Bulletin  every  two 
months. 


NEWS  ITEMS 

The  French  Hospital  has  revamped  and  re- 
equipped the  main  operating  room  of  the  institu- 
tion. The  changes  include  the  installation  of  new 
anesthesia  apparatus,  new  Mont  R.  Reid  operat- 
ing table  and  other  changes.  The  organization, 
under  the  leadership  of  Mr.  Octave  Garsaud,  presi- 
dent, has  also  made  extensive  improvements  in 
other  departments. 


The  third  annual  Congress  on  Industrial  Health, 
sponsored  by  the  Council  on  Industrial  Health  of 


the  American  Medical  Association,  will  be  held 
January  13-14,  1941,  at  the  Palmer  House,  Chicago. 
A splendid  list  of  speakers  has  been  arranged  for 
this  meeting  which  should  be  of  interest  to  any 
physician  engaged  even  remotely  in  the  practice 
of  industrial  medicine. 


A full  time  nose  and  throat  man  is  wanted  for 
institutional  work  in  Louisiana.  This  job  will  pay 
$300  a month,  plus  subsistence.  For  informaiton 
apply  to  the  office  of  the  Journal. 


FORUM  ON  ALLERGY 
The  third  annual  Forum  on  Allergy  will  be  held 
at  Indianapolis,  headquarters,  the  Claypool  Hotel, 
on  January  11-12,  1941.  This  meeting  has  been 
held  annually  for  several  years  in  order  to  review 
the  progress  of  clinical  allergy;  it  appeals  to  the 
internist,  dermatologist,  otolaryngologist  and  phy- 
sicians in  other  branches  of  clinical  medicine.  An 
excellent  program  has  been  prepared. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  reports  that  for  the  week  which  termi- 
nated November  16  there  were  exactly  the  same 
number  of  deaths  in  the  City  of  New  Orleans  as 
during  the  previous  week;  to  wit,  160,  divided  99 
white  and  61  negroes,  with  30  deaths  in  children 
under  one  year  of  age,  16  of  which  were  colored 
babies.  By  a strange  coincidence,  for  the  third, 
successive  week  there  were  exactly  160  deaths  in 
the  city,  this  week  one  more  in  the  white  and  one 
fewer  deaths  in  the  negro  as  contrasted  with  the 
previous  week.  For  the  week  which  closed  No- 
vember 30  the  deaths  dropped  to  134,  apportioned 
76  white  and  58  negro;  infants  13,  white  seven 
and  negro  six.  There  was  a slight  increase  for 
the  week  which  filled  the  first  seven  days  of  De- 
cember. Of  the  145  deaths  occurring  in  this  week, 
96  were  in  the  white  and  49  in  the  negro  popula- 
tion; 17  infants  died  in  this  time  period  of  whom 
10  were  white  and  seven  negro. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  morbidity  report  of  the  Bureau  of  Epi- 
demiology of  the  Louisiana  State  Board  of  Health 
for  the  week  ending  November  23  showed  that 
syphilis,  as  is  its  customary  habit,  stood  at  the 
head  of  the  list  of  reported  diseases  with  145  cases. 
In  numbers  greater  than  ten,  the  following  dis- 
eases were  reported  with  their  incidences:  53  cases 
of  malaria,  43  of  gonorrhea,  33  of  trachoma,  31  of 
pulmonary  tuberculosis,  26  of  cancer,  23  of  pneu- 
monia, and  20  of  whooping  cough.  Of  the  rarer 
diseases  four  cases  of  typus  fever  were  found,  one 
each  in  Calcasieu,  East  Baton  Rouge,  Iberia,  and 
Vermilion  parishes.  A patient  with  tularemia  was 
discovered  in  Allen  Parish.  The  following  week, 
the  week  ending  November  30,  there  were  reported 
157  cases  of  syphilis,  27  each  of  pulmonary  tuber- 
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culosis  and  gonorrhea,  22  of  trachoma,  20  of  can- 
cer, 19  of  diphtheria,  18  of  pneumonia,  and  15  of 
scarlet  fever.  During  this  week  three  cases  of 
typhus  fever  were  reported  from  New  Orleans,  and 
five  of  poliomyelitis  were  discovered,  one  each  in 
Caddo,  Orleans,  and  Vermilion  and  two  in  Rich- 
land. The  excellent  record  of  the  previous  week 
was  not  sustained  for  the  first  week  in  December 
although  on  the  whole  the  reported  diseases  were 
at  a low  rate.  These  diseases  appeared  in  double 
figures:  118  cases  of  syphilis,  37  of  pneumonia, 

33  of  gonorrhea,  32  of  influenza,  31  of  cancer,  25 
of  pulmonary  tuberculosis,  13  of  typhoid  fever, 
10  each  of  trachoma  and  diphtheria.  The  one  case 
of  poliomyelitis  reported  this  week  occurred  in 
Caldwell  Parish.  There  were  four  cases  of  typhus 
fever  from  Orleans,  and  one  each  from  Avoyelles 
and  LaSalle  Parishes. 

IN  MEMORY  OF  CHARLES  SIMS  MILLER 

At  the  regular  meeting  of  the  Board  of  Adminis- 
trators of  the  East  Louisiana  State  Hospital  held 
on  November  19,  1940,  the  following  resolution  was 
unanimously  adopted: 

The  members  of  the  Board  of  Administrators 
wish  to  record  their  profound  sorrow  at  the  death 
of  their  superintendent,  Dr.  Charles  Sims  Miller, 
on  Thursday,  November  7,  1940. 

Dr.  Miller  devoted  twenty-six  years  of  his  life  to 
the  ministering  of  the  patients  of  this  Hospital, 
which  he  loved  so  profoundly. 

The  members  of  the  Board  wish  to  express  their 
appreciation  of  the  valuable  service  he  rendered, 
and  their  personal  admiration  for  his  sincerity, 
loyalty  of  purpose  and  high  sense  of  honor  and 
justice.  His  sympathetic  kindness  and  unfailing 
generosity  inspired  all  those  who  knew  him,  on 
whom  his  death  has  left  the  feeling  of  deep 
sorrow. 

The  members  of  this  Board  desire  to  extend 
their  deepest  sympathy  to  the  members  of  his 
family,  and  direct  that  a copy  of  this  resolution 
be  sent  to  them.  They  also  direct  that  copies  be 
sent  the  local  paper,  the  Sixth  District  Medical 
Society,  and  the  Louisiana  State  Medical  Society. 


WOMAN  S AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 


Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Cannon, 
Covington. 


PRESS  AND  PUBLICITY 
ANNUAL  REPORT  1939-1940 

During  the  year  the  following  reports  and  news 
items  from  the  state  auxiliaries  have  been  pub- 
lished in  the  New  Orleans  Medical  and  Surgical 
Journal. 

JUNE,  1939 

List  of  State  Officers 

Convention  News — Report  of  State  Convention, 
April  24-26,  1939,  held  in  Alexandria,  by  Mrs.  S. 
Chaille  Jamison,  Delegate  from  Orleans  Parish. 

President’s  Message — Greeting  to  Auxiliary 
members  by  the  incoming  President,  Mrs.  S.  M. 
Blackshear,  New  Orleans. 

JULY,  1939 

List  of  State  Officers 

National  Auxiliary  Letter — A complete  account 
of  the  meeting  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  beginning  May  15, 
1939,  in  St.  Louis.  Reported  by  Mrs.  Frederick 
G.  Ellis,  Past  President  State  Auxiliary,  Shreve- 
port. 

National  Exhibits — Description  of  exhibits  sent 
by  each  state  to  the  National  Convention  in  St. 
Louis.  Reported  by  Mrs.  Clifford  P.  Rutledge, 
President,  Caddo  Parish  Auxiliary,  Shreveport. 

AUGUST,  1939 

List  of  State  Officers 

National  Auxiliary  Legislation — Complete  re- 
port of  the  Committee  on  Legislation  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation. Reported  by  Mrs.  Arthur  A.  Herold, 
Chairman,  Shreveport  (read  at  the  A.  M.  A.  meet- 
ing in  St.  Louis,  May,  1939). 

SEPTEMBER,  1939 

The  names  and  addresses  of  all  members  of  the 
Board  of  the  Woman’s  Auxiliary  to  the  Louisiana 
State  Medical  Society. 

OCTOBER,  1939 

List  of  State  Officers 

Announcement  of  meeting  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association, 
November  21-24,  1939,  in  Memphis,  Tenn. 

List  of  Officers  and  Chairman  of  Standing  Com- 
mittees of  the  S.  M.  A. 

Iberville  Parish — Report  of  meeting  in  Plaque- 
mine,  and  money  raised  for  donation  to  the  Plaque- 
mine  Sanitarium  ($200).  Auxiliary  has  eleven 
members. 

NOVEMBER,  1939 

List  of  State  Officers 

Caddo  Parish — Report  of  meeting  in  Shi-eveport, 
attended  by  Mrs.  S.  M.  Blackshear,  State  Presi- 
dent. Report  by  Mrs.  N.  Judson  Bender,  Shreve- 
port. 
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Orleans  Parish — Report  of  meeting  in  New  Or- 
leans, attended  by  Mrs.  Roy  Carl  Young,  Presi- 
dent-elect of  State  Auxiliary.  Reported  by  Mrs. 
Edwin  R.  Guidry,  New  Orleans. 

Ouachita  Parish — Report  of  meeting  in  Monroe, 
attended  by  Mrs.  S.  M.  Blackshear,  State  Presi- 
dent. Reported  by  Mrs.  J.  W.  Cummins,  Monroe. 

Lafayette  Parish — Report  of  meeting  and  elec- 
tion of  officers,  held  in  Lafayette,  attended  by 
Mrs.  S.  M.  Blackshear,  State  President. 

Second  District — Report  of  meeting  in  Norco, 
attended  by  Mrs.  S.  M.  Blackshear,  State  Presi- 
dent, and  Mrs.  Roy  Carl  Young,  President-elect. 

DECEMBER,  1939 
List  of  State  Officers 

Plans  for  the  Auxiliary — A message  from  the 
President  of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association,  Mrs.  Rollo  K.  Packard, 
Chicago. 

Education  in  Regard  to  Tuberculosis — Report  of 
educational  work  done  by  the  Orleans  Parish 
Auxiliary.  Reported  by  Mrs.  H.  B.  Gessner, 
Chairman. 

In  Regard  to  Public  Relations — A letter  to  the 
presidents  of  parish  auxiliaries,  throughout  the 
state,  urging  them  to  hold  open  meetings,  inviting 
outside  guests,  when  the  subject  of  state  medicine 
would  be  discussed  by  a doctor  qualified  to  do  so. 
Suggestion  made  by  Mrs.  S.  M.  Blackshear,  State 
President.  Letter  by  Mrs.  F.  Creighton  Shute, 
Chairman  of  Public  Relations,  State  Auxiliary. 

Calcasieu  Parish — Report  of  meetings  and  proj- 
ects carried  on,  meetings  held  each  month  in  Lake 
Charles.  Reported  by  Mrs.  G.  E.  Barham,  Lake 
Charles. 

Rapides  Parish — Report  of  meeting  in  Alexan- 
dria, attended  by  Mrs.  S.  M.  Blackshear,  State 
President.  Reported  by  Mrs.  H.  Aubrey  White. 

JANUARY,  1940 
List  of  State  Officers 

Letter  from  State  President — Letter  from  Mrs. 
S.  M.  Blackshear  further  explaining  the  need  for 
open  meetings  at  which  the  subject  “Why  the 
Medical  Profession  is  Opposed  to  the  Wagner 
Bill  and  Similar  Legislation,”  would  be  discussed 
by  some  qualified  doctor. 

Caddo  Parish — Report  of  meeting  in  Shreveport, 
and  projects  carried  on  during  Christmas,  also 
entertainment  of  medical  society.  Reported  by 
Mrs.  N.  Judson  Bender,  Shreveport. 

Ouachita  Parish — Report  of  meeting  in  Monroe, 
6 — Med.  Jour. — La.  State  Med.  Soc.  News — Carson 
of  parish  medical  society.  Reported  by  Mrs.  J. 
C.  Cummins,  Monroe. 

Notes  on  the  Southern  Medical  Meeting — A com- 
plete account  of  the  meeting  of  the  Woman’s  Aux- 
iliary to  the  Southern  Medical  Association,  held 
in  Memphis,  Tenn.  Reported  by  Mrs.  Wiley  R. 
Buffington,  New  Orleans,  Councilor  for  Louisiana. 


FEBRUARY,  1940 
List  of  State  Officers 

State  Medicine — An  editorial  taken  from  the 
New  Orleans  Medical  and  Surgical  Journal,  a com- 
prehensive explanation. 

Orleans  Parish — The  report  of  the  past  year’s 
work  under  the  leadership  of  Mrs.  C.  Grenes  Cole, 
and  the  names  of  officers  who  will  serve  for  the 
following  year.  Reported  by  Mrs.  Edwin  R. 
Guidry,  New  Orleans. 

Tangipahoa  Parish — Report  of  meeting  in  Ham- 
mond, and  the  progress  which  this  auxiliary  is 
making.  Reported  by  Mrs.  M.  C.  Wiginton. 

MARCH,  1940 
List  of  State  Officers 

The  Annual  Convention — Announcement  of  the 
State  Convention  to  be  held  in  New  Orleans,  April 
22-24,  also  names  of  Chairman  of  Committee  on 
Arrangements,  with  program  of  meeting.  Re- 
ported by  Mrs.  James  W.  Warren,  General  Chair- 
man. 

Orleans  Parish — Report  of  meeting  in  New  Or- 
leans and  taking  over  of  new  officers,  Mrs. 
Aynaud  F.  Hebert,  President.  Reported  by  Mrs. 
D.  C.  Browne,  Chairman  of  Press  and  Publicity. 

Ouachita  Parish — Report  of  meeting  in  Monroe, 
and  plans  for  “Doctors’  Day.”  Reported  by  Mrs. 
J.  W.  Cummins,  Monroe. 

Talks  on  Wagner  Bill — Report  that  open  meet- 
ings, with  talks  on  state  medicine,  will  be  held  in 
St.  Landry,  Caddo,  and  Washington  parishes.  Re- 
ported by  Mrs.  F.  C.  Shute,  Chairman  cf  Public 
Relations  Committee,  State  Auxiliary. 

APRIL,  1940 
List  of  State  Officers 

Caddo  Parish — Report  on  open  meeting;  about 
300  people  attended.  Dr.  John  H.  Musser,  New 
Orleans,  spoke  on,  “The  Problems  of  State  Medi- 
cine and  How  the  Doctor  Looks  at  Them.”  Re- 
ported by  Mrs.  N.  J.  Bender,  Shreveport. 

Calcasieu  Parish — Report  of  meeting  in  Lake 
Charles,  attended  by  Mrs.  S.  M.  Blackshear,  State 
President.  This  auxiliary  will  also  hold  an  open 
meeting  on  state  medicine  soon. 

Orleans  Parish — Report  of  meeting  in  New  Or- 
leans, also  plan  for  coming  State  Convention,  given 
by  Mrs.  J.  W.  Warren,  General  Chairman. 

St.  Tammany  Parish — Report  of  meeting  in 
Covington,  attended  by  Mrs.  S.  M.  Blackshear, 
Mrs.  Walter  D.  Simmons,  President. 

Terrebonne  Parish — Report  of  meeting  in 
Houma,  Mrs.  S.  M.  Blackshear,  State  President 
attending  the  meeting.  Mrs.  S.  F.  Landry,  Presi- 
dent. 

Second  District — Report  of  meeting  in  Norco, 
Mrs.  S.  M.  Blackshear,  State  President  attending. 
Mrs.  J.  Earl  Clayton,  President. 

New  Auxiliaries — Mrs.  Erwin  L.  Gill,  Organiza- 
tion Chairman  for  the  State  Auxiliary,  announces 
the  organization  of  two  new  auxiliaries:  Beaure- 
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gard  Parish,  President,  Mrs.  J.  D.  Frazar,  of  De- 
Ridder;  and  Lafourche  Parish,  President,  Mrs. 
Leo  Kerne,  of  Thibodaux. 

MAY.  1940 

Annual  Report  of  State  President — The  report 
of  Mrs.  S.  M.  Blaekshear,  State  President  of  the 
Woman’s  Auxiliary  to  the  Louisiana  State  Medical 
Society,  will  be  published  in  this  issue. 

This  report  is  not  complete  without  making  some 
mention  of  reports  sent  to  the  National  Press  and 


Publicity  Chairman,  and  the  general  publicity 
given  to  the  newspapers  before  and  during  our 
state  convention. 

Respectfully  submitted, 

Mrs.  Edgar  Burns, 
Chairman,  Press  and  Publicity. 

April  22,  1940. 


Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 

Press  and  Publicity  Chairman. 


O 

BOOK  REVIEWS 


Medicolegal  and  Industrial  Toxicology,  Criminal 
Investigatio7is,  Occupational  Diseases:  By  Henry 
J.  Eilmann,  Ph.  D.  Philadelphia,  The  Blakiston 
Company,  1940.  Pp.  324.  Price  $3.00. 

According  to  the  introduction  this  book  had  its 
origin  in  a personal  appreciation  of  the  medicolegal 
problems  in  two  new  (?)  fields,  the  chemical  and 
dye  industries.  Accordingly  in  this  single  volume 
the  author  has  undertaken  to  incorporate  “those 
subjects  which  may  be  encountered  frequently  by 
the  coroner,  industrial  physician,  lawyer,  insurance 
adjustor,  laboratory  expert  and  others.” 

Of  the  total  space,  17  pages  are  then  given  to 
industrial  poisoning,  and  2 to  occupational  diseases. 
The  discussions  of  criminal  investigations  and  of 
medicolegal  examinations  are  more  extensive.  There 
is  a classification  of  drugs  and  poisons  with  brief 
outlines  of  their  actions  and  of  methods  for  separa- 
tion and  identification.  Occasional  serious  errors  of 
fact  occur  in  this  material,  as  for  example,  page 
55;  “Unlike  hyoscyamine,  atropine  is  eliminated 
principally  by  the  kidneys.”  Condensation  of  ma- 
terial has  been  carried  to  the  complete  elimination 
of  any  references,  even  to  the  larger  manuals.  A 
section  on  the  identification  and  determination  of 
sulfanilamide  in  the  urine  is  included,  but  one  looks 
in  vain  for  reference  to  the  glycols. 

The  inadequacy  of  the  discussion  of  industrial 
poisons  can  best  be  illustrated  by  quoting  the  sec- 
tion on  chlorine  derivatives:  “The  chlorine  deriva- 

tives of  the  fatty  series  used  in  industry  are  tetra- 
chlorethane,  a powerful  solvent  for  cellulose  acetate, 
and  tetrachlormethane,  commonly  called  tetra- 
chloride, used  principally  in  fire  extinguishers.  The 
former  is  quite  toxic  and  has  resulted  in  many  cases 
of  toxic  jaundice,  whereas  the  latter  is  more  irritant 
to  the  respiratory  tract.  Severe  bronchitis  with 
subsequent  broncho-pneumonia  has  followed  the  use 
of  this  fire  extinguisher  in  an  enclosed  place.  It  is 
also  used  extensively  as  a solvent  for  sulphur 
monochloride,  used  in  vulcanizing  the  inner  tubes 
of  automobile  tires.  Vulcanizers  often  complain  of 
an  irritation  of  nose  and  throat.” 

This  reviewer  can  not  recommend  the  book. 

Erwin  E.  Nelson,  M.  D. 


A Manual  of  Otology,  Rhinology  and  Laryngology : 
By  Howard  Charles  Ballenger,  M.  D.,  F.  A.  C.  S. 
Philadelphia,  Lea  & Febiger,  1940.  Pp.  302.  Price 
$3.75. 

This  book  briefly  and  concisely  covers  the  greater 
part  of  the  problems  confronting  the  otolaryn- 
gologist. It  is  written  in  a pleasing  style,  is  an  ex- 
cellent book  for  the  undergraduate  student,  and  is  a 
handy  reference  for  the  general  practitioner.  It  is 
well  illustrated,  and  the  discussions  of  the  various 
phases  of  otolaryngology  are  adequate  for  all  ex- 
cept the  specialist. 

F.  E.  LeJeune,  M.  D. 


Dr.  Colwell’s  Daily  Log  for  Physicians:  Colwell 

Publishing  Company,  Champaign,  Illinois,  1940. 

Price  $6.00. 

/ 

This  system  of  financial  accounts  furnishes  the 
physician  with  an  easy  means  of  bookkeeping. 
Transactions  are  entered  day  by  day,  and  records 
for  the  month  and  for  the  year  are  thereby  secured 
which  comprise  all  the  figures  essential  for  monthly 
statements  and  for  the  filing  of  income  tax  returns. 
This  year’s  Log  also  gives  valuable  information  as 
to  what  items  are  deductible  as  professional  ex- 
pense. 

Physicians  who  use  the  Log  faithfully  each  day 
wall  find  that  it  simplifies  the  task  of  keeping  the 
necessary  financial  records. 

Philip  H.  Jones,  Jr.,  M.  D. 


Chemotherapy  and  Serum  Therapy  of  Pneumonia : 
By  Frederick  T.  Lord,  M.  D.,  E.  S.  Robinson,  M. 
I).,  Ph.  D.,  and  Roderick  Heffron,  M.  D.  New 
York,  Commonwealth  Fund,  1940.  Pp.  174.  Price 
$1.00. 

An  excellent  handbook  on  the  diagnosis  and 
treatment  of  the  various  forms  of  pneumonia,  it  is 
meant  to  replace  the  manual  “Pneumonia  and 
Serum  Therapy”  by  Lord  and  Heffron.  It  discusses 
fully  the  use  of  sulfapyridine  and  brings  up  to  date 
the  information  concerning  serum  therapy.  It  is 
concise,  practical  and  authoritative. 

I.  L.  Robbins,  M.  I). 
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Legal  Guide  for  American  Hospitals : By  Emanuel 

Hayt,  LL.B.,  and  Lillian  R.  Hayt,  M.  A.,  J.  D. 

New  York,  Hospital  Textbook  Co.,  1940.  Pp.  608. 

The  authors  have  added  to  the  libraries  of  hos- 
pital administrators  and  staff  physicians  a compre- 
hensive work  covering-  in  a large  degree  the  status 
of  legal  medicine  as  it  affects  hospital  practice 
today. 

As  is  well  known,  the  legal  status  of  the  non- 
profit hospital  varies  greatly  according  to  the  state 
in  which  it  is  situated.  The  authors  have  made  no 
attempt  to  lay  down  a guide  for  individual  states 
but  use  the  mechanism  of  citing  decisions  which  the 
administrator  can  use  as  a guide  in  determining 
his  procedure  in  most  individual  cases.  It,  of  course, 
in  no  way  takes  the  place  of  local  legal  advice 
which  is  as  necessary  as  ever  because  of  the  con- 
stantly changing  shifts  in  legal  opinions. 

It  is  to  be  hoped  that  there  will  be  enough  de- 
mands for  a work  of  this  kind  so  that  additions 
will  keep  it  up  to  date  as  previous  books  on  hos- 
pital law  have  become  obsolete  a very  short  time 
after  they  were  printed. 

A.  J.  Hockett,  M.  D. 


Injection  Treatment : By  Penn  Riddle,  M.  D.  Phila- 
delphia, W.  B.  Saunders  Company,  1940.  Pp.  290. 

Price  $5.50. 

This  book  includes  a discussion  of  many  subjects 
amenable  to  injection  treatment  such  as  hernia, 
hydrocele,  ganglion,  hemorrhoids,  prostate  gland, 
angiomas,  varicocele,  varicose  veins,  bursae  and 
joints. 

The  popularity  of  the  injection  treatment  dates 
back  more  than  a hundred  years.  As  the  science  of 
surgery  progressed  the  injection  treatment  found 
fewer  adherents  to  this  method.  It  seems  to  be  the 
author’s  impression  that  the  pendulum  is  swinging 
back  as  we  find  a number  of  men  who  think  well 
of  the  results  obtained  following  injection  treat- 
ment. 

The  book  is  well  written  and  contains  a rather 
complete  bibliography.  The  author  has  attempted  to 
present  an  unbiased  view  of  the  subject  stressing 
the  fact  that  “only  certain  cases  are  suitable  for  in- 
jection.” The  chapters  which  include  the  injection 
treatment  of  joints,  angiomas  and  the  prostate 
gland  were  very  brief  and  contained  a short  bibli- 
ography. Perhaps  it  would  have  been  better  to  omit 
these  subjects  entirely.  The  injection  treatment  of 
varicocele,  ganglion  and  hydrocele  were  discussed 
in  like  manner.  The  largest  portion  of  the  book  in- 
cluded a discussion  of  hernia,  hemorrhoids  and 
varicose  veins.  The  importance  of  some  type  of 
ligation  is  stressed  along  with  the  injection  of  vari- 
cose veins.  There  are  a few  cases  of  hemorrhoids 
and  hernia  which  satisfactorily  respond  to  the  in- 
jection treatment. 

No  mention  was  made  about  the  following  fact: 
Any  injection  treatment  is  essentially  a surgical 


procedure.  Inasmuch  as  the  injectioner  should  be 
prepared  to  meet  all  complications  which  arise,  it 
should  be  carried  out  by  men  trained  in  surgery 
and  surgical  technic.  A surgeon  who  is  equally 
equipped  to  carry  out  the  operative  or  injection  type 
of  treatment  will  rarely  find  it  difficult  to  decide 
the  procedure  most  suitable  in  the  individual  case. 

The  real  danger  of  all  injection  treatment  is  the 
apparent  ease  of  administration  which  appears  fa- 
vorable to  men  untrained  in  surgical  technic,  the 
“so  called  injectionists.”  Obviously  they  are  in  no 
position  to  meet  the  complications  which  may  arise. 

Those  men  always  find  multifarious  reasons  for 
the  injection  treatment  as  preferable  to  surgery, 
usually  omitting  the  best  reason  of  all,  namely; 
they  are  not  adequately  qualified  to  perform  the 
surgical  task  or  assume  the  risk  of  complications 
involved. 

It  would  apjjear  that  the  injection  treatment  has 
a definite  place,  but  it  seems  to  be  limited  to  a rela- 
tively few  cases.  It  will  take  a few  years  of  trial 
and  error,  and  further  evaluation  of  results  to  de- 
termine its  place  in  medicine.  In  the  end,  it  will 
probably  be  the  surgeon  who  is  best  qualified  to 
render  a decision.  His  response  probably  will  be  as 
follows:  Yes,  the  injection  treatment  is  indicated 
in  only  a few  conditions  and  of  these  the  cases  se- 
lected are  very  few  and  far  between. 

Warren  H.  Hebert,  M.  D. 


PUBLICATIONS  RECEIVED 

D.  Appleton-Century  Co.,  Ltd.,  New  York:  Ab- 
dominal Operations,  by  Rodney  Maingot,  F.  R.  C.  S. 
Eng.,  (2  v.). 

Little,  Brown  and  Company,  Boston:  As  I Re- 
member Him,  by  Hans  Zinsser.  Reports  on  Medi- 
cal Progress,  1939,  compiled  and  edited  by  Robert 
N.  Nye,  M.  D. 

W.  W.  Norton  and  Co.,  Inc.,  New  York  City: 
Behind  the  Scenes  of  Murder,  by  Joseph  Catton, 
M.  D. 

Simon  and  Schuster,  New  York  City:  A Surgeon 
Explains  to  the  Layman,  by  M.  Benmosche,  M.  D. 

Frederick  A.  Stokes  Company,  New  York  City: 
Behind  the  Surgeon’s  Mask,  by  James  Harpole. 

The  Williams  and  Wilkins  Company,  Baltimore: 
Modern  Medical  Therapy  in  General  Practice, 
edited  by  David  P.  Barr,  A.  B.,  M.  D.,  LL.  D., 
(3  v.).  A Textbook  of  Clinical  Pathology,  edited 
by  Roy  R.  Kracke  and  Francis  P.  Parker. 

Controlled  Fertility,  an  Evaluation  of  Clinic 
Service,  by  Regine  K.  Stix,  M.  D.,  and  Frank  W. 
Notestein,  Ph.  D.  Medical  History  of  Contracep- 
tion, by  Norman  E.  Himes,  Ph.  D.,  with  medical 
foreword  by  Robert  Latou  Dickinson,  M.  D., 
F.  A.  C.  S. 
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PRIMARY  CARCINOMA  OF 
THE  LUNG* 

ALTON  OCHSNER,  M.  D.f 

AND 

MICHAEL  DeBAKEY,  M.  D.f 
New  Orleans 

The  present  widespread  interest  and  in- 
creasing attention  devoted  to  primary  car- 
cinoma of  the  lung  is  thoroughly  deserved. 
Any  disease  entity  which  rises  from  almost 
complete  obscurity  to  one  of  the  foremost 
subjects  of  the  day  in  the  relatively  short 
period  of  a few  decades  demands  serious 
consideration.  At  the  beginning  of  this  cen- 
tury primary  carcinoma  of  the  lung  was 
considered  a museum  curiosity.  At  the 
present  time  it  is  one  of  the  most  frequent 
primary  malignancies  of  the  body.  Such  a 
phenomenal  rise  to  prominence  immediate- 
ly presents  an  intriguing  challenge  to  the 
zetetic  medical  mind.  Of  even  greater  prac- 
tical importance  is  the  problem  of  therapy. 
No  longer  than  a decade  ago  the  prognosis 
in  this  condition  was  considered  absolutely 
hopeless.  In  that  short  span,  as  a result  of 
the  rapid  strides  that  have  been  made  in 
the  technical  developments  of  thoracic  sur- 
gery, the  prognosis  has  become  relatively 
favorable.  A number  of  cases  have  now 
been  recorded  in  which  the  patient  has  lived 
five  years  or  more  after  operation.  Indeed, 
the  technical  developments  of  the  thoracic 
surgeon  have  now  evolved  to  such  a per- 
fected state  that  the  most  important  re- 

*Read before  the  sixty-first  annual  meeting-  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 

fFrom  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University,  New  Orleans,  La. 


sponsibility  depends  upon  early  diagnosis. 
For  these  reasons,  it  is  considered  oppor- 
tune to  emphasize  the  practical  significance 
of  this  disease,  its  early  clinical  manifesta- 
tions, and  the  available  methods  of  diag- 
nosis and  treatment. 

INCIDENCE 

In  1912,  Adler,1  who  reviewed  a large 
series  of  collected  cases  of  primary  carci- 
noma of  the  lung,  stated,  “On  one  point, 
however,  there  is  nearly  complete  consen- 
sus of  opinion  and  that  is  that  primary 
malignant  neoplasms  of  the  lung  are  among 
the  rarest  forms  of  the  disease.”  At  the 
present  time  such  a statement  would  be 
actually  ludicrous.  However,  it  serves  to 
show  the  rapid  increase  that  has  occurred 
in  the  incidence  of  this  condition  during  the 
past  few  decades.  Numerous  authors2-7  have 
recently  presented  studies  which  show  that 
at  present  the  lung  ranks  second  only  to  the 
stomach  as  the  'primary  site  of  cancer.  That 
there  has  been  a rapid  and  steady  increase 
in  the  incidence  of  this  condition  is  clearly 
demonstrated  by  numerous  reports  from  in- 
dividual institutions.  In  the  Department  of 
Pathology  of  the  University  of  Leipzig, 
Assman8  found  that  the  incidence  of  car- 
cinoma of  the  lung  to  all  autopsies  from 
1900  to  1906  was  0.67  per  cent  and  that  of 
all  the  carcinomas,  5 per  cent  were  pul- 
monary malignancies.  From  1919  to  1922 
these  corresponding  figures  had  increased 
to  1.54  and  9.17  per  cent.  Similarly,  Holzer9 
observed  that  from  1895  to  1904  the  per- 
centage of  carcinoma  of  the  lung  to  all  car- 
cinomas was  1.04  per  cent.  Whereas  there 
was  no  rise  in  the  incidence  of  total  cancer, 
there  was  a steady  increase  in  the  incidence 
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of  pulmonary  malignancies.  Thus,  from 
1915  to  1924  these  corresponding  figures 
were  0.47  per  cent  and  6.69  per  cent.  At  the 
Dresden  City  Hospital,  during  the  67-year 
period,  1852  to  1919,  the  incidence  of  car- 
cinoma of  the  lung  as  based  upon  all  ma- 
lignancies in  postmortem  examinations  in- 
creased fivefold.1012  At  the  London  Hos- 
pital, Simpson13  found  that  there  was  a 
steady  increase  in  the  incidence  of  lung 
cancer  in  necropsies  from  0.51  per  cent  in 
1907  to  2.05  per  cent  in  1925.  Duguid11  also 
found  a somewhat  similar  rise  in  the  in- 
cidence of  intra-thoracic  malignancies  at 
the  Manchester  Royal  Infirmary.  Probst15 
reviewed  the  incidence  of  lung  cancer  in 
postmortem  cases  in  Zurich  from  1906  to 
1926  and  found  that  whereas  the  incidence 
of  cancer  to  all  autopsies  increased  only 
from  10  per  cent  to  13.1  per  cent,  the  in- 
cidence of  pulmonary  malignancies  to  all 
carcinomas  increased  from  0.19  per  cent  to 
0.99  per  cent.  Huguenin,10  in  France,  and 
Piayd17  in  Russia,  also  concluded  that  there 
has  been  a real  increase  in  this  condition  in 
their  respective  countries.  Loizaga18  in 
Buenos  Aires,  reported  an  incidence  of  5.18 
per  cent  of  lung  cancer  in  all  postmortem 
carcinomas  during  the  period  1898  to  1917, 
and  this  increased  to  14.6  per  cent  during 
the  years,  1918  to  1937. 

Similarly,  in  this  country,  numerous  au- 
thors from  various  sections  have  found  a 
definite  increase  in  the  incidence  of  this  dis- 
ease. Thus,  Weller,19  at  the  University  of 
Michigan  Hospital,  observed  that  the  in- 
cidence of  carcinoma  of  the  lung  in  the 
first  1000  autopsies  was  0.1  per  cent,  in  the 
second  0.5  per  cent,  and  of  450  in  the  third, 
0.8  per  cent.  At  the  University  of  Minne- 
sota, Barron20  found  that  the  incidence  of 
lung  cancer  in  the  autopsy  cases  during 
1899  to  1911  was  zero,  during  1919  to  1918, 
0.19  per  cent,  and  during  1919  to  1921,  0.89 
per  cent.  Olson21  reviewed  the  cases  at  the 
Boston  City  Hospital  and  found  that  the 
incidence  of  pulmonary  carcinoma  to  all 
carcinoma  increased  annually  from  7.5  per 
cent  in  1929  to  19.1  per  cent  in  1934.  In  the 
autopsies  performed  at  the  Veteran’s  Bu- 
reau Hospital,  Matz22  observed  that  during 
the  period,  1927  to  1931,  the  incidence  of 


carcinoma  of  the  lung  to  all  carcinoma  was 
6.4  per  cent  and  during  the  years  1932  to 
1937  it  was  15.8  per  cent.  Based  upon  an 
analysis  of  a collected  series  of  cases  Ro- 
sahn23  found  that  the  incidence  of  car- 
cinoma in  all  autopsies  increased  from  10.27 
per  cent  in  the  period  1910  to  1919,  to  only 
12  per  cent  in  the  period,  1920  to  1928, 
whereas  the  incidence  of  carcinoma  of  the 
lung  to  all  postmortems  increased  from  0.44 
per  cent  to  0.89  per  cent  in  these  respective 
periods.  At  the  Charity  Hospital  in  New 
Orleans,  during  the  past  seven  years,  there 
has  been  an  approximate  fivefold  increase 
in  the  incidence  of  necropsied  pulmonary 
carcinoma.5  Of  even  greater  significance  is 
the  fact  that  during  this  same  period  the 
incidence  of  carcinoma  of  the  stomach  in 
necropsy  cases  has  not  increased.  In  a pre- 
vious publication0  we  reviewed  the  mor- 
tality statistics  in  the  United  States  of  all 
persons  dying  of  pulmonary  malignancies 
during  the  period,  1920  to  1936  inclusive, 
and  found  that  there  was  not  only  an  ac- 
tual increase  in  the  number  of  deaths  from 
this  cause  but  also  an  annual  increase  in 
the  death  rate  per  hundred  thousand  popu- 
lation. Moreover,  it  was  found  that  of  the 
death  rates  of  persons  dying  of  malig- 
nancies of  various  organs  the  increase  in 
the  incidence  of  carcinoma  of  the  lung  was 
relatively  greater. 

It  is  obvious,  therefore,  from  these  statis- 
tics reported  from  various  parts  of  the 
world,  that  the  incidence  of  carcinoma  of 
the  lung  is  definitely  and  steadily  increas- 
ing. In  our  opinion  this  increase  is  not  only 
apparent  but  real.  Whereas  there  is  no  defi- 
nite explanation  for  this  increasing  inci- 
dence, numerous  theories  have  been  sug-  i 
gested.  No  attempt  will  be  made  here  to  re- 
view these  in  detail  as  they  have  been  pre- 
viously considered.6  Based  upon  the  increas- 
ing incidence  of  bronchiogenic  carcinoma 
following  influenza  epidemics  and  upon  the 
presence  of  metaplasia  in  bronchial  mucosa 
in  persons  dying  from  this  disease  some 
have  suggested  a possible  relationship  be- 
tween these  conditions.24-27  Other  chronic 
specific  and  non-specific  pulmonary  infec- 
tions such  as  tuberculosis,28  syphilis,13, 29 
bronchiectasis,30, 31  have  also  been  consid- 
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ered.  It  is  believed  by  some  investigators 
that  the  inhalation  of  irritating  gases  such 
as  war  gas,  exhaust  gas  of  combustion  mo- 
tors, and  gases  arising  from  tarred  roads, 
plays  an  etiologic  role.3236  The  high  in- 
cidence of  carcinoma  of  the  lung  among 
workers  in  the  Schneeberg  and  Joachim- 
sthal  mines  has  long  been  known.  On  the 
basis  of  intensive  studies  made  of  these 
mines,  it  is  believed  that  these  malignancies 
are  due  to  radio-active  emanations.37'39 
Careful  attention  has  been  directed  toward 
the  possible  etiologic  significance  of  pneu- 
moconiosis and  silicosis  in  bronchiogenic 
carcinoma.  Whereas  some40'42  contended 
that  this  may  be  a factor,  others,43, 44  are  of 
the  opinion  that  it  is  of  little  significance 
unless  the  inhaled  dust  contains  carcin- 
ogenic substances.  The  probable  signifi- 
cance between  the  increase  in  smoking  and 
the  increase  in  pulmonary  malignancy  has 
been  previously  emphasized  by  the  au- 
thors.0, 7’ 45  Numerous  investigators  have 
repeatedly  demonstrated  the  irritating  car- 
cinogenic effects  of  tobacco.40'50  Roffo,51  on 
the  basis  of  his  extensive  investigations,  is 
convinced  that  tobacco  is  one  of  the  most 
important  carcinogenic  agents.  He  has  been 
able  to  produce  tumors  in  rabbits  as  easily 
with  tobacco  tar  as  with  coal  tar.  Hoff- 
mann52 is  “strongly  of  the  opinion  that  a 
relation  between  the  increase  in  smoking 
habits  and  cancer  of  the  lung  may  be  safely 
assumed  to  exist.”  We°  found  a significant 
relationship  between  the  increased  inci- 
dence of  carcinoma  of  the  lung  in  the 
United  States  and  the  increased  produc- 
tion of  tobacco. 

The  sex  incidence  of  primary  carcinoma 
of  the  lung  reveals  a preponderance  in  the 
male.  Simons53  reported  that  males  pre- 
dominated in  a ratio  of  four  to  one.  In  a 
collected  series  of  8,575  cases,  it  was  found 
that  78.9  per  cent  were  males  and  21  per 
cent  were  females.3  The  effect  upon  the 
sex  incidence  of  the  recent  increase  in  wom- 
en smokers  will  be  interesting  to  observe. 

Carcinoma  of  the  lung  occurs  with 
greatest  frequency  in  the  fifth  and  sixth 
decades.  In  Brunn’s54  series,  62  per  cent 
occurred  in  this  age  group.  Breckwoldt55 
found  the  most  frequent  occurrence  be- 


tween 50  and  70  years.  Fischer50  observed 
that  one-third  occurred  in  the  fifth  decade 
and  one-third  after  the  age  of  60.  In  a 
series  of  4,307  collected  cases  we°  found 
that  approximately  60  per  cent  occurred  be- 
tween the  ages  of  40  and  60  years  and  about 
80  per  cent  between  the  ages  of  40  and  70 
years. . It  was  significant,  however,  that 
10.7  per  cent  occurred  between  the  ages  of 
30  and  40  years.  Weill57  reported  a case 
in  a child  one  year  of  age  and  Frommel31 
in  a patient  91  years  of  age. 

PATHOLOGY 

In  the  past  it  was  believed  that  some  lung 
cancers  were  alveolar  in  origin,  but  at  pres- 
ent it  is  the  consensus  that  practically  all 
primary  carcinomas  of  the  lung  are  bron- 
chiogenic and  originate  from  the  basement 
cells  of  the  bronchial  or  bronchiolar  mu- 
cosa. Because  of  the  characteristic  pleo- 
morphism  of  these  neoplasia  considerable 
variation  in  the  histopathologic  classifica- 
tion has  resulted.  The  majority  of  observ- 
ers have  classified  them  into  three  general 
groups:  (1)  Squamous  cell  carcinoma,  (2) 
small  or  undifferentiated  cell  carcinoma 
(oat  cell),  and  (3)  adenocarcinoma.  We 
are  of  the  opinion,  however,  that  the  most 
logical  classification  is  that  proposed  by 
Halpert58  and  based  upon  the  development 
of  the  cells  lining  the  bronchi.  The  cells 
of  the  mucous  membrane  lining  the  bronchi 
and  bronchioles  normally  represent  vary- 
ing degrees  of  differentiation  and  speciali- 
zation of  the  original  entodermal  cells.  Ac- 
cording to  Halpert58  the  undifferentiated 
entodermal  ancestor  cell  is  capable  of  de- 
veloping into  a variety  of  cells  including 
the  ciliated  cylindrical  and  goblet  cells. 
Beneath  these  and  lined  up  along  the  border 
of  the  tunica  propria  are  the  cells  from 
which  the  ciliated  cylindrical  and  goblet 
cells  are  replenished  and  which  he  calls 
“reserve  cells.”  In  his  opinion  carcinoma 
of  the  lung  originates  from  these  “reserve” 
cells  by  atypical  proliferation.  On  this 
basis  and  depending  upon  the  type  of  cell 
which  predominates  primary  carcinoma  of 
the  lung  may  be  classified  into  three 
groups:  (1)  Reserve  cell  carcinoma,  (2) 
cylindrical  cell  carcinoma,  and  (3)  squa- 
mous cell  carcinoma. 
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These  neoplasia  occur  most  frequently  in 
the  hilar  region.  Boyd59  found  that  90  per 
cent  were  centrally  located  and  Edwards00 
states  that  only  20  per  cent  are  peripheral. 
Others4,  10  have  also  observed  that  only  a 
small  incidence,  less  than  15  per  cent,  were 
peripheral.  Depending  upon  the  site  of 
origin  the  gross  changes  will  vary.  The 
more  centrally  located  tumors  eventually 
produce  bronchial  obstruction  with  conse- 
quent atelectasis  distally  and  secondary  in- 
fection. The  peripherally  located  tumors 
are  more  circumscribed  solid  masses  of 
tissue  which  later  show  central  necrosis. 

The  right  side  has  been  found  to  be  in- 
volved more  frequently  than  the  left. 
Fischer56  collected  a series  of  3,735  cases 
and  found  the  right  side  involved  in  53  per 
cent,  the  left  in  45,  and  the  lesion  bilateral 
in  2 per  cent.  The  right  upper  lobe  bronchus 
was  most  frequently  involved  and  in  the 
order  named  the  next  most  frequent  were : 
The  right  main  bronchus,  the  left  upper 
lobe  bronchus,  the  right  lower  lobe  bron- 
chus, the  left  main  bronchus,  and  the  left 
lower  lobe  bronchus.  In  a collected  series 
of  4,732  cases  we°  found  the  right  lung 
involved  in  58.3  per  cent  and  the  left  in 
41.6  per  cent. 

Metastasis  from  primary  carcinoma  of 
the  lung  occurs  by  direct  extension,  through 
the  lymphatics,  by  way  of  the  blood  stream, 
and  by  “bronchial  embolism.”  The  most 
frequent  sites  of  metastatic  involvement  are 
the  regional  lymph  nodes,  and  the  next 
most  frequent  is  the  liver.  Olson21  found 
the  tracheobronchial  lymph  nodes  involved 
in  86  per  cent  and  the  liver  in  35.8  per  cent. 
Frissell  and  Knox61  found  extension  to  the 
regional  lymph  nodes  in  97.4  per  cent.  In 
the  collected  series  analysed  by  Miller  and 
Jones62  the  liver  was  involved  in  30.7  per 
cent.  In  a series  of  2,579  cases  collected  by 
us6  the  regional  nodes  were  involved  in 
75.9  per  cent,  the  liver  in  33.4  per  cent,  the 
bones  in  20.4  per  cent,  the  adrenals  in  17.6 
per  cent,  the  kidneys  in  16  per  cent,  the 
brain  in  14.6  per  cent,  the  heart  and  peri- 
cardium in  10.4  per  cent,  and  the  pancreas 
in  5.1  per  cent. 


CLINICAL  MANIFESTATIONS 

The  authors  have  previously  emphasized 
the  fact  that  there  is  no  characteristic 
clinical  picture  of  primary  carcinoma  of  the 
lung.  When  the  condition  has  progressed 
to  the  stage  in  which  the  clinical  manifesta- 
tion obviously  reflects  the  diagnosis,  the 
prognosis  is  hopeless.  It  is  imperative, 
therefore,  to  consider  the  earlier  manifesta- 
tions. The  onset  is  characteristically  so  in- 
sidious that  frequently  it  is  difficult  to  de- 
termine just  when  the  symptoms  began. 
This  is  particularly  true  of  smokers,  be- 
cause they  almost  invariably  complain  of  a 
chronic  cough  and  cough  is  not  only  the 
most  constant  but  also  one  of  the  earliest 
symptoms  of  carcinoma  of  the  lung.  It  is 
indeed  unfortunate  that  the  almost  uni- 
versal use  of  tobacco  has  resulted  in  a 
habitual  cough,  because  the  complaint  of 
cough  in  the  patient  with  an  early  carcino- 
ma of  the  lung  is  likely  to  be  disregarded 
and  attributed  to  smoking.  Usually  the 
cough  is  nonproductive  in  the  early  stages  j 
but  later  is  accompanied  by  expectoration 
which  becomes  progressively  more  profuse 
and  mucopurulent  in  character  and  fre- 
quently blood  tinged. 

In  our  experience  the  patient  frequently 
dates  the  onset  of  his  illness  to  a recent 
acute  respiratory  tract  infection,  such  as 
an  acute  bronchitis  or  influenza.  Follow- 
ing this  acute  illness  he  continues  to  have 
thoracic  involvement  and  in  spite  of  treat- 
ment does  not  seem  to  improve. 

Hemoptysis  is  not  a frequent  manifesta- 
tion in  the  early  stage.  Brines  and  Ken- 
ning3 found  that  hemoptysis  was  the  chief 
complaint  in  18.9  per  cent  of  their  series 
but  was  present  some  time  during  the 
course  of  the  illness  in  48.3  per  cent. 
Simons53  observed  that  it  occurred  in  40 
per  cent  of  his  collected  series.  In  elderly 
patients  hemoptysis  is  particularly  signi- 
ficant, as  it  always  suggests  the  possibility 
of  carcinoma  of  the  lung.  Thoracic  pain 
is  a variable  complaint  and  is  frequently  an 
early  manifestation.  However,  its  vague 
and  indefinite  character  is  likely  to  cause 
it  to  be  disregarded  by  the  patient.  Brines 
and  Kenning3  found  it  present  in  60  per 
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cent  of  their  series  and  the  chief  complaint 
in  44.8  per  cent.  Frissell  and  Knox61  and 
Simons53  found  that  it  occurred  in  approxi- 
mately 72  and  60  per  cent  of  their  respec- 
tive series.  In  the  more  peripherally 
located  tumors,  pain  is  frequently  the 
earliest  symptom.  Characteristically,  this 
pain  persists  in  spite  of  therapy.  Dyspnea, 
pyrexia,  emaciation,  and  weakness  are 
obviously  late  manifestations. 

The  duration  of  symptoms  varies  consid- 
erably, but  in  the  reported  statistics  the 
period  of  time  elapsing  between  the  onset 
of  symptoms  and  death  is  relatively  short. 
Koletsky*  found  that  the  average  duration 
of  symptoms  from  onset  until  death  was 
about  six  months.  King63  reported  an  aver- 
age duration  of  life  of  9.3  months.  In  the 
Charity  Hospital  series5  this  period  was 
five  months.  Whereas  from  these  statistics 
it  would  appear  that  carcinoma  of  the  lung 
is  a rapidly  progressive  condition,  it  is  our 
opinion  that  these  reports  do  not  neces- 
sarily indicate  the  true  duration  of  symp- 
toms. As  previously  emphasized6  these  fig- 
ures are  based  upon  autopsy  cases,  and  con- 
sequently, no  serious  effort  may  have  been 
made  to  elicit  inaugural  symptoms.  In  one 
of  the  authors’  cases  hemoptysis  was  the 
first  manifestation  noticed  and  occurred 
two  weeks  before  admission,  although  the 
patient,  who  was  a heavy  smoker,  had  had 
a cough  for  a period  of  years.  At  operation 
a relatively  large  tumor,  involving  the  hilar 
region  and  consequently  inoperable,  was 
found.  The  authors  have  had  several  other 
cases  in  which  the  lesion  obviously  had  been 
present  for  a long  period  of  time,  although 
according  to  the  history  the  duration  of 
symptoms  was  relatively  short. 

The  physical  findings  in  primary  carci- 
noma of  the  lung  are  extremely  variable 
and  depend  upon  the  type  and  extent  of 
the  lesion  as  well  as  the  location.  Not  in- 
frequently there  are  absolutely  no  abnor- 
malities upon  physical  examination.  This 
occurs  especially  in  the  earlier  stages. 
Later  limitation  of  expansion,  dulness,  de- 
creased breath  sounds,  and  rales  may  be 
present.  Unfortunately,  such  obvious  physi- 
cal signs  are  generally  indicative  of  in- 
operability. 


DIAGNOSIS 

As  previously  stated,  the  most  important 
factor  in  the  diagnosis  of  primary  carci- 
noma of  the  lung  is  the  consideration  of 
its  possible  presence.  Every  patient  forty 
years  of  age  or  older  who  complains  of 
cough,  hemoptysis,  or  thoracic  discomfort 
should  be  suspected  of  having  pulmonary 
carcinoma  until  this  diagnosis  has  been  ab- 
solutely excluded.  Careful  roentgenographic 
studies  should  always  be  made.  In  the  early 
stages  the  roentgenographic  interpretation 
of  centrally  located  lesions  which  are  the 
most  frequent  type  is  generally  more  diffi- 
cult because  of  confusion  with  hilar 
shadows  produced  by  other  lesions  and  by 
normal  structures.  As  the  lesion  progresses, 
bronchial  obstruction  eventually  occurs 
with  consequent  atelectasis  of  one  or  more 
lobes.  The  roentgenogram  then  reveals  a 
shadow  with  displacement  of  the  mediasti- 
nal structures  toward  the  affected  side.  In 
the  peripherally  located  tumor  the  roent- 
genographic shadow  is  more  clearly  defined 
and  may  be  differentiated  earlier.  That 
roentgenographic  examination  is  an  im- 
portant procedure  is  clearly  demonstrated 
by  the  high  incidence  of  correct  diagnoses 
reported  following  its  use.  Andrus61  and 
Vinson65  have  reported  correct  diagnoses 
by  roentgenographic  examination  in  over 
90  per  cent  of  the  cases. 

Because  of  the  fact  that  the  great  ma- 
jority of  these  lesions  are  centrally  located, 
bronchoscopy  may  be  considered  one  of  the 
most  important  diagnostic  procedures  in 
primary  bronchiogenic  carcinoma.  The 
bronchoscopic  visualization  of  the  tumor 
and  the  removal  of  a section  for  biopsy 
study  obviously  increase  the  accuracy  of 
diagnosis.  However,  in  those  cases  in  which 
the  lesion  involves  the  upper  lobe  bronchi 
difficulty  may  be  encountered  in  demon- 
strating the  tumor.  Recently,  Gebauer66  has 
reported  a bronchoscopic  mirror  which  he 
devised  for  upper  lobe  visualization.  The 
incidence  of  positive  diagnoses  by  means  of 
bronchoscopy  is  over  70  per  cent.  A num- 
ber of  authors  have  described  the  charac- 
teristic bronchoscopic  features  and  no  at- 
tempt will  be  made  here  to  discuss  them  in 
detail.6771 


392 


Ochsner  and  DeBakey — Carcinoma  of  Lung 


Bronchography  is  another  important 
diagnostic  procedure  and  is  particularly 
advantageous  in  those  cases  in  which  the 
tumor  mass  does  not  cast  a shadow.  Intra- 
tracheal instillation  of  lipiodol  followed  by 
roentgenographic  examination  may  reveal 
partial  or  complete  occlusion  of  the  bronchi. 
Not  infrequently  bronchial  narrowing  is 
tapering  in  character.  The  transglottic 
method  previously  described  for  the  instil- 
lation of  lipiodol  is  considered  one  of  the 
simplest.72 

Aspiration  biopsy  is  another  diagnostic 
procedure  which  has  been  suggested.  This 
procedure  has  the  advantage  of  permitting 
the  accurate  demonstration  of  malignancy 
especially  in  peripheral  lesions  but,  as  pre- 
viously emphasized,  is  dangerous  because 
of  the  possibility  of  transplanting  malig- 
nant cells  into  the  tissues  through  which 
the  needle  passes.  The  demonstration  of 
malignant  cells  in  expectorated  material 
was  early  described  by  Dudgeon,73’  74  who 
was  able  to  make  a diagnosis  in  60  per  cent 
of  the  patients  by  this  procedure.  It  is  im- 
portant, however,  that  a pathologist  trained 
in  this  technic  and  in  the  recognition  of 
these  cells  perform  the  examination.  Sim- 
ilarly, examination  of  aspirated  pleural 
fluid  may  also  reveal  the  presence  of  malig- 
nant cells.  This  procedure  was  described 
by  Mandlebaum,75  and  Seecof70  and  Gold- 
man77 reported  incidences  of  positive  diag- 
noses in  70  and  80  per  cent  respectively. 
Usually,  however,  when  the  diagnosis  can 
be  made  by  this  method,  the  tumor  is  inop- 
erable. 

TREATMENT 

It  is  a generally  accepted  fact  that  the 
only  curative  treatment  of  carcinoma  of 
the  lung  is  surgical  extirpation.  Radiation 
therapy  has  failed  miserably  in  the  treat- 
ment of  primary  carcinoma  of  the  lung. 
This  procedure  has  been  employed  in  al- 
leviating the  manifestations  and  has  been 
reported  to  prolong  life  for  possibly  a few 
months,  although  this  is  also  doubtful.78 
Maxwell  and  Nicholson79  found  that  roent- 
gen therapy  may  have  prolonged  life  in 
four  of  sixteen  cases  and  in  three  it  un- 
doubtedly caused  a more  rapid  fatal  termi- 


nation. Others80  82  have  reported  somewhat 
similar  experiences. 

A number  of  authors  have  reported  the 
procedure  of  simple  lobectomy  of  the  in- 
volved lobe  in  the  surgical  treatment  of 
primary  carcinoma  of  the  lung,  but  it  is 
now  the  consensus  among  thoracic  surgeons 
that  pneumonectomy  is  the  only  rational 
procedure.  Only  by  its  performance  can 
the  regional  lymph  nodes,  which  as  pre- 
viously shown  are  involved  in  a relatively 
high  incidence  of  cases,  be  extirpated  to- 
gether with  the  primary  lesion.  In  a pre- 
vious publication45  we  described  in  detail 
the  technic  of  the  operative  procedure,  and 
for  this  reason  no  attempt  will  be  made 
here  to  discuss  it  at  length.  In  general,  two 
approaches  may  be  employed,  either  an  an- 
terior or  a posterolateral.  After  entering 
the  pleural  cavity  and  freeing  all  adhesions, 
the  hilar  structures  are  exposed  by  incising 
and  mobilizing  the  mediastinal  pleura.  The 
hilar  vessels  are  isolated  individually  and 
divided  between  transfixation  ligation  su- 
tures of  silk.  The  bronchus  is  severed  be- 
tween clamps  and  the  stump  closed  by  mat- 
tress sutures  of  silk.  The  mediastinal  nodes 
are  carefully  extirpated.  It  is  for  this  rea- 
son that  individual  isolation  of  the  hilar 
structures  should  be  done.  Mass  ligation 
does  not  permit  removal  of  these  glands. 
Pleuralization  of  the  stump  of  the  hilar 
structures  is  performed  by  approximating 
the  anterior  and  posterior  mediastinal 
flaps.  The  pleural  cavity  is  closed  without 
drainage. 

The  first  pneumonectomy  for  carcinoma 
of  the  lung  was  probably  performed  by 
Kummel,83  in  1910.  However,  this  patient 
died  on  the  sixth  postoperative  day.  Sub- 
sequently several  other  unsuccessful  at- 
tempts were  made  but  the  first  operation 
which  recovered  was  performed  by  Gra- 
ham84 in  1933.  This  patient,  a practicing 
physician,  is  still  living  and  enjoying  good 
health.  Since  then,  a number  of  successful 
cases  have  been  reported  and  the  constantly 
increasing  number  of  these  cases  is  more 
and  more  encouraging. 

We  have  previously  analyzed  a series  of 
101  cases  collected  from  the  literature  and 
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15  personal  cases.  The  mortality  in  the  col- 
lected series  was  approximately  60  per  cent 
and  in  our  series,  53  per  cent.  Since  this 
report  we  have  performed  four  additional 
operations,  giving  a total  of  19  and  a mor- 
tality of  47.3  per  cent.  The  causes  of  death 
in  the  collected  series  following  operation 
were  infection  and  pneumonia  in  39.2  per 
cent,  cardiac  failure  and  pulmonary  edema 
in  23.5  per  cent,  hemorrhage  in  13.7  per 
cent,  metastases  in  9.8  per  cent,  thrombosis 
and  embolism  in  7.8  per  cent,  and  shock, 
peritonitis  and  asphyxia  in  1.9  per  cent 
each. 

SUMMARY 

1.  The  incidence  of  primary  carcinoma 
of  the  lung  is  definitely  and  steadily  in- 
creasing. At  present,  the  lung  ranks  second 
only  to  the  stomach  as  the  primary  site  of 
cancer.  The  various  theories  that  have 
been  advanced  in  an  attempt  to  explain  this 
increasing  incidence  are  briefly  reviewed. 

2.  Primary  carcinoma  of  the  lung  occurs 
predominantly  in  the  male  sex.  Its  most 
frequent  incidence  is  in  the  fifth  and  sixth 
decades. 

3.  There  is  no  characteristic  clinical  pic- 
ture of  early  carcinoma  of  the  lung.  The 
condition  should  be  suspected  in  every  pa- 
tient past  forty  years  of  age  who  complains 
of  cough  that  cannot  be  reasonably  ex- 
plained and  that  does  not  readily  respond 
to  appropriate  therapy. 

4.  The  pathologic  features  of  the  dis- 
ease are  discussed. 

5.  The  available  methods  of  diagnosis 
are  reviewed  and  critically  evaluated.  Ro- 
entgenography and  bronchoscopy  are  valu- 
able diagnostic  procedures  and  will  provide 
an  accurate  diagnosis  in  over  70  per  cent 
of  the  cases. 

6.  Radiation  therapy  is  of  little  or  no 
value  in  the  treatment  of  primary  carci- 
noma of  the  lung. 

7.  The  only  curative  treatment  is  surgi- 
cal extirpation  of  the  involved  lung.  The 
results  of  operation  are  briefly  reviewed. 
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DISCUSSION 

Dr.  W.  R.  Mathews  (Shreveport)  : Drs.  Ochsner 
and  DeBakey  have  quite  properly  emphasized  the 
high  incidence  of  carcinoma  of  the  lung.  As  late 
as  twenty  years  ago  leading  medical  centers  were 
reluctant  to  admit  there  were  many  cases  of  pri- 
mary carcinoma  originating  in  the  lung.  As  a 
contrast  today  many  hold  that  carcinoma  of  the 
lung  is  one  of  the  most  prevalent  diseases.  On 
the  basis  of  autopsy  and  clinical  observations  and 
experience  at  large,  indicated  by  Drs.  Ochsner  and 
DeBakey,  from  10  to  15  per  cent  of  all  malig- 
nancies originate  in  the  lung. 

Dr.  Julius  Lane  Wilson  (New  Orleans)  : There 
can  be  no  question  about  the  increasing  incidence 
of  pulmonary  carcinoma.  The  Metropolitan  Life 
Insurance  Company,  in  a statistical  bulletin  a few 
months  ago,  showed  that  the  mortality  rate  among 
policy  holders  has  gone  up  in  twenty  years  from 
2.6  per  hundred  thousand  to  15  per  hundred  thous- 
and, between  the  ages  of  45  and  74.  These  figures 
are  interesting  in  connection  with  etiology.  This 
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increase  is  divided  according  to  sex  and  the  in- 
teresting part  of  this  graph,  of  which  I have  no 
slide,  is  that  most  of  this  increase,  particularly 
since  1925,  has  been  in  the  male  sex,  which  they 
interpret  to  mean  that  tobacco  has  no  particular 
influence  because  since  1918  there  has  been  more 
increase  in  the  use  of  tobacco  by  women. 

As  to  symptoms,  cough  is  rightly  emphasized. 
Many  smokers  have  chronic  cough  and  many  non- 
smokers  also  cough  in  the  morning.  Perhaps  we 
can  say  the  important  thing  is  a change  of  cough 
habit.  These  cases  give  a history  of  having  de- 
veloped a disturbing  cough  at  all  hours.  An  habit- 
ual cough  is  often  not  noticed  by  the  person  who 
has  it.  Pain,  of  course,  is  important  although  oc- 
curring in  a much  smaller  percentage  than  cough. 
The  characteristic  pain  is  persistent  and  not  re- 
lieved with  ordinary  measures, — strapping,  fluid 
accumulation  and  aspiration  do  not  change  it. 
Hemoptysis,  in  the  patients  in  whom  it  occurs,  is 
an  important  symptom. 

The  physical  signs,  when  well  developed,  are 
those  of  tumor  or  atelectasis. 

I want  to  emphasize  again  Drs.  Ochsner’s  and 
DeBakey’s  point  about  considering  every  man  over 
45  who  has  a cough  not  otherwise  explained  and 
particularly  if  there  is  blood  in  sputum,  as  a pos- 
sible case  of  carcinoma  of  the  lung. 

I might  also  say  a word  about  tuberculosis  at 
this  point.  Somebody  said  that  hemoptysis  occur- 
ring in  a person  under  45  means  tuberculosis  and 
over  45  years  of  age,  carcinoma.  Tuberculosis  can 
be  ruled  out  by  a chest  x-ray  and  sputum  exami- 
nation. A male  who  has  a persistent  cough  with 
or  without  hemoptysis  and  has  not  tuberculosis 
should  be  bronchoscoped  because  he  very  possibly 
has  carcinoma  of  the  lung. 

Di\  P.  R.  Gilmer  (Shreveport):  I would  like  to 
emphasize  a few  points  already  brought  out.  In 
the  first  place  early  diagnosis  of  carcinoma  of  the 
lung  naturally  means  a better  opportunity  for  sur- 
gical removal  and  for  permanent  cure.  That  is 
accepted  now  and  there  is  no  doubt  about  it.  From 
the  diagnostic  standpoint,  I agree  with  Drs.  Ochs- 
ner and  DeBakey  and  certainly  want  to  agree  with 
Dr.  Wilson’s  discussion.  If  we  are  going  to  diag- 
nose carcinoma  in  an  operable  stage,  it  must  be 
suspected  first,  just  as,  for  instance,  in  the  diag- 
nosis of  early  tuberculosis.  Most  of  those  early 
cases  are  diagnosed  first  as  “suspected  carcinoma” 
and  are  then  studied  carefully  and  the  final  diag- 
nosis made.  If  physicians  keep  carcinoma  of  the 
lung  in  mind  and  suspect  it  and  remember,  as 
Drs.  Ochsner  and  DeBakey  pointed  out,  and  unex- 
plained persistent  cough  is  suggestive  of  carci- 
noma, these  cases  may  be  diagnosed  sufficiently 
early. 

Another  point  is  that  a negative  radiograph  of 
the  chest  does  not,  by  any  means,  exclude  carci- 
noma of  the  lung.  As  a matter  of  fact  maybe 
we  should  not  use  the  radiograph  because  we  can 
not  always  see  anything  in  the  lung,  especially  in 


early  cases.  I think  that  brings  us  down  to  the 
point  that  if  we  suspect  carcinoma  of  the  lung  the 
diagnosis  is  made  and  confirmed  and  proved  only 
by  bronchoscopic  examination  and  biopsy.  Obvi- 
ously some  of  the  upper  lobe  involvements  are  not 
going  to  be  successfully  biopsied  but  only  a small 
percentage  of  cases  occur  in  the  upper  lobe.  In 
the  lower  lobe  certainly  bronchoscopy  and  biopsy 
can  bring  out  correct  diagnosis. 

As  to  operability  of  patients,  this  depends  upon 
the  location  of  the  primary  growth.  Obviously  if 
high  up  and  well  infiltrated,  there  is  no  oppor- 
tunity to  remove  it  because  there  is  no  intervening 
healthy  tissue  at  the  hilus  stump  for  suturing. 

I would  like  to  leave  this  thought.  Suspect  carci- 
noma of  the  lung  just  like  you  have  been  told  to 
suspect  early  tuberculosis.  Once  suspected,  do  not 
stop  there  and  even  if  there  is  a negative  radio- 
graph, have  the  patient  bronchoscoped. 

Dr.  J.  Ralph  Phillips  (Baton  Rouge):  How  can 
you  tell  the  difference  between  bronchiogenic  carci- 
noma and  aneurysm  of  the  aorta?  Sometimes  it  is 
very  difficult  to  make  a differential  diagnosis  be- 
tween a bronchiogenic  carcinoma  and  aneurysm  of 
the  aorta.  I can  remember  one  case  in  which  the 
diagnosis  had  been  made  from  x-ray  and  physical 
findings  of  a bronchiogenic  carcinoma  of  the  left 
bronchus,  and  on  bronchoscopy  a piece  was  taken 
from  the  tumor  mass  and  on  autopsy  this  mass 
turned  out  to  be  a aneurysm  of  the  aorta  which 
had  eroded  the  left  bronchus.  Another  case  which 
I have  in  mind  was  diagnosed  by  x-ray  and  physi- 
cal findings  as  a carcinoma  of  the  right  bronchus, 
and  on  bronchoscopy  a non-pulsating  mass  was 
noted  in  the  right  bronchus.  A biopsy  was  taken 
and  again  on  autopsy  an  aneurysm  of  the  aorta 
was  found  which  had  eroded  the  right  bronchus. 
With  these  and  other  findings  I have  found  it  diffi- 
cult at  times  to  differentiate  between  an  aortic 
aneurysm  and  carcinoma  lung. 

Dr.  Ochsner  (In  closing)  : Unquestionably  the 
diagnosis  is  difficult.  It  is  bronchoscopically  diffi- 
cult. Only  75  per  cent  can  be  so  diagnosed.  We 
would  rather  depend  upon  exploratory  thoraco- 
tomy. Recently  we  have  seen  a patient  in  whom 
the  radiologist  made  a diagnosis  of  aneurysm.  The 
patient’s  symptoms  had  progressed  relatively 
rapidly  which  made  us  think  he  had  a malignancy, 
which  was  verified  by  exploration.  We  would 
rather  explore  these  individuals,  and  this  is  a point 
I would  like  to  emphasize.  At  one  time  we  felt 
that  one  was  not  justified  in  doing  a thoracotomy 
unless  the  case  was  positively  diagnosed  tumor  or 
by  biopsy.  That  is  not  so  now. 

We  felt  that  19  of  our  patients  had  carcinoma 
of  the  lung.  These  patients  were  operated  upon 
and  a pneumonectomy  done.  Of  our  19  patients  in 
whom  we  were  able  to  do  a pneumonectomy  for 
malignancy,  ten  of  them  left  the  hospital,  two  of 
them  died  on  the  table,  and  seven  died  in  a period 
of  convalescence  in  the  hospital.  Of  the  ten  who 
left  the  hospital,  eight  are  still  living. 
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THE  TREATMENT  OF  CHRONIC 
INFECTIOUS  ARTHRITIS* 

MORGAN  W.  MATTHEWS,  M.  D.f 
Shreveport,  La. 

The  treatment  of  chronic  infectious  arth- 
ritis is  one  of  the  most  difficult  problems  in 
internal  medicine.  As  regards  the  treat- 
ment of  the  disease,  physicians  tend  to 
group  themselves  roughly  into  three  main 
groups.  Physicians  in  the  first  group  be- 
lieve that  treatment  is  entirely  unsuccessful 
and  that  an  individual  contracting  the  dis- 
ease is  doomed  to  invalidism  and  hopeless 
crippledom.  Fortunately  for  the  patient, 
physicians  in  this  group  are  relatively  few. 
The  second  group  constitutes  the  vast 
majority  of  physicians  that  the  chronic 
arthritic  patient  consults.  These  physicians 
are  bewildered  by  the  claims  and  counter- 
claims of  the  various  pharmaceutical  manu- 
facturers. The  products  recommended  by 
these  firms  are  found  to  be  of  value  in 
occasional  cases  but  in  the  majority  of  cases 
fail  to  produce  the  desired  results.  As  a 
group,  after  repeated  failures  of  highly 
touted  therapeutic  regimens,  they  rapidly 
drift  into  group  one  and  become  therapeutic 
nihilists.  The  third  group  is  composed  of 
physicians  who  have  had  a vast  amount  of 
experience  in  the  treatment  of  rheumatism. 
They  have  seen  many  highly  recommended 
remedies  come  and  go  and  have  come  to  the 
inescapable  conclusion  that  there  is  no 
single  remedial  agent,  either  drug  or  thera- 
peutic procedure,  that  is  constantly  effec- 
tive in  the  disease.  These  physicians  have 
found  that  the  treatment  of  chronic  infec- 
tious arthritis  is  best  approached  on  a broad 
and  comprehensive  basis  similar  to  that 
employed  in  tuberculosis.  A therapeutic 
program  directed  towards  improving  the 
physical  condition  of  the  patient  to  the 
maximum  degree  is  most  apt  to  be  success- 
ful in  the  majority  of  cases.  It  is  with 
this  approach  to  the  disease  that  this 
article  is  concerned. 

The  number  of  remedies  that  have  been 
recommended  at  one  time  or  another  as 
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“sure  cures”  of  arthritis  would  no  doubt 
fill  a single  spaced  typewritten  sheet  of 
paper  as  long  as  both  outstretched  arms. 
This  fact  in  itself  is  testimony  to  the  fact 
that  there  is  no  single  remedial  agent  that 
is  100  per  cent  effective  in  combating  this 
disease. 

With  this  brief  preamble  it  is  well  to  de- 
fine what  is  meant  by  the  term  infectious 
arthritis.  The  disease  is  known  by  a variety 
of  synonyms,  the  more  important  of  which 
are  atrophic,  rheumatoid  and  proliferative 
arthritis.  No  attempt  will  be  made  to  out- 
line the  differential  points  between  atrophic 
arthritis  and  the  other  forms  of  the  disease. 
However,  a discussion  of  the  differential 
points  between  chronic  infectious  and 
hypertrophic  (senescent,  osteo-arthritis, 
degenerative,  arthritis  deformans)  should 
prove  of  value,  because  it  is  with  this  joint 
disease  that  atrophic  arthritis  is  most  apt 
to  be  confused.  Table  I illustrates  the  dif- 
ferential points  between  the  two  conditions. 
A consideration  of  these  points  usually 
enables  a differentiation  between  the  two 
diseases  to  be  made  in  most  instances. 

THE  CLINICAL  COURSE  OF  THE  PATIENT  WITH 
CHRONIC  INFECTIOUS  ARTHRITIS 

If  the  clinical  courses  of  one  hundred 
patients  with  chronic  infectious  arthritis 
are  followed  until  the  termination  of  the 
disease,  they  may  be  divided  into  three  dis- 
tinct groups.  Between  10  to  15  per  cent  of 
cases  completely  recover,  apparently  re- 
gardless of  the  therapeutic  regimen  em- 
ployed. It  is  this  group  that  is  responsible 
for  the  wild  speculations  as  to  the  value  of 
different  drugs  and  procedures  in  the  treat- 
ment of  the  disease.  These  are  the  cases 
that  are  cured  by  orange  juice  diets, 
rheumatism  bracelets,  chiropractic  adjust- 
ments, salicylate  and  iodide  injections  and 
similar  procedures.  A second  group,  fortu- 
nately comprising  only  about  10  per  cent  of 
cases,  rapidly  progresses  to  hopeless 
crippledom  even  though  these  patients 
receive  the  most  excellent  care.  In  these 
patients  all  therapeutic  efforts  fail  to  pro- 
duce the  desired  results.  Regardless  of 
what  is  done,  the  progress  of  the  disease 
remains  unchecked  and  either  causes  early 
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death  or  rapidly  leaves  them  crippled  for 
the  remainder  of  life.  The  third  group 
comprises  the  remaining  75  to  80  per  cent 
of  cases  and  includes  the  majority  of  per- 
sons with  arthritis  who  come  to  the 
physician.  Therapeutic  efforts  in  this  group 
are  likely  to  be  rewarded  by  a clinical  im- 
provement in  a high  percentage  of  cases. 
Chronic  infectious  arthritis  in  these  patients 
may  be  said  to  be  a disease  that  undergoes 
frequent  spontaneous  remissions  and  exa- 
cerbations. The  physician  should  not  be 
too  quick  to  attribute  an  improvement  in 
the  arthritis  to  the  particular  drug  or  plan 
of  therapy  that  was  being  used  at  the  time 
of  a remission.  It  is  entirely  possible  that 
the  disease  may  undergo  a spontaneous  re- 
mission at  the  particular  time  that  a new 
remedy  was  begun.  In  the  early  stages  of 
the  disease  these  remissions  occur  fre- 
quently and  tend  to  be  more  complete,  that 
is,  joint  function  tends  more  nearly  to  ap- 
proach normal.  As  the  disease  progresses, 
remissions  occur  less  frequently  and  are 
less  complete.  Each  exacerbation  in  the 
severity  of  the  disease  leaves  the  joints 
more  permanently  disabled.  Finally,  after  a 


variable  period  of  time,  probably  averag- 
ing 15  years,  the  disease  burns  itself  out 
and  becomes  inactive.  The  time  required  for 
the  disease  to  run  its  natural  course  is  ex- 
ceedingly variable  and  ranges  from  a few 
months  to  as  long  as  25  years.  In  an  aver- 
age case  it  should  be  assumed  that  the  dis- 
ease will  last  about  15  years.  After  the 
disease  runs  its  course  the  degree  of  func- 
tion remaining  in  the  affected  joints  is  ex- 
tremely variable  and  depends  in  great  part 
on  the  amount  of  damage  that  occurred 
when  the  disease  was  active. 

Joint  symptoms  in  both  treated  and  un- 
treated arthritis  are  apt  to  become  aggra- 
vated following  menstruation,  changes  in 
the  weather,  on  cold  damp  days,  in  the  win- 
ter, following  emotional  disturbances,  fati- 
gue, and  over-exercise  of  the  affected 
joints.  Too  much  attention  should  not  be 
paid  to  the  joint  complaints  from  day  to 
day. 

WHAT  CAN  WE  PROMISE  THE  PATIENT  WITH 
CHRONIC  INFECTIOUS  ARTHRITIS? 

The  patient  with  chronic  infectious  arth- 
ritis should  be  told  that  in  all  probability  the 


TABLE  I 

DIFFERENTIAL  POINTS  BETWEEN  ATROPHIC  AND  HYPERTROPHIC  ARTHRITIS  (IIENCH) 

Characteristics  Chronic  Infectious  Arthritis  Senescent  Arthritis 

Age  at  onset  -Any  age,  usually  below  40  yrs Usually  40-50  years 

Body  type  Any  type,  usually  asthenic Any  type — usually  obese 

Prodromes 

(fatigue,  exhaustion,  anemia,  weight  Usually  marked  Not  marked  t 

loss,  general  malaise) 

Onset  Insidious  but  may  be  sudden Insidious 


Progression  Marked  Usually  not  marked 

Joints  affected  Many,  peripheral  in  distribution Few-weight  bearing  as  a rule. 


Joints  spared  None  may  be Elbows,  wrists,  knuckles,  feet 

Appearance  Spindle  shaped  due  to  swelling  of  joint  Usually  no  findings  except  in 

and  atrophy  of  adjacent  muscles terminal  phalanges 

Effusion  Common  and  great Slight,  if  ever 

Ankylosis  Common  Rare 


Systemic  manifestations 

(fever,  tachycardia,  low  blood  pressure, 
loss  of  weight,  anorexia,  anemia) 


May  be  profound 


Slight 


Laboratory  examinations 

Sedimentation  rate  Increased 


Filament-nonfilament  count 


Left  shift 


Normal 
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disease  will  last  about  15  years  and  will 
eventually  burn  itself  out  and  become  in- 
active. Therapeutic  efforts  should  be 
directed  towards  teaching  patients  how  to 
force  the  arthritis  to  a lower  level  of  acti- 
vity so  that  when  the  disease  does  become 
inactive  joint  damage  will  be  minimum  and 
will  leave  the  affected  joints  in  a relatively 
good  condition.  The  diseased  joints  will 
not  be  as  good  as  normal  joints  but  never- 
theless will  function  for  all  practical 
purposes  almost  as  well  as  normal  joints. 
The  word  “cure”  should  never  be  used  in 
discussing  results  in  rheumatoid  arthritis. 
It  is  much  better  to  speak  of  an  arrest  of 
the  process,  or  attempting  to  produce  a 
remission,  or  forcing  the  disease  to  a lower 
level  of  activity.  Very  few  of  these  patients 
experience  a complete  cure  of  the  disease 
and  it  is  best  not  to  buoy  up  their  hopes 
with  unwarranted  therapeutic  claims. 

In  exceptional  cases  extraordinary  re- 
sults may  occur  in  a few  weeks  or  months ; 
however,  this  is  not  the  rule.  The  results 
of  treatment  in  the  disease  should  not  be 
measured  in  weeks  or  in  months.  No  great 
concern  should  be  shown  about  how  the 
patient  feels  today  or  this  week  but  how  he 
is  improving  from  month  to  month.  Im- 
provement, if  it  is  possible,  is  a slow  and 
tedious  process  and  is  exhausting  to  both 
the  patient  and  the  physician.  The  patient 
should  realize  at  the  beginning  of  treatment 
that  there  is  no  one  drug  or  therapeutic 
measure  that  gives  constantly  excellent  re- 
sults and  the  treatment  to  be  outlined  has 
withstood  the  test  of  time  and  has  pro- 
duced the  best  results  in  the  long  run.  Such 
an  explanation  makes  these  patients  more 
content  with  their  slow  progress  and  less 
likely  to  search  for  some  other  physician 
or  cultist  in  the  vain  hope  of  securing  a 
“sure  cure”  for  their  rheumatism.  It  is 
best  to  explain  to  these  patients  that  if  they 
do  go  from  place  to  place  seeking  a com- 
plete cure  they  are  losing  their  best  chance 
of  obtaining  a remission  in  their  disease. 
The  longer  the  disease  goes  unchecked,  the 
more  joint  damage  results  and  the  more 
severe  the  residual  joint  damage  when  the 
disease  does  burn  itself  out.  The  treatment 


of  chronic  infectious  arthritis  should  be  a 
long  range  program  and  is  directed  to  ex- 
tend over  a number  of  years.  Patients 
should  be  told  that  relatively  simple  mea- 
sures such  as  diet,  rest,  removal  of  focal 
infection,  transfusions,  physical  therapy, 
typhoid  vaccine,  arthrotropic  vaccine, 
correction  of  postural  defects,  shoe  correc- 
tions, joint  exercises,  and  vitamin  supple- 
ments should  be  tried  first.  After  a 
thorough  trial  of  these  measures,  addition- 
al therapeutic  procedures  are  added  if 
necessary.  These  include  neoarsphenamine, 
gold  therapy,  sulphur,  large  doses  of 
vitamin  D,  bee  venom,  iodides,  iontopho- 
resis, histamine,  chaulmoogra  oil  and  bili- 
rubin. When  patients  realize  that  there  is 
a host  of  “remedies”  that  may  be  used  in 
the  treatment  of  the  disease  and  if  one 
does  not  produce  a remission  another  one 
may,  confidence  will  be  sustained.  It  must 
be  impressed  on  them  that  any  of  these 
agents  alone  are  ineffective  and  are  likely 
to  produce  the  best  results  in  combination 
with  the  non-specific  measures  as  outlined. 
The  patient  should  be  treated  as  a whole 
and  not  just  the  joints.  Chronic  infectious 
arthritis  is  a systemic  disease  and  is  no 
more  a disease  of  the  joints  than  typhoid 
fever  is  a disease  of  Peyer’s  patches. 
Efforts  directed  towards  improving  the 
patient’s  well  being  as  a whole  are  most 
apt  to  be  successful.  The  therapeutic  pro- 
gram employed  in  arthritis  is  in  this  regard 
similar  to  that  for  tuberculosis  and  must  of 
necessity  be  broad  and  comprehensive. 

THERAPEUTIC  MEASURES 

An  outline  of  these  non-specific  measures 
which  are  so  valuable  should  be  in  order. 

DIET 

Regarding  the  question  of  what  the 
patient  with  chronic  arthritis  should  eat, 
Bauer  has  evaluated  the  following  diets: 
(1)  low  carbohydrate;  (2)  reduced  caloric 
intake;  (3)  altering  the  acid  base  balance 
of  the  diet;  (4)  omission  of  so-called  acid 
fruits  and  vegetables;  (5)  allowing  only 
one  type  of  food  substance  at  each  meal; 
(6)  omitting  foods  to  which  the  patient  is 
hypersensitive  and  (7)  a low  protein  diet. 
He  clearly  demonstrated  that  there  is  no 
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good  evidence  to  support  the  use  of  any 
of  these  diets  in  patients  with  rheumatoid 
arthritis.  The  concensus  of  most  rheuma- 
tologists today  is  to  allow  the  patient  with 
chronic  infectious  arthritis  the  same  diet 
that  would  be  prescribed  if  the  disease  were 
not  present. 

About  75  to  80  per  cent  of  persons  with 
the  disease  are  underweight,  therefore  the 
proper  diet  is  one  calculated  to  make  them 
gain  in  weight,  that  is,  a high  caloric  diet. 
The  majority  of  arthritic  patients  suffer 
from  constipation ; the  diet  should  therefore 
contain  bulk  producing  substances  calcu- 
lated to  relieve  this  condition.  Because 
there  is  much  evidence  of  a negative  vita- 
min balance  in  many  cases  of  rheumatoid 
arthritis,  it  is  suggested  that  a high  intake 
of  these  accessory  food  substances  should 
be  of  value.  The  average  person  with 
chronic  infectious  arthritis  therefore,  will 
require  a high  caloric,  high  vitamin,  anti- 
constipation type  of  diet.  If  the  patient 
is  overweight  and  is  not  too  exhausted  and 
anemic  the  diet  should  be  one  calculated  to 
reduce  the  excess  weight.  This  can  be  in- 
corporated in  a low  caloric,  high  vitamin, 
anti-constipation  diet.  Reduction  in  weight 
should  be  carried  out  more  slowly  than  in 
the  average  obese  person,  carefully  noting 
any  evidence  of  an  aggravation  of  symp- 
toms by  the  low  dietary  program. 

REMOVAL  OF  FOCI  OF  INFECTION 

It  has  been  most  interesting  to  note  the 
changing  views  of  persons  interested  in 
arthritis  on  the  theory  of  focal  infection. 
Twenty-five  years  ago,  when  the  focal  in- 
fection idea  came  into  prominence  it  was 
hailed  as  the  long  sought  cure  of  the  disease. 
With  the  passage  of  time  many  of  the  for- 
mer advocates  of  the  theory  have  lost  much 
of  the  faith  that  they  had  in  the  procedure. 
Cecil,  at  a recent  meeting  of  the  American 
College  of  Physicians  in  Cleveland,  re- 
marked that  he  was  ashamed  to  state  how 
long  it  had  been  since  he  had  referred  a 
patient  with  arthritis  with  apparently  dis- 
eased tonsils  to  the  ear,  nose  and  throat 
department  for  tonsillectomy.  In  1927 
Cecil  and  Archer  found  that  the  majority 
of  200  patients  with  chronic  infectious 


arthritis  were  improved  by  the  removal  of 
foci  of  infection.  A similar  survey  in  1938 
in  the  same  number  of  cases  led  to  the  con- 
clusion that  only  a few  patients  were  bene- 
fited by  the  removal  of  infected  foci.  Cecil 
and  Angevine  conclude,  “The  time  has 
arrived  for  a complete  revaluation  of  the 
focal  infection  theory.  Undoubtedly  there 
are  cases  of  infectious  arthritis  that  result 
from  focal  infection.  However,  as  far  as 
typical  rheumatoid  arthritis  is  concerned, 
it  would  appear  that  chronic  focal  infection 
plays  a comparatively  unimportant  role.” 
Kinsella,  Bauer,  Dawson,  McCollum  and 
Shapiro  concur  in  this  opinion.  Removal  of 
so-called  infected  foci  is  frequently  followed 
by  a temporary  improvement  in  the  arth- 
ritis. This,  in  most  cases,  can  be  attributed 
to  the  non-specific  effects  of  the  anesthetic, 
rest  in  bed,  restricted  diet  and  the  trauma- 
tism incident  to  the  operation  itself.  In 
addition,  removal  of  supposedly  infected 
foci  is  in  itself  a major  psychotherapeutic 
procedure  that  no  doubt  has  a beneficial 
psychologic  effect  upon  the  patient  with 
rheumatism. 

Probably  the  attitude  in  these  cases 
should  be  to  remove  obvious  foci  of  infec- 
tion with  the  idea  that  the  absorption  of 
theoretical  toxins  from  such  a focus  may 
undermine  the  patient’s  resistance  and  ren- 
der him  less  able  to  combat  the  disease.  The 
patient  should  understand  that  mere  remov- 
al of  an  infected  focus  will  not  cure  the 
arthritis.  If  foci  are  to  be  removed  at  all 
this  should  be  done  early  in  the  disease. 
Later  removal  of  infected  foci  cannot  be 
expected  to  have  a permanent  beneficial 
effect  upon  the  arthritis.  It  is  interesting 
to  note  that  Kinsella  believes  that  foci  may 
be  unrelated  to  the  arthritis  and  are  merely 
an  accompanying  disease,  another  mani- 
festation of  the  lowered  general  resistance 
of  the  patient  who  allows  infections  to  de- 
velop in  joints,  teeth  or  sinuses. 

REST 

Rest  should  be  physical,  mental  and  local. 
The  majority  of  patients  with  the  disease 
are  weak,  tired,  run  down  and  exhausted. 
In  the  acute  stages  of  the  disease,  absolute 
bed  rest  is  necessary  for  a variable  period 
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of  time,  ranging  from  a few  weeks  to  six 
or  even  eight  months,  depending  on  the 
severity  of  the  case.  A period  of  complete 
rest  in  bed  early  in  the  disease  may  prevent 
spending  many  months  in  bed  later.  As 
the  disease  lessens  in  severity,  increasing 
periods  of  activity  are  allowed.  Even  when 
the  patient  is  allowed  a maximum  amount 
of  activity,  a rest  in  the  mid-morning  and 
mid-afternoon  and  ten  hours’  rest  at  night 
should  be  insisted  on.  Fatigue  is  to  be 
avoided  at  all  times. 

A recent  study  of  the  cause  of  acute  exa- 
cerbations in  arthritic  symptoms  by  Cobb, 
Whiting  and  Bauer  showed  that  emotional 
disturbances  were  apparently  the  exciting 
causes  in  66  per  cent  of  their  50  cases  of 
chronic  infectious  arthritis.  An  effort 
should  be  made,  therefore,  to  reduce  emo- 
tional stress  and  strain  to  a minimum. 
Probably  one  of  the  most  important  factors 
concerned  in  the  aggravation  of  symptoms 
is  the  belief  of  the  patient  that  the  disease 
carries  with  it  a hopeless  prognosis.  Reali- 
zation of  the  fact  that  between  75-80  per 
ment  of  patients  can  be  definitely  benefited 
by  a proper  therapeutic  approach  should 
lead  to  a decrease  in  this  exciting  factor. 
Every  effort  should  be  made  to  bolster 
morale  and  restore  confidence  without 
minimizing  the  seriousness  of  the  disease. 

Local  rest  of  the  joints  is  obtained  by  the 
use  of  light  splints  and  plaster  molded  casts. 
The  purpose  of  splints  is  primarily  to  pre- 
vent deformity.  In  the  acute  phases  of  the 
disease  they  are  kept  in  plaee  throughout 
the  twenty-four  hour  period,  except  for  a 
period  of  a few  minutes  during  which  the 
affected  joints  are  carried  through  the  full 
range  of  motion  allowed  before  the  appear- 
ance of  pain.  Splints  are  particularly  use- 
ful at  night  because  it  is  at  this  time  that 
flexion  deformities  are  most  apt  to  begin. 
As  the  acute  process  subsides  the  splints 
may  be  removed  for  increasing  longer  per- 
iods of  time. 

PHYSICAL  THERAPY 

Physical  therapy  is  merely  an  adjunct  to 
other  treatment  in  arthritis.  Alone  it  does 
not  cure  arthritis  and  the  use  of  this  mea- 
sure to  the  exclusion  of  other  anti-arthritic 


treatment,  does  not  produce  the  best  results. 
However,  it  is  probably  the  most  important 
single  procedure  used  in  the  treatment  of 
arthritis.  Its  main  value  is  to  increase  the 
blood  flow  to  the  affected  area,  thus  aiding 
in  the  removal  of  waste  products  and 
hastening  the  absorption  of  inflammatory 
exudates.  It  also  increases  local  nutrition, 
relaxes  muscular  spasm  and  often  relieves 
pain.  Types  of  physical  therapy  employed 
in  arthritis  are  heat,  massage  and  exer- 
cise. Heat  may  be  applied  in  a number  of 
ways  as  contrast  baths,  paraffin  baths, 
heat  lamps,  infra-red  lamps,  electric  bakers, 
diathermy,  hot  baths,  cabinet  baths,  steam 
baths,  mud  baths  and  fever  therapy.  The 
valuable  agent  in  all  of  these  methods  is 
heat  and  the  form  selected  should  be  one 
that  the  patient  is  most  likely  to  apply  over 
a long  period  of  time. 

Many  patients  with  arthritis  have  the 
delusion  that  joints  must  be  exercised  as 
much  as  possible  in  order  to  prevent  stiff- 
ness. During  the  acute  stages  of  the  dis- 
ease one  or  two  gentle  movements  of  the 
affected  joints  should  be  performed  daily. 
In  this  manner  dense  adhesions  and  subse- 
quent ankylosis  are  prevented.  As  the 
patient  improves,  the  amount  and  the  type 
of  exercise  is  modified  and  increased.  The 
golden  rule  governing  the  amount  of  exer- 
cise to  be  taken  is  that  any  motion,  which 
is  attended  or  followed  within  twenty-four 
hours  by  an  increase  in  pain,  swelling  or 
stiffness  in  the  exercised  joint,  is  excessive. 
The  proper  time  for  both  massage  and  exer- 
cise is  after  the  application  of  one  of  the 
forms  of  heat  previously  mentioned. 

FOREIGN  PROTEIN  THERAPY 

This  is  one  of  the  most  valuable  thera- 
peutic agents  that  may  be  employed  in  the 
treatment  of  chronic  infectious  arthritis. 
The  rationale  of  its  use  is  that  it  may  set 
into  motion  that  vague  mechanism  known 
as  the  resistance  of  the  host.  Exactly  how 
this  is  accomplished  is  unknown.  Suffice 
to  say,  however,  most  patients  with  the  dis- 
ease will  obtain  symptomatic  improvement 
following  its  use.  In  about  10  to  20  per 
cent  of  cases  the  improvement  may  be 
permanent;  in  the  remaining  cases  the  re- 
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mission  will  persist  for  several  weeks  or 
months.  Typhoid  vaccine  is  the  agent  most 
frequently  used  for  this  purpose.  Intra- 
venous vaccine  should  not  be  given  to  in- 
dividuals above  the  age  of  50  years  because 
of  the  danger  of  vascular  thrombosis. 
Foreign  protein  therapy  is  best  given  twice 
a week  for  a total  of  six  to  eight  injections. 
The  beneficial  effect  of  intravenous  typhoid 
vaccine  may  be  prolonged  if  it  is  followed 
by  the  subcutaneous  injection  of  strepto- 
coccus vaccine  (preferably  on  arthrotropic 
strain)  twice  weekly  over  a period  of  three 
months.  It  should  be  noted  at  this  point 
that  several  months  may  elapse  before  the 
full  beneficial  effect  of  foreign  protein 
therapy  is  evidenced. 

ACCESSORY  THERAPY 

Three  or  four  transfusions  of  300  c.c. 
each  should  be  given  if  the  red  cell  count 
falls  below  3,500,000.  Following  these 
transfusions,  some  readily  assimilable  iron 
preparation,  such  as  ferrous  sulphate  in 
doses  of  15  to  20  grains  daily,  is  useful. 
This  drug  is  also  indicated  in  milder  de- 
grees of  anemia. 

Cod  liver  oil,  one  ounce  two  to  three  times 
a day,  two  brewers’  yeast  tablets  three 
times  daily,  cevitamic  acid  100  mg.  twice 
a day,  are  additional  measures  calculated  to 
accomplish  the  vague  purpose  of  increasing 
the  resistance.  Neoarsphenamine  0.3  gram 
once  or  twice  weekly  for  ten  doses  may  be 
used  on  purely  empirical  grounds  to  ac- 
complish the  same  purpose.  Insulin  is  fre- 
quently useful  in  patients  who  complain  of 
anorexia. 

In  all  cases  attention  must  be  paid  to 
correct  posture,  flat  or  pronated  feet.  In 
flattening  of  the  longitudinal  arch  of  the 
feet  the  use  of  felt  pads  moulded  to  conform 
to  the  arch  of  the  foot  affords  much  com- 
fort. In  pronated  feet  the  Thomas  heel 
may  be  employed.  Patients  having  painful 
metatarso-phalangeal  joints  are  often  bene- 
fited by  having  transverse  metatarsal  bars 
placed  on  the  soles  of  the  shoes.  Proper 
fitting  shoes  with  sensible  heels  should  be 
insisted  on.  Ambulatory  arthritics  with 
painful  knees  frequently  obtain  much  relief 
following  the  proper  application  of  a three 
inch  elastic  bandage  to  the  affected  joints. 


These  more  or  less  non-specific  measures 
should  be  employed  studiously  over  a period 
ranging  one  to  six  months,  depending  upon 
the  response  of  the  patient.  At  the  end  of 
this  time  both  objective  and  subjective  im- 
provement should  be  evaluated  and  if  a re- 
mission by  suitable  degree  has  not  been 
obtained,  one  is  justified  in  using  one  of  the 
many  less  reliable  procedures.  These  in- 
clude the  use  of  gold,  bee  venom,  chaul- 
moogra  oil,  massive  doses  of  vitamin  D and 
fever  therapy.  When  one  of  this  last  named 
group  of  therapeutic  agents  is  used  the  for- 
mer non-specific  measures  should  not  be 
abandoned  but  should  be  continued  in 
addition  to  those  more  recently  recommend- 
ed. A combination  of  procedures  is  more 
likely  to  induce  a remission  in  the  activity 
of  the  disease  and  maintain  it  than  any 
single  measure  that  is  now  known. 

SUMMARY 

There  is  no  single  remedial  agent  that 
is  constantly  effective  in  the  treatment  of 
chronic  infectious  arthritis.  Therapeutic 
measures,  each  of  which  alone  has  but  little 
value,  when  combined  frequently  induce 
and  maintain  satisfactory  remissions  in  the 
activity  of  the  disease.  The  treatment  of 
this  disease  should  be  a long  range  pro- 
gram, so  arranged  as  to  be  conducted  over 
a period  of  years.  It  should  be  on  a broad 
and  comprehensive  basis  similar  to  that 
employed  in  pulmonary  tuberculosis.  Thera- 
peutic efforts  directed  towards  improving 
the  general  physical  condition  of  the 
patient  are  most  likely  to  be  successful  in 
the  largest  number  of  cases. 
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CLINICAL  AND  HEMATOLOGIC 
STUDIES  IN  SOME  OF  THE 

BLOOD  DYSCRASIAS* 
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New  Orleans 

One  of  the  most  interesting  and  certainly 
one  of  the  most  perplexing  groups  of  dis- 
eases is  the  one  usually  referred  to  as  the 
blood  dyscrasias.  Their  increasing  inci- 
dence can  be  explained  in  two  ways.  There 
is  an  apparent  increase  due  to  their  more 
frequent  recognition  because  of  improved 
diagnostic  facilities.  There  is  a real  in- 
crease, however,  as  the  result  of  a more  gen- 
eral use  of  chemical  therapeutic  agents  in 
the  management  of  the  infectious  diseases. 

The  importance  of  recognizing  the  blood 
dyscrasias  in  general  practice  is  emphasized 
by  the  dramatic  results  obtained  by  specific 
therapy,  particularly  in  the  anemias.  Yet 
few  diseases  present  clinical  pictures  which 
are  more  bizarre,  especially  as  regards  the 
onset  and  clinical  features  of  the  early 
stages.  Furthermore,  many  cases  in  which 
the  history  and  physical  findings  are  the 
same  will  prove  to  be  entirely  different 
hematologically,  while  identical  hematologic 
pictures  may  be  associated,  at  the  outset, 
with  clinical  pictures  varying  from  that  of 
a mild  infectious  disease  to  that  of  a pro- 
found toxemia.  Generally  speaking,  there 
are  two  important  clinical  features  in  the 
acute  cases,  necrotic  ulceration,  and  persist- 

*Read before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 

f From  the  Departments  of  Medicine  of  the  School 
of  Medicine  and  the  Graduate  School  of  Medicine 
of  Louisiana  State  University,  and  from  Hotel 
Dieu,  Touro  Infirmary,  and  Charity  Hospital  of 
Louisiana  at  New  Orleans. 


ent  oozing  or  actual  bleeding  from  the  mu- 
cous membranes.  Their  presence  in  any 
given  case  simulating  an  acute  infectious 
disease  should  at  once  arouse  the  suspicion 
that  one  is  dealing  with  a primary  disease 
of  the  blood  or  of  the  blood-forming  organs. 

The  cases  which  are  reported  in  this  pa- 
per have  been  selected  to  illustrate  certain 
clinical  and  hematologic  observations  which 
are  important  in  various  types  of  blood  dys- 
crasia. 


ACUTE  INFECTIOUS  MONONUCLEOSIS 


Case  1.  L.L.,  a white  male  three  years  of  age, 
was  admitted  to  the  contagious  unit  of  Charity 
Hospital  of  Louisiana  at  New  Orleans,  September 
25,  1938,  with  a diagnosis  of  gonorrheal  ophthalmia, 
which  was  later  confirmed  bacteriologically.  The 
patient  was  afebrile  and  looked  healthy,  and  the 
physical  findings,  except  for  the  eyes,  were  essen- 
tially negative.  Urinalysis  and  the  blood  Wasser- 
mann  reaction  were  both  negative. 

Treatment  for  the  ocular  condition  was  instituted 
and  the  course  was  without  incident  until  October 
20  (25  days  after  admission),  when  the  tempera- 
ture rose  to  101°  F.  Examination  showed  a right 
cervical  lymphadenitis,  the  nodes  being  firm  and 
slightly  tender,  but  not  painful.  The  blood  exami- 
nation two  days  later  (October  22)  revealed  34,000 
white  cells  with  71  per  cent  polymorphonuclear 
cells,  25  per  cent  lymphocytes,  1 per  cent  monocytes, 
and  3 per  cent  eosinophils.  Roentgenologic  examina- 
tion of  the  chest  was  negative.  The  adenopathy 
was  treated  with  warm  moist  compresses,  but  the 
low  grade  fever  persisted. 

November  4 a second  blood  study  revealed 

4.800.000  red  cells,  85  per  cent  hemoglobin,  121,000 
white  cells,  79  per  cent  lymphocytes,  and  16  per 
cent  polymorphonuclear  cells.  Four  days  later 
(November  8)  another  blood  study  revealed 

3.900.000  red  cells,  82  per  cent  hemoglobin  (12 
gm.),  hematocrit  34,  and  128,000  white  cells,  prac- 
tically all  of  which  were  mature  small  lymphocytes. 
The  mean  corpuscular  volume  was  87,  the  mean 
corpuscular  hemoglobin  30,  and  the  platelets  300,- 
000.  Repeated  blood  studies  revealed  little  deviation 
from  this  hematologic  picture.  Urinalysis  was  con- 
sistently negative  except  for  a trace  of  albumin. 

November  16,  27  days  after  the  initial  rise,  the 
temperature  returned  to  normal  and  the  lymph- 
adenopathy  subsided,  though  the  blood  picture  re- 
mained practically  unchanged.  The  spleen  and 
liver  were  not  palpable  at  any  time  during  the  ill- 
ness. The  patient  was  discharged  with  a diagnosis 
of  gonorrheal  ophthalmia,  acute  infectious  mononu- 
cleosis, and  possibly  lymphatic  leukemia. 


December  7,  1938,  the  child  was  brought  back  to 
the  hospital  for  a check-up.  At  this  time  the  blood 
picture  was  within  normal  range,  showing  7,900 
white  cells,  71  per  cent  polymorphonuclear  leuko- 
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cytes,  and  26  per  cent  lymphocytes.  He  was  appar- 
ently perfectly  well.  He  was  also  perfectly  well 
when  he  was  readmitted  to  the  hospital  December 
19,  for  the  treatment  of  a recurrence  of  the 
ophthalmia.  On  this  occasion,  as  well  as  on  March 
22,  1939,  when  he  entered  the  hospital  with  measles, 
hematologic  studies  revealed  no  abnormalities.  On 
the  last  admission  the  heterophil  antibody  reaction 
was  negative.  The  final  diagnosis  was  probably 
acute  infectious  mononucleosis. 

COMMENT 

This  case  illustrates  the  difficulty  in  the 
differential  diagnosis  of  lymphatic  leu- 
kemia, acute  mononucleosis,  and  pertussis. 
The  latter  disease  was  not  seriously  con- 
sideied  because  of  the  absence  of  any  res- 
piratory symptoms  of  any  kind.  The  diag- 
nosis of  acute  lymphatic  leukemia  could 
not  be  substantiated  because  the  child  ap- 
peared quite  well  throughout  his  illness; 
there  was  no  anemia,  and  ulceration,  bleed- 
ing, splenomegaly  and  generalized  lymphad- 
enopathy  were  also  absent. 

In  view  of  the  findings,  acute  infectious 
mononucleosis  seem|ed  the  most  probable 
diagnosis.  The  heterophil  antibody  reac- 
tion1, which  is  a most  important  diagnostic 
procedure  in  this  disease,  was  not  done  at 
the  time  of  the  acute  illness  and  the  nega- 
tive reaction  three  months  later  is  not  con- 
sidered of  great  significance  because  of  the 
time  which  had  elapsed. 

ALEUKEMIC  MYELOID  LEUKEMIA 
Case  2.  C.D.,  a white  female  15  years  of  age, 
was  admitted  to  Hotel  Dieu  service  of  Dr.  J.  E. 
Landry,  November  4,  1937,  complaining  of  pallor, 
weakness,  and  bleeding  gums.  She  had  been  treated 
foi  the  latter  condition  by  a dentist  for  several 
weeks  before  admission.  She  had  become  pro- 
gressively weaker  and  paler  until  a week  before 
admission,  when  the  gums  became  very  sore  and 
persistent  bleeding  occurred. 

The  temperature  was  100.6°  F.,  the  pulse  rate 
120,  and  the  respiratory  rate  28  per  minute.  The 
blood  pressure  was  110/50.  The  patient  weighed 
102  pounds  and  was  fairly  well  developed  and 
nourished,  but  was  pale,  restless,  and  apparently 
acutely  ill.  Physical  examination  was  essentially 
negative  except  for  continuous  oozing  from  the 
gingival  membranes  and  the  vagina.  There  was 
no  lymphadenopathy,  and  the  liver  and  spleen 
were  not  palpable. 

Urinalysis  was  negative  except  for  a faint  trace 
of  albumin  and  many  red  blood  cells.  The  blood 
chemistry  was  within  normal  limits.  Gastric  analy- 
sis showed  hydrochloric  acid  45°  and  total  acidity 
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65°.  Blood  study  revealed  1,400,000  red  blood  cells, 
30-35  per  cent  hemoglobin,  2,000  white  blood  cells! 
82  per  cent  lymphocytes,  17  per  cent  neutrophils, 
and  1 per  cent  myelocytes.  Anisocytosis,  poikilocy- 
tosis,  polychromatophilia  and  basophilic  stippling 
were  present.  Following  a transfusion  of  300  c.  c. 
of  blood  the  day  after  admission  (November  5) 
the  white  blood  cell  count  was  9,000.  Examinations 
for  malaria  revealed  no  plasmodia.  The  fragility 
test  was  normal.  Roentgenologic  examination  of 
the  chest,  November  7,  was  negative  except  for  the 
presence  of  bilateral  cervical  ribs. 

Five  days  after  admission  (November  9)  clinical 
anemia  was  more  marked  and  the  white  blood  cell 
count  was  8,000.  For  the  first  time  13  per  cent  of 
the  white  cells  were  myeloblasts.  Twenty-one  days 
after  admission  (November  25)  the  white  blood 
cell  count  was  7,750,  with  20  per  cent  myeloblasts, 
44  per  cent  myelocytes,  28  per  cent  lymphocytes, 
and  8 per  cent  mature  neutrophils. 

A diagnosis  was  made  of  aleukemic  leukemia  of 
the  myeloid  type.  The  patient  continued  to  run  a 
septic  temperature  varying  from  101°  to  103°  F., 
with  elevations  to  104.5°  F.  following  the  five 
blood  transfusions  which  were  given.  Other 
therapy  included  intramuscular  injections  of  liver 
extract,  pentnucleotide,  and  vitamin  C,  in  addition 
to  routine  treatment.  Death  occurred  November 
29,  25  days  after  admission.  Bone  marrow  aspira- 
tion was  done  immediately  after  death.  The  red- 
dish-gray marrow  proved  on  microscopic  examina- 
tion to  be  acute  myeloid  leukemia. 

COMMENT 

This  case  is  an  excellent  illustration  of 
the  difficulty  in  differential  diagnosis  be- 
tween aleukemic  leukemia,  which  is  merely 
an  early  acute  leukemia  before  manifesta- 
tions are  present  in  the  peripheral  blood 
stream,  and  agranulocytosis.  The  clinical 
picture  and  relative  neutropenia  in  the  peri- 
pheral blood  would  certainly  suggest  agran- 
ulocytosis, but  the  diagnosis  of  the  aleu- 
kemic phase  of  an  acute  myeloid  leukemia 
would  seem  to  be  substantiated  by  the  rap- 
idly developing  thrombocytopenia  and 
anemia  in  the  presence  of  increasing  num- 
bers of  embryonic  white  blood  cells  of  the 
granular  series  in  the  peripheral  circula- 
tion. A specimen  of  bone  marrow  obtained 
by  sternal  puncture  would  have  furnished 
the  necessary  confirmatory  evidence  in  this 
case,  but  permission  for  the  procedure  could 
not  be  obtained  during  life. 

ACUTE  MYELOID  LEUKEMIA 
Case  3.  Mrs.  O.  R.,  a white  female  38  years  of 
age,  was  admitted  to  Hotel  Dieu,  service  of  Dr. 
Val  Fuchs,  October  10,  1938,  complaining  of  sore 
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throat  and  pain  on  swallowing.  The  illness  had 
begun  a week  before  admission  as  a mild  sore 
throat  and  fever,  associated  with  dysphagia, 
which  had  become  progressively  worse.  The  onset 
of  illness  had  coincided  with  the  onset  of  men- 
struation, and  the  flow  had  become  excessive.  The 
history  was  otherwise  irrelevant. 

The  temperature  on  admission  was  102°F.,  the 
pulse  rate  120  and  the  respiratory  rate  25  per 
minute.  The  blood  pressure  was  100/50.  Physical 
examination  revealed  a well  developed  and  well 
nourished  white  female  who  was  very  toxic  and 
apparently  acutely  ill.  The  breath  was  foul.  The 
gingival  and  oral  mucous  membranes  were  pale, 
and  a fragile,  spongy,  bleeding  mass,  about  2 cm. 
in  diameter,  was  seen  on  the  left  side  of  the  roof 
of  the  mouth.  The  heart  and  lungs  revealed  no 
abnormalities,  and  the  spleen  was  not  palpable. 
The  menstrual  flow  was  excessive. 

Urinalysis  (catheterized  specimen)  revealed  2 
plus  albumin  and  much  blood.  The  blood  chemistry 
was  within  normal  range.  Blood  study  revealed 
2,000,000  red  cells,  29,000  white  cells,  68  per  cent 
myeloblasts  and  myelocytes,  16  per  cent  juvenile 
cells  and  1 per  cent  stab  cells.  Direct  smear  and 
culture  of  the  throat  were  positive  for  C.  diph- 
theriae. 

Sulfanilamide  in  adequate  doses  was  begun,  and 
20,000  units  of  antidiphtheritic  serum  was  admin- 
istered. The  patient  also  received  five  transfu- 
sions, and  was  given  neosalvarsan  and  deep  x-ray 
therapy  over  the  spleen  and  the  long  bones. 

Blood  study  November  3 (24  days  after  admis- 
sion) revealed  1,790,000  red  cells,  162,250  white 
cells,  and  90  per  cent  myeloblasts.  Repeated  blood 
cultures  were  negative. 

All  therapeutic  measures  were  without  benefit 
and  the  patient  died  November  4.  Autopsy  exami- 
nation, which  was  limited  to  aspiration  of  the  bone 
marrow,  confirmed  the  diagnosis  of  acute  myeloid 
leukemia.  The  final  diagnosis  was  acute  myeloid 
leukemia  and  probable  diphtheritic  carrier. 

COMMENT 

The  point  of  chief  interest  in  this  case  is 
perhaps  the  similarity  of  the  clinical  pic- 
ture to  that  of  any  other  sore  throat  which 
might  be  seen  in  general  practice.  It  is 
particularly  significant  that  diphtheria  or- 
ganisms were  present  in  large  numbers  in 
the  lesion.  The  acute  infection  undoubtedly 
could  account  for  the  severity  of  the  symp- 
toms, but  the  profound  toxemia  and  spread- 
ing necrotic  ulceration  strongly  suggested 
the  lesion  to  be  one  of  leukemic  origin.  The 
suspicion  was  promptly  confirmed  by  the 
hematologic  studies  made  at  this  time. 

The  question  is  frequently  asked  whether 
x-ray  therapy  could  possibly  change  an 


acute  leukemia  into  one  of  chronic  char- 
acter, and  thus  prolong  life.  This  measure 
was  employed  in  this  case,  in  addition  to 
transfusions,  but  was  entirely  without  ef- 
fect. 

MACROCYTIC  HYPERCHROMIC  ANEMIA 

Case  4.  A.  R.,  a white  female  52  years  of  age, 
was  admitted  to  Charity  Hospital  of  Louisiana 
January  2,  1939,  complaining  of  weakness, 

diarrhea,  and  shortness  of  breath.  For  the  past 
six  years  she  had  had  recurrent  attacks  of  diarrhea. 
The  stools  had  been  formed  and  grayish  in  color 
until  quite  recently,  when  they  had  become  offen- 
sive in  odor  and  were  described  by  the  patient  as 
“foamy  like  beer.”  Her  skin  had  become  very 
pale  and  she  said  that  her  tongue  was  sore  and 
“red  as  a beet.”  For  the  past  year  she  had  had 
cramping  pains  in  her  legs,  dizzy  spells,  and 
dyspnea  on  exertion.  She  had  lost  40  pounds  dur- 
ing the  past  few  years.  The  remainder  of  the  his- 
tory was  irrelevant,  except  that  she  had  become 
completely  gray  at  the  age  of  40  years  and  had 
reached  the  menopause  at  the  age  of  45  years. 

The  temperature  on  admission  was  98.6 °F.,  the 
pulse  rate  86,  and  the  respiratory  rate  18  per 
minute.  The  blood  pressure  was  110/70.  Physical 
examination  revealed  an  emaciated,  ambulatory 
individual  who  looked  at  least  80  years  of  age. 
Although  she  was  chronically  ill,  she  was  alert  and 
cooperative.  She  weighed  82  pounds.  The  skin  was 
dry,  thin,  wrinkled  and  lemon-colored.  The  pupils 
reacted  to  light  and  accommodation.  The  tongue 
was  red,  smooth  and  atrophic.  Examination  of  the 
heart  and  lungs  revealed  nothing  abnormal.  The 
abdomen  was  distended  and  of  the  “pot-belly” 
type.  The  reflexes  were  generally  diminished  but 
symmetrical.  The  tentative  diagnosis  was  sprue, 
pituitary  cachexia,  and  premature  senility. 


Day 

oth 

TABLE  I 
10th 

27  th 

43rd 

50th 

Hgb.  gins. 

3.8 

5.5 

10 

11 

WBC 

6,200 

4,400 

7,100 

4,500 

RBC 

1.1 

1.3 

2.87 

2.8 

3.1 

Hmtcr. 

12 

IB 

30 

27 

M.C.V. 

109 

115 

105 

98 

M.C.H. 

34 

42 

35 

40 

Retie. % 

2.4 

12* 

‘After  administration  of  5 c.c.  liver  extract  daily.  Note 
reticulocyte  response. 

• 

The  blood  Wassermann  reaction  was  negative. 
Urinalysis  revealed  urobilinogen  4 plus,  urobilin, 
and  traces  of  sugar  and  albumin.  Three  consecu- 
tive stools  were  gray,  foamy  and  greasy,  and  con- 
tained many  fatty  acid  crystals  and  some  mucous 
and  pus,  but  no  blood. 

The  icterus  index  was  10.  Blood  chemistry 
studies  revealed  7.7  mg.  of  urea  nitrogen,  88  mg.  of 
glucose,  6 mg.  of  calcium,  and  2.37  mg.  of  phos- 
phorus per  100  c.  c.  Gastric  analysis  revealed  free 
hydrochloric  acid  15°  and  total  acidity  25°.  After 
the  administration  of  histamine  the  values  were  re- 
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spectively  52°  and  79°.  Neurologic  consultation 
one  week  after  admission  resulted  in  a diagnosis 
of  posterolateral  sclerosis  secondary  to  anemia. 

Agglutinations  for  bacillary  dysentery  were 
negative.  Castellani’s  rhamnose  test  (4  gm.  orally) 
showed  no  sugar  in  the  urine  during  a six  hour 
period. 

Insulin  hypersensitivity  test  January  12  (10 

days  after  admission)  was  markedly  positive  fol- 
lowing injection  of  10  units  of  insulin.  The  fasting 
blood  sugar  was  88  mg.  per  100  c.  c.  At  30,  60 
and  90  minutes  after  the  injection  the  blood  sugar 
level  was  too  low  to  read.  At  the  end  of  two  hours 
the  blood  sugar  was  69  mg.  per  100  c.  c.  The  test 
was  repeated  January  28  with  approximately  the 
same  results.  February  2 the  fasting  blood  sugar 
was  90  mg.  per  100  c.  c.  of  blood.  Thirty  minutes 
after  the  ingestion  of  100  gms.  of  glucose  it  was 
111,  and  at  60  minutes  and  120  minutes  it  was  re- 
spectively 95  and  90  mg.  per  100  c.  c.  The  glucose 
tolerance  test  was  repeated  March  6,  with  similar 
results. 

Roentgenologic  examination  of  the  long  bones 
showed  no  abnormalities.  A basal  metabolic  rate 
determination  one  week  after  admission  was  plus 
22,  and  18  days  later  was  plus  31. 

January  22  (20  days  after  admission)  sternal 
puncture  revealed  active  marrow  with  definite 
erythroid  cell  stimulation.  The  normoblasts  were 
seen  in  different  stages  of  development,  although 
no  megaloblasts  were  identified.  There  were  many 
myelocytes  and  premyelocytes. 

Two  months  after  admission  and  after  parenteral 
liver  extract  therapy  the  patient  weighed  115 
pounds,  a gain  of  33  pounds.  She  felt  much 
stronger,  the  diarrhea  had  subsided,  the  red  blood 
cell  count  had  risen  from  1,100,000  to  3,100,100, 
and  she  seemed  entirely  recovered. 

The  final  diagnosis  was  macrocytic  hyper- 
chromic  anemia  (sprue)  probably  due  to  lack  of 
absorption  of  the  intrinsic  factor  of  the  stomach. 

COMMENT 

The  diagnosis  seemed  to  be  confirmed  in 
this  case  not  only  by  the  presence  of  anemia 
and  its  response  to  parenteral  liver  extract, 
but  also  by  the  presence  of  fatty,  foamy 
diarrheal  stools  and  of  central  nervous  sys- 
tem lesions.  The  lack  of  absorptive  powers 
on  the  part  of  the  duodenum  was  demon- 
strated by  Castellani’s  rhamnose  test. 

Just  what  mechanism,  other  than  sprue, 
produced  the  syndrome  present  in  this  pa- 
tient is  an  interesting  question.  Atrophic 
cirrhosis  of  the  liver,  as  in  Simmonds’  dis- 
ease, might  perhaps  explain  it,  but  no  de- 
monstrative evidence  of  this  state  could  be 
elicited,  and  the  result  of  the  glucose  tol- 
erance tests  and  the  absence  of  clinical 


jaundice  and  of  ascites  tended  to  refute  its 
possible  existence. 

An  interesting  comment  regarding  the 
apparent  anterior  pituitary  deficiency  in 
this  case  has  been  made  by  Bauer2.  He 
presented  evidence  to  show  that  the  defic- 
iency syndrome  resulted  from  a lack  of  ab- 
sorptive powers  on  the  part  of  the  duo- 
denum which  resulted  in  a starvation  proc- 
ess despite  the  oral  administration  of  food. 

APLASTIC  ANEMIA 

Case  5.  Mrs.  C.  A.,  a white  female,  28  years 
of  age,  was  admitted  to  Touro  Infirmary,  service 
of  Dr.  J.  D.  Rives,  November  24,  1938,  complain- 
ing of  profuse  nose  bleed,  excessive  menstruation, 
and  the  appearance  of  “blood  spots”  all  over  her 
body.  Six  months  before  admission  she  began  to 
grow  progressively  weaker  and  to  suffer  from  fre- 
quent fainting  spells.  At  the  same  time  the  mild 
menorrhagia  and  anemia  from  which  she  had  suf- 
fered for  four  or  five  years  became  considerably 
worse.  Menstruation  occurred  every  21  days  and 
an  excessive  flow  lasted  from  seven  to  nine  days. 
All  treatment  of  the  anemia,  including  the  use  of 
liver  exti'act,  was  without  avail,  though  slight 
temporary  improvement  followed  several  blood 
transfusions  two  months  before  admission.  Two 
days  befoi'e  she  entered  the  hospital  bleeding  from 
the  mouth  began  to  occur  and  the  “blood  spots” 
mentioned  developed  beneath  the  skin.  The 
previous  history  revealed  no  exposure  to  drugs  or 
x-ray  therapy,  or  any  other  possible  cause  of  the 
illness. 

The  temperature  on  admission  was  101  °F.,  the 
pulse  rate  110  and  the  respiratory  rate  24  per 
minute.  The  blood  pressure  was  110/60.  Physical 
examination  revealed  a white  female  who  was  very 
ill  and  apprehensive  and  whose  skin  had  an  ashen 
pallor.  There  was  a constant  slow  oozing  of  blood 
from  the  nose,  gums,  and  oral  mucous  membranes. 
The  chest  findings  were  negative  except  for  the 
presence  of  a tachycardia.  The  liver  and  spleen 
were  not  palpable.  There  was  a profuse  oozing  of 
blood  from  the  vagina.  There  were  numerous  pur- 
puric spots  over  the  extremities.  The  reflexes  were 
normal  and  no  lymphadenopathy  was  present. 

The  tentative  diagnosis  was  purpura  hemor- 
rhagica. The  patient  was  given  a blood  transfusion 
and  2000  units  of  theelin  intramuscularly.  Mor- 
phine was  also  administered. 

Urinalysis  (catheterized  specimen)  r'evealed  1 
plus  albumin  and  many  red  blood  cells.  Examina- 
tion of  the  stools  was  negative  except  for  4 plus 
occult  blood.  The  gastric  analysis  revealed  no  free 
hydrochloric  acid  and  total  acidity  of  15°;  gross 
and  occult  blood  was  present.  Blood  study  showed 
2,620,000  red  cells,  50  per  cent  hemoglobin,  4,200 
white  cells,  48  per  cent  neutrophils,  and  52  per 
cent  lymphocytes.  The  platelet  count  was  10,000 
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per  cu.  mm.  The  bleeding  time  was  over  two  hours. 
Clot  reaction  did  not  occur.  The  tourniquet  test 
was  positive. 

Sternal  puncture  November  29  (five  days  after 
admission)  revealed  8,000-10,000  nucleated  cells,  6 
per  cent  granulocytes,  29  per  cent  lymphocytes, 
2-4  per  cent  reticulocytes,  42  per  cent  nucleated  red 
blood  cells,  and  markedly  decreased  platelets. 

A diagnosis  of  thrombocytopenic  purpura,  due  to 
aplastic  anemia,  was  made.  The  patient  was  treated 
with  16  transfusions  of  whole  blood,  vitamins  D 
and  C,  koagmin,  coagulin,  calcium  gluconate, 
thromboplastin,  liver  extract,  pentnucleotide,  snake 
venom,  gynergen,  and  deep  x-ray  over  the  pelvis. 

Although  no  beneficial  effect  was  expected  from 
it,  splenectomy  was  performed  December  11,  18 
days  after  admission.  The  patient  continued  to 
bleed  after  operation  and  died  December  22,  1938. 
Postmortem  confirmed  the  diagnosis  of  aplastic 
anemia  and  thrombocytopenic  purpura. 

COMMENT 

This  case  is  of  unusual  interest  because 
of  the  lack  of  any  factor  to  which  the  fatty 
degeneration  of  the  bone  marrow  could  be 
attributed.  That  the  bone  marrow  changes 
represent  a primary  pathologic  phenomenon 
must  be  granted.  Such  a phenomenon,  how- 
ever, is  most  unusual.  Although  all  thera- 
peutic measures  were  carried  out  to  an  ade- 
quate degree  over  a sufficiently  long  period 
of  time,  all  were  without  benefit,  with  the 
possible  exception  of  the  transfusions. 

A recent  report  by  Osgood  and  his  asso- 
ciates3 concerns  an  attempt  at  transfusion 
with  the  addition  of  bone  marrow  in  a case 
of  aplastic  anemia.  Although  the  results 
in  their  particular  case  were  not  good,  the 
method  suggests  possibilities  for  the  future. 
Since  no  known  method  of  treatment  is  of 
any  permanent  benefit  in  the  so-called  pri- 
mary aplastic  anemias,  it  may  be  that  bone 
marrow  transplantation  from  a healthy, 
normal  individual,  of  identical  type,  would 
be  worthy  of  future  trial. 

SUMMARY  AND  CONCLUSIONS 

1.  The  apparently  increasing  incidence 
of  diseases  of  the  blood  and  of  the  blood- 
forming  organs  seems  particularly  impor- 
tant in  relation  to  the  advent  and  increas- 
ing use  of  specific  chemotherapy  in  the 
acute  infectious  diseases. 

2.  It  is  important  that  routine  hemato- 
logic examinations  be  undertaken  in  all 
cases  of  necrotic  ulceration  or  persistent 


oozing  of.  blood  from  the  mucous  mem- 
branes. 

3.  Five  cases  of  blood  dyscrasia  are  re- 
ported and  commented  upon  in  this  com- 
munication: (1)  Acute  infectious  mono- 
nucleosis simulating  chronic  lymphatic  leu- 
kemia; (2)  aleukemic  leukemia  simulating 
agranulocytosis  (agranulocytic  angina)  ; 
(3)  acute  myeloid  leukemia  simulating  ne- 
crotic ulceration  of  the  palate  caused  by 
diphtheria  and  possibly  Vincent’s  organ- 
isms; (4)  sprue  with  anterior  pituitary  de- 
ficiency simulating  pernicious  anemia  and 
adrenal  insufficiency  or  Simmonds’  dis- 
ease; (5)  idiopathic  aplastic  anemia  simu- 
lating acute  thrombocytopenic  purpura. 

4.  Important  diagnostic  information  can 
be  secured  in  cases  of  suspected  blood  dys- 
crasia by  biopsy  studies  of  sternal  marrow, 
in  addition  to  routine  hematologic  exami- 
nations. 

Note : Our  thanks  are  due  to  Drs.  Jerome  E.  Landry, 

Val  Fuchs,  and  J.  D.  Rives  for  permission  to  report  three 
of  the  cases  in  this  group. 
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DISCUSSION 

Dr.  John  H.  Musser  (New  Orleans)  : I want  to 

stress  the  importance  of  the  examination  of  the 
throat,  and  more  particularly,  the  importance  of 
making  blood  counts  in  people  who  show  abnormal 
conditions  of  the  throat.  Dr.  Tripoli  has  pointed 
out  that  mucous  membrane  lesions  may  occur  any- 
where with  peculiar  blood  pictures  and  blood  dys- 
crasias. It  is  perfectly  obvious  that  the  easiest 
membrane  to  observe  is  the  mucous  membrane  of 
the  mouth  and  throat.  Illustrative  of  the  fact  that 
it  is  of  a certain  amount  of  importance  is  an  inci- 
dent which  occurred  at  Charity  Hospital  some  few 
years  ago.  I went  on  my  vacation,  and  just  prior 
to  going  I talked  about  this  matter  with  Dr.  Weil- 
baecher,  who  was  taking  over  the  care  of  the  con- 
tagious ward  as  chief  house  officer,  and  he  said 
that  he  would  insist  that  a leukocyte  count  be  made 
on  every  child  coming  in  who  had  Vincent’s  an- 
gina, or  ulceronecrotic  lesions  of  the  mouth,  or  had 
an  acute  inflammatory  condition  of  the  mouth. 
And  in  six  weeks  he  had  collected  seven  cases  of 
children  who  had  lesions  of  one  type  or  another, 
and  whose  fundamental  condition  was  due  to  their 
abnormal  blood,  or  blood  elements.  A few  years 
before  that,  I had  written  a paper  and  summarized 
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conditions  which  are  associated  with  alterations  in 
the  leukocytic  picture  and  associated  with  mouth 
conditions.  If  you  do  not  mind,  I would  like  to  re- 
view that  briefly. 

First,  there  are  mouth  conditions  which  are  as- 
sociated with  polymorphonuclear  increase.  These 
conditions  are  quite  common.  Those  showing  a 
blood  reaction  include  such  conditions  as  strepto- 
coccic sore  throat,  acute  tonsillitis,  or  quinsy.  I 
want  to  point  out  as  of  diagnostic  importance  that 
in  diphtheria  the  large  mononuclears  are  increased 
proportionately,  much  more  so  than  you  would  ex- 
pect with  hyperleukocytosis. 

The  second  is  mononuclear  increase.  Here,  there 
is  infectious  mononucleosis,  which  Dr.  Tripoli  il- 
lustrated, and  a condition  which  is  almost  invari- 
ably associated  with  sore  throat.  As  a matter  of 
fact,  sore  throat  is  an  ever  present  complaint  in 
most  of  these  younger  people  who  have  infectious 
mononucleosis. 

Third,  there  is  leukopenia  with  hypogranulocy- 
tosis.  Here  there  is  agranulocytic  angina,  which 
is,  of  course,  associated  with  a very  definite  throat 
picture,  and  then  occasional  cases  of  Vincent’s  an- 
gina— Vincent’s  angina  which  I would  like  to  speak 
of  as  systemic,  in  contradistinction  to  local  Vin- 
cent’s angina.  At  times,  there  is  local  throat  in- 
volvement when  there  is  aplastic  anemia,  and  then 
occasionally,  with  severe  sepsis  it  is  possible  to  have 
lesions  of  the  throat  and  to  have  leukopenia  and 
hypogranulocytosis. 

Fourth,  is  leukocytosis  and  relative  hypogranu- 
locytosis. This  is  the  picture  seen  at  times  in 
acute  leukemia,  for  example,  and  here  again  there 
is  this  particular  picture  sometimes  produced  in 
severe  oral  sepsis  and  whooping  cough.  The  late 
Dr.  Quinn  of  Shreveport  reported  a patient  who 
had  a horrible  mouth,  yet  when  the  case  came  to 
autopsy  they  found  nothing  to  explain  the  leukocy- 
tosis of  over  40,000  cells.  I want  to  point  out  that 
there  is  an  abnormal  blood  picture  in  whooping 
cough,  and  sometimes  very  pronounced  alteration 
takes  place.  Some  years  ago  Dr.  Krumbhaar  wrote 
a paper  on  leukemoid  reactions  in  various  types  of 
disease,  and  whooping  cough  was  a splendid  exam- 
ple. It  is  not  necessary  to  point  out  to  you  that 
throat  involvement  in  whooping  cough  is  quite  un- 
common, but  on  the  other  hand,  the  child  does  at 
times  have  a sore  throat  from  coughing.  The  par- 
ticular case  most  vivid  in  my  mind  was  one  in  Char- 
ity Hospital.  This  patient  had  a leukocyte  count 
of  over  120,000,  and  the  child  was  kept  on  the 
ward  for  many  weeks,  and  gradually  after  the 
subsidence  of  the  whooping  cough,  the  blood  count 
came  down  to  normal. 

I would  like  to  stress  again  that  given  a patient 
who  has  a sore  mouth,  a sore  throat,  do  not  dis- 
miss the  diagnosis  perfunctorily  as  some  local  con- 
dition such  as  Vincent’s  angina.  It  happens  so 
frequently  in  acute  leukemia,  that  a leukocyte 
count,  a total  and  differential,  is  made  and  then 


sometimes  you  will  be  surprised  at  the  result  of 
the  hematologic  study. 

Dr.  Joseph  Stasney  (New  Orleans)  : I wish  to 

confirm  Dr.  Musser’s  remarks  as  to  the  importance 
of  the  leukocyte  count  in  blood  dyscrasias  and  to 
add  certain  points  as  to  the  importance  of  the  mor- 
phologic study  of  the  individual  white  cell.  Diag- 
nosis is  likely  to  be  very  difficult  if  only  the  number 
of  white  cells  be  considered.  It  is  known  that 
there  is  a normal  fluctuation  in  the  number  of  the 
leukocytes,  and  Doan  and  others  have  demonstrated 
that  there  is  also  a normal  variation  in  the  various 
types  of  white  blood  cells.  These  normal  varia- 
tions will  naturally  be  exaggerated  in  pathologic 
conditions. 

A blood  dyscrasia  is  not  primarily  a disease  of 
the  blood  itself  but  of  the  blood-forming  oi'gans. 
The  blood  merely  mirrors  the  changes  in  them. 
In  this  connection  Gullen  said  that  in  the  future 
the  study  of  the  morphology  of  the  individual 
blood  cells  will  probably  be  as  important  as  auscul- 
tation of  the  heart  is  in  other  diseases.  Leukemia 
can  easily  be  recognized  by  a study  of  the  morphol- 
ogy of  individual  white  blood  cells;  the  number  of 
the  cells  is  unimportant,  but  their  quality  is  very 
important. 

I should  also  like  to  emphasize  the  importance  of 
bone  marrow  puncture  in  the  diagnosis  of  blood 
dyscrasias.  For  diagnostic  purposes  the  sternal 
bone  marrow  is  most  readily  available,  and  sternal 
puncture  is  not  a difficult  procedure. 

The  question  arises,  however,  as  to  whether  mar- 
row found  in  the  sternum  is  representative  of  the 
entire  marrow,  especially  in  view  of  the  fact,  which 
many  authors  have  pointed  out,  that  the  cellularity 
of  the  marrow  differs  enormously.  It  is  known 
that  there  are  two  kinds  of  bone  marrow,  red  or 
cellular  and  yellow  or  fatty.  Red  marrow  is  found 
in  the  flat  bones  and  fatty  marrow  in  the  lower 
two-thirds  of  the  long  bones.  In  the  fatty  marrow, 
however,  are  scattered  foci  composed  of  hema- 
topoietic cells,  which  are  seemingly  active  and 
which  are  surrounded  by  fatty  tissue.  Even  though 
it  be  granted  that  the  cellularity  varies  greatly  ac- 
cording to  the  site  from  which  the  marrow  is  se- 
cured, the  trend  of  the  differentiation  is  the  same 
in  any  given  marrow  specimen.  In  studies  made 
at  the  Mayo  Clinic,  Dr.  Higgins  and  I found  that 
if  the  sternum  showed  erythrocytic  stimulation,  the 
same  process  could  be  demonstrated  in  marrow 
samples  obtained  from  the  femur,  the  rib,  or  any 
other  bony  structure. 

Although  sternal  puncture  is  the  easiest  proced- 
ure for  examination  of  the  bone  marrow,  the  ad- 
mixture of  peripheral  blood,  unfortunately,  cannot 
be  avoided.  Surgical  exposure  of  the  marrow  is 
another  possible  method,  and  undoubtedly  excising 
a specimen,  making  a tissue  preparation  and  study- 
ing the  cells  furnish  more  accurate  results.  On  the 
other  hand,  simple  sternal  puncture  can  be  re- 
peated many  times  while  surgical  procedures  can- 
not be  repeated  more  than  once  or  twice. 
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In  conclusion,  I should  like  to  emphasize  again 
the  importance  of  careful  morphologic  studies  which 
will  help  us  to  understand  the  correct  nature  of 
the  various  blood  dyscrasias. 

Dr.  Allan  Eustis  (New  Orleans)  : This  paper 

has  been  most  interesting  to  me.  I recall  a case  I 
saw  with  Dr.  Trepagnier,  with  typical  agranulocy- 
tosis. The  reason  that  I question  that  diagnosis 
now,  is  it  was  before  the  time  of  pentnucleotide. 

She  recovered  with  salvarsan  and  numerous 
transfusions.  She  was  a friend  of  Dr.  Elizabeth 
Bass,  and  six  months  later,  Dr.  Bass  telephoned 
me  the  patient  had  a leukemia,  white  cells  150,000. 
I do  not  remember  the  differential  count.  Dr.  Bass 
watched  her  for  three  months  when  she  went  to 
Boston  and  died  there  of  typical  leukemia.  Was  it 
not  possible  that  she  had  acute  aleukemic  leukemia 
and  not  agranulocytosis? 

Dr.  Carlo  J.  Tripoli  (In  closing)  : The  remarks 

made  by  Dr.  Musser  regarding  the  clinical  features 
in  these  diseases  and  the  importance  of  routine 


THE  APPLICATION  AND  INTERPRE- 
TATION OF  THE  FRIEDMAN 
MODIFICATION  OF  THE 
ASCHHEIM-ZONDEK  TEST* 

A.  V.  FRIEDRICHS,  M.  D. 

New  Orleans 

While  the  observations  herein  presented 
deal  with  the  application  and  interpreta- 
tion of  results,  obtained  by  employing  the 
Friedman  modification,  it  is  felt  that  the 
discovery  of  Aschheim  and  Zondek1  must  be 
duly  emphasized.  Too  often,  unfortunately, 
originators  or  discoverers  fall  into  oblivion 
because  of  some  simpler  or  more  popular 
changes  in  the  original  discovery  made  by 
follow-up  workers.  This  assertion  is  not 
meant  to  deprecate  the  value  of  simplifica- 
tion through  which  such  tests  can  be  much 
more  readily  applied.  On  the  contrary,  such 
augmentations  serve  to  place  the  test  upon 
a more  valuable  basis.  Friedman2* 3 prima- 
rily noted  the  effects  of  urine  of  pregnant 
women  upon  the  ovary  of  rabbits.  This  ob- 
servation was  later  applied,  from  the  prac- 
tical standpoint  by  Friedman  and  Lapham,4 
in  125  instances.  It  is  to  be  recalled  that 
prior  to  the  thorough  and  accurate  observa- 


*Read before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  Api-il  24, 
1940,  ta  New  Orleans. 


hematologic  examination  are  both  valuable  and 
timely. 

Further,  the  value  of  diagnostic  sternal  punctui’e 
cannot  be  overemphasized.  The  importance  of 
sternal  puncture  is  obvious.  In  a case  of  suspected 
blood  dyscrasia  where  the  blood  picture  results 
in  no  conclusive  evidence,  bone  marrow  studies  will 
often  reveal  the  correct  diagnosis.  The  diagnostic 
information  obtained  by  sternal  puncture,  the  sim- 
plicity of  the  procedure,  the  lack  of  danger,  all 
recommend  it. 

In  regard  to  Dr.  Eustis’  case,  sternal  marrow 
studies  at  the  time  when  the  blood  studies  were  in- 
conclusive, would  have  proved  the  case  to  be  one 
of  leukemia  without  peripheral  blood  findings  as  is 
frequently  seen  in  aleukemic  leukemia  during  the 
early  stages  of  the  disease. 

The  use  of  x-ray  therapy  in  two  patients  with 
acute  leukemia  proved  ineffective. 

Bone  marrow  transplantations  in  the  treatment 
of  primary  aplastic  anemia  have  been  unsuccessful 
so  far. 


tion,  discovered  by  Aschheim  and  Zondek  in 
1928,  numerous  other  procedures,  including 
those  of  Abderhalden,  Allen  and  Doisy,5 
Siddall,6  Crew,7  and  Ranter,  Bauer  and 
Klawans,8  had  been  found  either  too  techni- 
cal or  too  inaccurate  to  be  of  practical  use. 
It  is  especially  because  of  this  latter  factor, 
that  is  practicability,  that  the  test  as  ap- 
plied by  Friedman  and  Lapham  has  become 
so  generally  employed. 

Since  the  Aschheim-Zondek  test  for  preg- 
nancy has  proved  conclusively,  over  these 
many  years,  to  be  an  accurate  and  valuable 
procedure,  it  is  but  just  that  their  names 
be  emphasized,  independent  of  the  various 
modifications  that  have  subsequently  aris- 
en. For  an  excellent  resume  of  the  litera- 
ture, in  addition  to  other  important  factors 
concerned  herein,  the  publication  of  Stad- 
iem°  is  very  worthy  of  reference. 

In  connection  with  the  application  of  this 
very  valuable  test,  we  are  confronted  with 
the  factors  which  bring  about  its  produc- 
tion. It  is  not  intended  herein  to  delve  into 
extensive  detail  of  the  various  hormonal 
substances  concerned,  but  it  does  seem  per- 
tinent to  refer  briefly  to  the  varieties  that 
occur  in  regard  to  both  the  ovary  and  the 
anterior  lobe  of  the  pituitary  body.  These 
may  be  primarily  divided  into  the  estrogenic 
and  gonadotropic  substances. 


Friedrichs — Aschheim-Z ondek  Test 


409 


In  regard  to  the  influence  of  the  pituitary 
gland  upon  ovulation,  the  report  of  Pen- 
charz,  Cole  and  Goss,  is  of  much  interest. 
In  their  observations  upon  hypophysectom- 
ized  rats,  they  noted  that  the  injection  of 
highly  purified  extracts  of  pregnant  mare 
serum  produced,  grossly,  many  ripe  follicles 
with  some  corpora  lutea.  Microscopic  study 
confirmed  these  findings.  At  the  same  time, 
they  noted  that  injection  into  male  rats 
showed  strong  interstitial  cell  response  as 
indicated  by  the  response  of  the  accessory 
organs.  Whether  or  not  these  experiments 
have  any  bearing  on  the  human  species  is 
not  discussed. 

It  is  to  be  emphasized  that  those  sub- 
stances recognized  as  definite  factors  in  the 
production  of  estrus  or  menstruation,  while 
constantly  increasing  with  development  of 
pregnancy,  reaching  as  many  as  20,000 
mouse  units  at  the  time  of  delivery,  are, 
however,  not  responsible  for  the  test  reac- 
tions produced  in  animal  ovaries.  On  the 
other  hand,  the  gonadotropic  substances, 
that  appear  within  a few  days  after  the 
missed  menstruation  due  to  pregnancy,  are 
present  in  the  blood  and  urine  in  large 
amounts.  It  was  upon  this  observation  that 
Aschheim  and  Zondek  formulated  their 
very  valuable  test  for  pregnancy. 

The  principle  of  the  test  is  the  demonstra- 
tion of  the  unusual  increase  of  the  gonado- 
tropic substance.  Using  the  infantile  mouse, 
Aschheim  and  Zondek10  found  three  definite 
changes  in  the  ovaries  of  these  animals : (1) 
Large  mature  follicles,  which  are  capable 
of  producing  an  estrogenic  hormone:  (2) 
numerous  corpora  lutea  which  either  en- 
close the  ovum  or  result  from  ruptured  fol- 
licles; and  (3)  large  blood-containing  folli- 
cles. Microscopically,  they  differentiated 
three  definite  reactions : (1)  Follicular  ma- 
turation, that  is  formation  of  large  follicles 
with  secondary  estrus;  (2)  hemorrhage  in 
the  follicles;  (3)  formation  of  corpora  lutea 
with  imprisonment  of  the  ovum.  The  first 
reaction  is  considered  physiologic,  while  the 
second  and  third  are  pathologic. 

In  connection  with  the  various  hormones 
that  have  been  recounted,  it  is  of  interest 
that  among  these  there  is  no  one  specific 


substance  for  pregnancy.  It  becomes  a for- 
tunate fact,  however,  that  because  of  the 
marked  increment  of  certain  of  the  hor- 
mones excreted  in  the  urine  in  pregnancy, 
such  quantities  are  capable  of  registering 
very  definite  and  specific  results  upon  ani- 
mals. To  be  more  explicit  then,  the  small 
amounts  of  such  substances  that  may  occur 
normally  in  both  male  and  female  urines  are 
insufficient  to  bring  about  reactionary 
changes  in  the  ovaries  of  the  animals.  The 
test,  therefore,  is  definitely  based  upon  a 
quantitative  rather  than  a specific  qualita- 
tive factor.  For  example,  in  the  non-preg- 
nant female,  the  urine  will  show  16  rat  units 
per  liter  of  the  gonad  stimulating  substance 
while  in  pregnancy  from  5,000  to  20,000  or 
more  units  per  liter  may  be  found  through- 
out the  entire  term.  It  is  of  further  interest 
that  these  substances  disappear  in  from  48 
to  96  hours  after  birth,  except  wherein  cho- 
rionic tissue  has  remained  connected  with 
the  uterine  wall. 

It  is  to  be  remembered  that  it  is  the  ex- 
change of  material  between  the  uterine  cir- 
culation and  the  chorionic  epithelial  tissue 
that  makes  possible  the  urinary  excretion  of 
a sufficient  volumetric  amount  to  produce 
the  test. 

APPLICATION  AND  INTERPRETATION 

The  application  of  the  test  as  herein  re- 
ported does  not  represent  the  scientific  ob- 
servations upon  positive  results  obtained  in 
definite  pregnant  women  as  contrasted  to 
those  known  to  be  negative.  It  deals  rather 
with  the  following  topics: 

1.  “Problem  Cases.”  By  such  is  meant  the 
very  early  instances  in  which  a missed  men- 
struation has  confronted  the  physician  for 
interpretation  as  to  whether  or  not  preg- 
nancy exists.  It  is  quite  surprising  in  pri- 
vate practice  how  many  such  instances  of 
legitimate  anxiety  aside  from  those  neces- 
sarily alarmed  illegitimately  in  reality,  pre- 
sent themselves.  From  the  legitimate  aspect, 
numerous  married  women  demand  definite 
information  as  to  possible  pregnancy  even 
after  the  first  missed  menses.  This  they  do 
for  various  reasons.  Either  they  are  hope- 
ful they  are  not  pregnant,  either  for  no 
good,  or  good  reason,  such  as  ill  health  or 
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many  children,  or,  occasionally,  they  are 
anxious  to  have  a child.  From  the  illegiti- 
mate standpoint,  it  can  naturally  be  appre- 
ciated that  it  is  most  important  to  the  wom- 
an or  both  the  man  and  the  woman  to  as- 
certain with  all  possible  degree  of  certainty 
as  to  whether  or  not  pregnancy  exists. 
Sometimes  a hasty  marriage,  from  an  over- 
zealous  courtship,  ensues  and  at  other  times 
the  prospective  mother  disappears,  after  the 
reassurance  of  definite  pregnancy,  not  to  be 
seen  further  by  the  physician  unless  subse- 
quent complications  arise;  in  other  words, 
an  abortion  has  been  performed.  Confront- 
ed with  all  of  these  very  serious  problems, 
even  the  most  skilled  obstetrician  is  quite 
inclined  to  be  noncommittal  at  such  an  early 
period  and  naturally  the  employment  of  an 
accurate  test  serves  a most  useful  and  high- 
ly satisfactory  purpose.  The  vast  majority 
of  tests  have  been  derived  from  this  cate- 
gory of  problem  cases  in  contrast  to  that 
type  of  case  presented  in  hospital  observa- 
tion. 

2.  Extra-uterine  'pregnancy.  Needless  to 
say,  wherein  an  extra-uterine  pregnancy 
has  brought  about  an  abdominal  crisis  with 
an  associated  hemorrhage  and  some  shock, 
no  such  test  is  indicated;  in  fact,  delay  by 
such  a test  is  to  be  condemned.  If,  however, 
the  clinical  aspect  suggests  such  a possi- 
bility, this  test  at  once  offers  a valuable  aid. 
It  is  to  be  noted  that  only  wherein  the  liv- 
ing chorionic  epithelium  still  exists,  will  a 
positive  result  be  produced.  It  is  really  such 
a type  of  case  wherein  such  information  is 
more  important  inasmuch  as  rupture  and 
hemorrhage  from  continual  growth  will 
eventuate.  On  the  other  hand,  when  intra- 
tubal  hemorrhage  and  pressure  have 
brought  about  the  destruction  of  the  abnor- 
mal pregnancy  factors,  comparatively  little 
danger  threatens  the  patient.  Such  occur- 
rences, of  course,  will  yield  a negative  re- 
sult. With  these  facts  in  mind,  therefore, 
if  there  has  been  primarily  registered  a 
positive  finding  with  no  intervention  and 
subsequently  a negative  result  has  been  ob- 
tained, it  indicates  the  tubal  pregnancy  has 
discontinued  growth.  Of  course,  it  is  only  a 
subsequent  operative  procedure  that  deter- 


mines the  presence  of  an  extinct  tubal  preg- 
nancy. 

3.  Miscarriage.  In  the  instances  where 
hemorrhage  has  occurred  during  an  early 
pregnancy  the  question  of  whether  an  ac- 
tual miscarriage  or  termination  of  preg- 
nancy has  eventuated  occasionally  presents 
itself.  This  is  particularly  applicable  when 
the  expelled  specimen  is  not  available  for  a 
proper  microscopic  examination.  I have 
had  the  occasion  to  obtain  positives  before 
such  bleeding  and  subsequently  to  obtain  in 
some  instances  negative  results  and  in  still 
others  positive  results.  The  deductions 
drawn  were,  in  the  instances  of  the  nega- 
tive results,  that  miscarriage  had  occurred ; 
in  others  that  pregnancy  had  continued. 
These  findings  were  confirmed  by  the  even- 
tualities of  the  cases. 

4.  Fetal  viability.  Among  the  tested  cases 
of  our  series,  there  has  been  a small  group 
wherein  the  question  of  fetal  death  has  aris- 
en. In  one  of  these  instances,  the  obstetri- 
cian considered  that  the  fetus  had  died,  and 
it  was  interesting  to  note  upon  the  three  suc- 
cessive tests  that  the  reaction  was  primarily 
of  a two-plus  character,  then  of  a one-plus 
character  and  finally  yielded  a negative  re- 
sult. This  defervescence  of  reaction  was  at- 
tributed to  the  gradual  death  of  the  chori- 
onic structure.  The  patient  eventually 
aborted  a dead  fetus. 

5.  Intra-uterine  tumors.  As  is  well 
known,  this  test  is  applicable  particularly 
to  the  diagnosis  of  the  hydatid  mole  and  the 
chorionepithelioma.  Because  of  the  fact  that 
such  types  of  growth  permit  of  the  output 
of  the  gonadotropic  hormone  in  very  con- 
siderable amounts,  the  urine  of  such  sub- 
jects yields  a very  distinctly  positive  reac- 
tion. The  failure  to  obtain  a positive  reac- 
tion in  connection  with  a suspected  patho- 
logic pregnancy  of  these  types,  is  more  re- 
assuring in  excluding  such  possibilities. 

6.  Chorionepithelioma  of  the  male  and 
teratomatous  tumors  of  both  sexes.  There 
has  accumulated  a considerable  number  of 
reports  of  definite  positive  reactions  in  such 
occurrences.  In  my  experience,  I have  had 
but  very  few  suspected  instances  which 
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proved  both  negative  from  the  test  and  op- 
erative standpoint. 

7.  False  positives.  Stadiem,9  in  his  pub- 
lication, reports  nine  false  positives  consist- 
ing of  three  ovarian  cysts  (retention),  one 
each  of  pituitary  tumor,  hypernephroma, 
ovary  granulosal  cell  tumor  and  carcinoma 
of  the  uterus,  and  two  of  menopause.  He 
also  cites  certain  other  similar  factors  such 
as  hyperthyroidism,  reported  by  other  ob- 
servers. Most  of  these  observers  have 
handled  institutional  cases  and  through  this 
means,  their  reports  are  of  great  value.  I 
have  not  encountered  any  false  positives  in 
particular  types  of  cases.  In  this  connec- 
tion, it  can  naturally  be  understood  that  pa- 
tients receiving  certain  endocrine  treatment 
or  extracts  thereof  are  liable  to  yield  a false 
positive  result. 

8.  False  negatives.  From  the  false  nega- 
tive standpoint,  it  is  to  be  appreciated  that 
two  factors  are  concerned:  (1)  The  failure 
of  sufficient  titer  of  hormonal  output  in  the 
urine,  and  (2)  a refractory  or  immature 
rabbit.  Of  a group  of  ten  false  negative  re- 
actions, five  yielding  negative  reactions  ten 
days  after  the  first  missed  menstruation, 
yielded  definite  positives  within  two  weeks 
thereafter.  Of  the  remaining  five,  most  of 
which  were  repeated  and  persisted  in  nega- 
tive results,  three  of  the  mothers  later 
proved  to  be  pregnant  were  between  40  and 
45  years  of  age.  The  other  two  are  inex- 
plicable. In  these  instances,  no  chemical  as- 
says of  the  urine  were  made. 

SUMMARY 

While  it  is  appreciated  that  there  is  noth- 
ing new  that  has  been  added  in  the  present 
paper,  on  the  other  hand,  because  of  the 
large  number  of  tests  that  have  been  car- 
ried out  (approximately  2500)  particularly 
of  the  “problem  variety,”  it  is  felt  that  its 
presentation  is  justified.  The  percentage  of 
errors  obtained  has  been  approximately  0.5 
per  cent.  This  has  been  performed  at  the 
very  early  stage  of  questionable  pregnancy, 
that  is,  shortly  after  the  first  missed  men- 
struation. Beyond  this,  its  application  in 
potential  extra-uterine  pregnancy,  possible 


fetal  death  or  miscarriage  has  yielded  valu- 
able information. 

In  conclusion,  this  series  of  observations 
indicates  that  the  Aschheim-Zondek  test  as 
modified  by  Friedman  and  first  applied  by 
Friedman  and  Lapham  constitutes  a most 
reliable  and  useful  factor  in  the  armamen- 
tarium of  obstetric  practice. 
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DISCUSSION 

Dr.  E.  L.  King  (New  Orleans) : The  first  point 

is  the  question  of  the  negative  reaction  early  in  a 
suspected  pregnancy.  The  reaction  does  not  al- 
ways become  positive  within  a few  days  after  the 
missed  menstrual  period  but  may  be  negative  at 
this  time  and  become  positive  later  on.  Positive 
reports  have  been  made  on  patients  who  have  not 
missed  a menstrual  period,  that  is,  who  are  only 
two  or  three  weeks  pregnant,  but  that  is  exceed- 
ingly rare.  In  cases  only  a week  or  ten  days  past 
the  menstrual  period,  do  not  make  the  mistake  of 
running  the  test  unless  the  patient  is  very  insist- 
ent; if  it  comes  back  positive  then  you  do  know  the 
patient  is  pregnant,  but  if  it  comes  back  negative, 
you  still  do  not  know. 

Dr.  Friedrichs  brought  out  the  value  of  the  test 
in  ectopic  pregnancy.  That  is  particularly  true 
when  the  pregnancy  is  still  alive  in  the  tube.  If 
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the  fetus  has  died  and  the  chorionic  villi  are 
no  longer  active  there  may  be  a negative  test  and 
still  diagnosis  of  ectopic  pregnancy  will  be  correct. 
In  a positive  test  you  can  suspect  ectopic  pregnancy. 

In  miscarriage  again  it  is  of  value,  and  also  in 
cases  where  there  has  been  some  bleeding  and  there 
is  the  question  as  to  whether  the  fetus  is  still  alive. 
Some  of  these  women  may  bleed  only  slightly  and 
then  stop  bleeding.  In  such  cases  the  fetus  may 
die  and  still  be  retained,  thus  a negative  test  may 
be  obtained.  In  the  matter  of  the  life  or  death  of 
the  fetus,  which  is  a subject  of  considerable  con- 
cern, one  thing  brought  out  by  Dr.  Friedrichs  is 
the  duration  of  the  test  period  on  the  rabbit.  In  one 
particular  case  the  rabbit  at  the  end  of  48  hours 
was  negative.  We  were  very  anxious  to  make  sure 
before  emptying  the  uterus,  and  at  the  end  of  72 
hours  the  test  was  positive.  If  we  had  acted  upon 
the  first  report,  we  would  have  emptied  the  uterus 
of  a live  pregnancy.  Therefore,  in  case  of  doubt, 
sew  the  rabbit  up  and  wait.  If  the  test  becomes 
negative  later  it  will  carry  the  implication  that  the 
fetus  has  died.  I have  had  some  cases  where  there 
was  definite  death  of  the  fetus  with  persistent  posi- 
tive reactions,  which  was  explained  by  the  fact  that 
there  were  still  live  chorionic  villi. 

A good  deal  of  work  has  been  done  on  hydatid 
mole  and  chorionepithelioma  from  the  quantitative 
standpoint,  using  Vz  c.  c.  or  less  of  urine  for  the 
test,  but  that  has  been  inconclusive.  While  it  is  of 
some  value,  it  has  not  been  found  to  be  accurate. 

Regarding  false  positives,  I may  say  I have 
known  only  two  false  positives  and  in  each  instance 
there  was  question  as  to  whether  the  rabbit  had 
been  properly  isolated.  It  is  very  important  that 
these  rabbits  should  be  isolated  before  the  test  is 
run.  At  Tulane,  the  rabbits  are  put  away  for  six 
weeks  and  they  are  isolated  for  four  or  five  weeks 
after  using  before  being  used  again.  It  is  very  im- 
portant that  this  be  done,  otherwise  you  will  get 
false  positives.  False  negatives,  as  Dr.  Friedrichs 
brought  out,  may  be  due  to  the  fact  that  the  rabbit 
does  not  react.  In  that  case  you  have  to  use  another 
rabbit. 

Dr.  M.  L.  Stadiem  (New  Orleans)  : I would 

like  to  agree  with  everything  that  has  been  said 
and  would  like  to  congratulate  Dr.  Friedrichs  on 
his  0.5  per  cent  false  negatives,  which  will  corre- 
spond with  that  of  the  best  clinics  in  the  world — 
that  is  exactly  what  their  percentage  of  false  nega- 
tives is. 

I would  like  to  bring  a few  practical  points  to 
your  attention,  especially  about  the  quantity  of 
urine.  One  thing  we  have  been  overlooking  is  the 
type  of  urine.  If  the  patient  has  a low  specific 
gravity  and  puts  out  4000  or  5000  c.  c.  a day  it  is 
not  comparable  to  that  of  one  who  puts  out  only 
two  quarts  a day.  The  titer  of  urine  in  pregnancy 
is  based  on  that  per  1000  c.  c.  Aschheim  and  Zon- 
dek, who  first  did  this  in  1927,  said  normal  preg- 
nancy had  a total  of  50,000  units  per  liter.  The 


highest  titer  of  normal  pregnancy  is  at  the  eighth 
week  and  may  go  to  150,000  units  per  liter.  You 
must  consider  the  specific  gravity  as  well  as  the 
amount  of  urine;  therefore,  it  should  be  calculated 
on  a 24-hour  specimen  of  urine.  If  the  urine  is  to 
be  shipped  away,  it  should  be  sent  away  under  a 
preservative.  Urine  should  never  be  boiled,  because 
boiling  over  60°  C.  will  destroy  the  hormone.  I 
usually  limit  the  patients  to  400  c.  c.  of  fluid  prior 
to  the  collection  of  the  first  morning  specimen. 

I would  like  to  remind  you  that  many  patients 
will  give  false  positives  from  such  factors  as  high 
increased  intracranial  pressure,  tumors  of  the  ad- 
renal, tumors  of  the  pituitary.  These  are  isolated 
cases,  however,  but  must  be  kept  in  mind.  The 
urologist  will  also  tell  you  that  the  cured  case  of 
teratoma  of  the  testes  will  have  more  than  200 
mouse  units  per  liter  of  urine.  That  is  not  conclu- 
sive in  all  cases.  Another  point  is  the  following  of 
the  case  of  hydatid  mole.  As  I just  mentioned,  at 
the  eighth  week  of  pregnancy,  the  titer  of  urine 
may  be  150,000  units  per  liter.  Hydatid  mole  will 
give  a high  titer.  Zondek,  in  1927,  brought  out  the 
fact  that  when  there  is  hydatid  mole  or  chorion- 
epithelioma there  will  be  a high  titer.  We  did  not 
get  a positive  Aschheim  Zondek  or  Friedman  modi- 
fication in  either  of  those  cases  proved  hydatiform 
mole. 

While  this  is  the  most  valuable  adjuvant,  never 
let  any  laboratory  test  overrule  your  clinical  judg- 
ment. If  there  is  bleeding,  whether  the  Aschheim- 
Zondek  is  positive  or  negative,  empty  the  uterus. 

May  I warn  you  that  you  must  follow  the  case 
of  hydatiform  mole  for  two  years  at  intervals  of 
two  months,  taking  successive  Friedman  tests  be- 
fore you  can  tell  the  patient  if  she  is  cured,  because 
there  have  been  patients  who,  as  long  as  eight  to 
ten  months  later,  developed  chorionepithelioma 
when  the  Friedman  test  was  negative  in  the  inter- 
val. It  is  extremely  valuable  as  a laboratory  test, 
but  do  not  overlook  the  fact  that  twin  pregnancy 
and  in  hyperemesis  gravidarum  long  associated, 
that  there  is  concentrated  urine  which  will  give  a 
high  titer.  I would  be  cautious  about  emptying  the 
uterus  unless  there  is  bleeding  because  that  may 
be  twin  pregnancy,  for  there  are  normal  cases 
evacuated  thinking  hydatiform  mole  to  be  present. 

Dr.  A.  V.  Friedrichs  (In  closing)  : Concerning 

the  question  of  the  time  factor  regarding  the  open- 
ing of  the  rabbits  brought  out  by  Dr.  King,  I would 
like  to  state  that  when  this  test  was  originally 
started  there  was  the  concensus  by  all  laboratory 
workers  to  open  these  animals  in  24  hours  after 
inoculation.  We  used  that  procedure  but  found  that 
in  one  or  two  instances  we  were  obtaining  erroneous 
results  because  upon  re-opening  these  animals  at 
the  end  of  48  to  72  hours,  a positive  result  would 
be  obtained,  whereas  at  the  end  of  24  hours  a nega- 
tive result  was  found.  At  the  present  time,  unless 
there  is  a question  of  ectopic  pregnancy,  we  do  not 
touch  these  animals  for  72  hours. 
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THE  DIAGNOSIS  AND  TREATMENT 
OF  STERILITY* 

W.  A.  DIAL,  M.  D.f 
Baton  Rouge 

This  paper  which  includes  a resume  of 
the  important  literature  during  the  past 
two  years  is  not  being  presented  with  the 
idea  of  bringing  forth  any  original  subject 
matter  or  for  the  purpose  of  adding  any 
case  histories  or  series  to  the  already  large 
accumulation,  but  it  is  being  presented  in 
an  attempt  to  clarify  some  of  that  which 
has  already  been  published.  Within  recent 
years  there  has  been  a steady  advance  in 
our  knowledge  of  the  many  causes  of  sterile 
marriages  and  a corresponding  advance  in 
the  effective  and  successful  management  of 
sterility.  This  knowledge  to  a large  extent 
has  penetrated  the  lay  mind,  and  women 
who  find  themselves  unable  to  reproduce 
present  themselves  to  the  physician  fully 
expecting  to  obtain  relief  or  satisfactory 
explanation  for  their  plight. 

It  has  been  variously  estimated  that  from 
10  to  15  per  cent  of  all  marriages  are 
sterile,  that  is,  unable  to  achieve  a preg- 
nancy and  a larger  per  cent  if  one  includes 
women  who  abort  habitually  or  whose 
fetuses  regularly  die  in  utero  at  or  near 
term,  though  the  latter  two  conditions  can- 
not be  considered  as  actual  sterility.  But, 
since  the  patient  presents  herself  for  the 
purpose  of  bearing  a normal,  living  infant, 
these  points  deserve  some  consideration. 
Coupled  with  the  above  factors,  when  one 
considers  the  psychologic  aspects  of  the 
problem  and  that  one  out  of  every  ten 
women  who  consult  the  gynecologist  does 
so  because  of  the  problem  of  sterility,  its 
importance  is  immediately  apparent. 

The  writer  knows  of  no  condition  in 
which  greater  cooperation  is  offered  by 
the  female,  but  the  male  is  often  difficult  to 
deal  with  because  of  his  self-assured,  pro- 
creative  ability.  It  is  here  that  the  first 
and  most  important  step  should  be  taken, 

*Re^d  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 

fFrom  the  Stanocola  Employees  Medical  and 
Hospital  Association,  Baton  Rouge,  Louisiana. 


that  is,  an  explanation  to  husband  and  wife 
of  the  complicated  nature  of  sterility  and 
that  certain  systematic  and  routine  studies 
must  be  carried  out  in  order  to  discover 
and  treat  as  many  as  possible  of  the  several 
causes  in  both  sexes.  Unless  this  is  thor- 
oughly agreed  upon,  it  is  best  to  explain 
that  it  is  useless  to  begin.  Mazer  has,  I 
believe,  ably  stated  that  such  an  investiga- 
tion may  take  no  less  than  eight  months  to 
one  year  because  it  is  not  well  to  discover 
one  or  two  outstanding  factors  and  be 
satisfied  that  these  are  the  answer  but  to 
continue  the  investigation  until  the  possi- 
ble factors  are  eliminated,  there  now  being 
recognized  more  than  forty  causes. 

Many  authors  advise  that  since  25  to  50 
per  cent  (average  about  one-third)  of  the 
cases  are  due  to  the  male,  he  should  be 
eliminated  first.  Since  there  are  usually 
multiple  factors  in  both  sexes,  this  seems 
to  be  time  consuming  and  to  me  a better 
plan  would  be  to  parallel  the  investigation 
in  both  so  that  each  factor  could  be  weighed 
separately  and  correlated  with  the  others. 
Titus,  in  his  new  book  on  “Management  of 
Obstetric  Difficulties,”  offers  a formidable 
plan  of  approach  as  follows:  (1)  History 
and  general  physical  examination  of  hus- 
band and  wife,  including  blood  count  and 
urinalysis;  (2)  pelvic  examination  of  wife 
and  examination  of  husband’s  genital 
organs;  (3)  estimation  of  basal  metabolic 
rates  of  husband  and  wife;  (4)  postcoital 
examination  of  semen  from  a jar  specimen 
and  one  from  the  cervical  canal  (Huhner 
test)  ; (5)  tests  for  tubal  patency  by  air 
insufflation  with  atropine  (Rubin  test)  ; 
(6)  x-ray  of  uterus  and  tubes  with  opaque 
media;  (7)  hormone  determinations  of 
blood  and  urine;  (8)  endometrial  biopsy. 
He  states  that  with  the  exception  of  x-ray, 
visualization  of  the  tubes  and  the  labora- 
tory estimations  of  the  hormone  values,  the 
minimum  requirements  of  a sterility  study 
are  that  all  of  these  steps  must  be  carried 
out. 

HISTORY 

That  the  age  factor  is  of  importance  is 
an  obvious  fact  though  some  have  at- 
tempted to  prove  that  fertility  exists  in  the 
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male  up  to  eighty  years  and  beyond.  To 
me,  such  cases  are  to  be  regarded  with  ex- 
treme suspicion.  Female  fertility  has  been 
shown  to  be  greatest  between  ages  25  and 
30  and  male  fertility  between  25  and  35. 
The  length  of  marriage  has  some  bearing 
and  nearly  all  are  agreed  that  for  all  practi- 
cal purposes  three  years  of  married  life 
would  seem  to  be  an  adequate  length  of 
time  for  conception  to  have  occurred  in 
normal  persons.  Low  fertility  of  parents 
and  close  relatives  may  suggest  some  in- 
herent glandular  dysfunction.  The  history 
of  previous  marriages  and  pregnancies  are 
obviously  important.  The  one  child  mar- 
riage suggests  the  occurrence  of  pelvic  dis- 
ease following  delivery,  though  all  know 
that  every  individual  has  periods  of  greater 
and  lesser  fertility;  diet,  chronic  illness,  and 
so  on,  playing  their  parts.  Mumps  or  scar- 
let fever  may  have  rendered  either  partner 
sterile  by  involving  the  gonads;  likewise, 
gonorrhea  by  its  blockage  of  the  various 
ducts  in  either  sex.  Pelvic  peritonitis  may 
have  occluded  the  tubes  by  kinks  and  ad- 
hesions. Habits  of  intercourse  may  include 
innocuous  lubricants  or  coitus  interruptus 
with  its  resultant  chronic  pelvic  congestion 
and  tubal  occlusion.  Excessive  intercourse 
may  exhaust  the  male  store  of  sperm. 
Dyspareunia  is  a subject  in  itself  and 
must  be  managed  accordingly.  Previous 
operations,  excessive  use  of  alcohol,  nar- 
cotics, possibly  tobacco,  lead  poisoning, 
focal  infections,  chronic  intestinal  stasis, 
and  excessive  exposure  to  x-ray  may  be 
factors  all  worthy  of  consideration  for 
obvious  reasons.  Sleep,  rest,  and  exercise 
are  important. 

The  importance  of  the  menstrual  history 
is  immediately  apparent  when  one  con- 
siders that  a history  of  irregular  bleeding 
occurs  in  approximately  40  per  cent  of 
cases  (Sheldon),  and  that  rarely  does  a 
pregnancy  occur  in  cycles  under  27  days 
(Campbell).  The  age  of  onset  of  menses, 
periodicity  of  flow  and  the  approximate 
amount  of  blood  loss  may  give  definite  clue 
to  endocrine  dysfunction.  Dysmenorrhea 
and  clots  are  more  suggestive  of  local  dis- 


orders. Intermenstrual  pain  and/or  bleed- 
ing may  indicate  ovulation. 

EXAMINATION 

In  the  examination  of  these  patients,  in 
addition  to  the  thorough  general  checkup, 
it  is  important  that  a definite  estimation 
of  the  endocrine  status  be  made  in  both 
sexes,  because  there  may  exist  such  a de- 
gree of  endocrinopathy  that  pregnancy 
would  be  contraindicated  because  of  the 
likelihood  of  abnormalities  in  the  offspring. 
Such  an  endocrine  status  may  be  deter- 
mined from  the  height,  weight,  hair  distri- 
bution, fat  distribution,  breasts,  anthro- 
pometry and  the  basal  metabolism.  Thus, 
precocity  is  usually  found  in  the  low,  fat, 
squatty,  low  metabolic  girl.  Delayed 
puberty,  sterility  and  hypogonadism  are 
usually  found  in  the  tall  slender  girl  who 
exhibits  underdevelopment  of  the  breasts 
and  genitalia  and  a height  shorter  than  the 
armstretch  or  a measurement  from  the 
symphysis  to  the  heel,  longer  than  that  : 
from  the  symphysis  to  the  vertex. 

About  two-thirds  of  all  cases  of  so-called 
sterility  in  the  female  display  some  type  of 
lesion  in  the  pelvis,  therefore  this  part  of  ! 
the  examination  must  be  done  in  absolute 
detail.  Lesions  of  the  vulva  are  rarely  a 
cause  of  sterility  but  lacerations  of  the  per- 
ineum favor  the  escape  of  semen  from  the 
vagina  and  may  be  responsible  for  sec- 
ondary sterility.  Congenital  lesions  must 
be  appropriately  managed.  Inflammatory 
lesions  of  the  vagina,  particularly  of  the 
yeast  and  trichomonas  varieties  or  in  com- 
bination with  Streptococcus  subaciditus 
must  be  cured. 

Sheldon  states  that  36  per  cent  of  his 
series  showed  some  lesions  about  the  cervix. 
Erosions  and  ulcerations  must  be  carefully 
cauterized,  strictures  dilated  and  cysts  and 
polyps  removed.  The  pH  of  the  cervical 
secretions  should  be  alkaline  and  if  acid,  in- 
dicate a pathologic  disorder  in  the  canal 
or  higher  in  the  generative  tract. 

The  examination  should  next  include  a 
determination  of  the  position,  size,  shape, 
and  mobility  of  the  uterus.  Malpositions 
and  fibroid  tumors  do  not  necessarily  pre- 
vent but  frequently  hinder  conception.  Pal- 
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patory  evidence  of  tubal  disease  should  be 
sought;  Kirtley  found  non-patent  tubes  in 
50  per  cent  of  his  cases.  The  ovaries  should 
be  examined  for  size,  position,  fixation  and 
possible  evidence  of  ovulation.  Ovarian 
cysts  are  not  incompatible  with  conception 
but  sterility  is  the  rule. 

For  obvious  reasons,  routine  as  well  as 
special  laboratory  work  should  be  carried 
out  on  both  sexes.  The  urine  may  reveal 
the  presence  of  a previously  undiscovered 
chronic  nephritis.  The  stool  may  reveal 
any  intestinal  parasite  common  to  the  lo- 
cality. Anemia,  unless  grave,  is  usually 
not  regarded  as  an  important  factor  but 
should  be  corrected.  Litzenberg  found  hy- 
pothyroidism to  be  a major  factor  in  15 
per  cent  of  a large  series.  Since  the  basal 
metabolic  rate  is  often  misleading  in  bor- 
derline cases,  it  might  be  wise  to  consider 
thyroid  medication  as  an  empiric  measure 
in  all  patients  with  a low  plus  level  and 
below  who  can  tolerate  the  drug  without 
untoward  symptoms. 

In  the  oft  encountered  case  wherein  the 
male  refuses  to  cooperate,  the  Huhner  test 
has  a bit  to  offer.  The  female  is  instructed 
to  report  within  one  hour  after  intercourse 
and  without  voiding  as  this  may  force  the 
ejaculate  from  the  vagina.  If  the  vaginal 
pool  and  cervical  secretions  reveal  a great 
number  of  actively  motile  spermatozoa,  at 
least  75  per  cent  of  which  have  normal 
morphology,  it  can  be  assumed  with  a fair 
degree  of  certainty  that  the  male  is  capable 
of  fertilizing  his  partner,  and  that  the  cer- 
vical secretions  are  not  inimical  to  the 
sperm.  Some  investigators  have  claimed 
good  results  in  male  patients  with  abnormal 
number  and  mobility  of  sperm  by  the  use 
of  anterior  pituitary  and  anterior  pituitary- 
like  hormones.  Sufficient  confirmation  is 
yet  lacking  but  these  preparations  should 
be  given  the  benefit  of  the  doubt  in  in- 
dicated cases. 

Endometrial  biopsy,  best  taken  during 
the  first  eight  hours  of  menstruation  be- 
cause of  the  possibility  of  disturbing  an  un- 
suspected pregnancy,  is  an  extremely  valu- 
able and  simple  procedure.  The  investi- 
gator should  familiarize  himself  with  the 


various  histologic  patterns  of  endometria 
because,  thereby,  he  can  best  correlate 
those  findings  with  the  clinical  picture  pre- 
sented by  the  patient.  This  test,  when  ab- 
normalities are  found,  is  a definite  aid  in 
management  of  the  case.  Of  greatest  im- 
portance, it  reveals  the  degree  of  ovarian 
efficiency.  DeLee,  in  discussing  pseudo- 
menstruation as  a cause  of  sterility  in  adult 
women  states : “The  exact  frequency  of 
anovulatory  menstruation  is  unknown. 
Rock,  Bartlett  and  Matson  found  the  inci- 
dence to  be  9.1  per  cent  in  their  sterility 
cases,  whereas  Effkemann  found  it  to  be 
14  per  cent.  However,  it  is  certain  that 
anovulatory  menstruation  occurs  much 
more  often  in  sterile  women  than  in  women 
who  have  borne  children.  It  must  be  re- 
membered that  anovulatory  menstruation  is 
not  necessarily  a permanent  condition. 
Women  may  have  ovulatory  menses  at 
times  and  anovulatory  cyclic  bleeding  at 
others.  Clinically  the  two  are  usually  in- 
distinguishable, but  a study  of  the  endo- 
metrium at  the  different  times  will  reveal 
a secretory  (normal  early  menstruation 
endometrium)  phase  during  the  periods  of 
ovulation  and  a persistent  proliferative 
(post-menstrual  endometrium)  phase  dur- 
ing the  periods  of  anovulatory  menstrua- 
tion.” Though  this  has  recently  been  ques- 
tioned by  Hamblin  and  others,  it  often  gives 
indispensable  information  as  to  when  and 
how  hormone  therapy  should  be  instituted. 
It  may  be  stated  here  that  pregnant  mare 
sera  have  not  proved  effective  in  the  pro- 
duction of  ovulation  in  women  and  mon- 
keys (Ross)  and  should  be  discarded  from 
the  armamentarium  in  the  treatment  of 
sterility. 

Novak  believes  that  the  riddle  of  ovula- 
tion is  locked  up  in  the  pituitary  gland  and 
that  a failure  of  ovulation  is  due  to  pitui- 
tary dysfunction,  the  luteinization  mechan- 
ism not  being  touched  off  for  some  reason, 
thought  to  be  caused  by  an  imbalance  be- 
tween the  anterior  pituitary  and  the  fol- 
licle. The  unruptured  follicle  continues  to 
grow  and  produces  excessive  amounts  of 
estrogenic  hormone  until  a reverse  action 
is  exerted  on  the  pituitary  and  a resultant 
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check  in  the  growth  of  the  follicle  which 
brings  about  a so-called  withdrawal  bleed- 
ing without  ovulation. 

In  such  cases,  Hamblin  suggests  the  utili- 
zation of  “rest-periods”  for  the  ovary  by 
administering  substitutional  hormone  ther- 
apy, in  which,  otherwise,  withdrawal  bleed- 
ing might  be  expected  to  occur,  that  is,  es- 
trogenic hormone  throughout  the  inter- 
menstrual  period  (this  now  being  known 
to  be  secreted  throughout  the  cycle)  and 
luteinizing  hormone  during  the  latter  half 
of  the  intermenstrual  period.  This  process 
is  continued  for  about  four  months  after 
which  a period  of  four  months  is  allowed 
to  elapse  without  therapy  and  the  process 
is  repeated.  During  the  second  or  third 
series  of  therapy,  anterior  pituitary  hor- 
mone may  be  added.  The  dosage  of  all  is 
usually  large  but  will  not  be  discussed  here 
because  both  the  estrogenic  and  the  lutein- 
izing products  in  synthetic  form  for  oral 
use  soon  will  be  on  the  market. 

Obviously,  the  quantitative  estimations 
of  hormones  in  the  blood  and  urine  are  im- 
portant aids  in  the  diagnosis  and  treatment 
of  sterility  but  have  the  disadvantage  of 
necessitating  a well  equipped  laboratory 
and  a trained  technician.  Thus  far,  suffi- 
cient data  have  not  been  compiled  to  rely 
too  greatly  on  these  findings  but,  suffice 
it  to  say,  low  values  of  the  hormones  in  the 
blood  or  of  their  end  products  in  the  urine, 
when  correlated  with  the  other  findings  are 
indications  for  the  administration  of  the 
corresponding  products.  These  tests  are 
also  of  diagnostic  aid  in  determining  the 
presence  or  absence  of  ovulation. 

THERAPEUTIC  AND  DIAGNOSTIC  AIDS 

Aside  from  the  general  studies  of  the  fe- 
male, the  Rubin  insufflation  test  probably 
affords  the  greatest  therapeutic  and  diag- 
nostic aid  in  modern  use.  Ferguson  claims 
that  of  98  patients  with  patent  tubes,  84,  or 
85.7  per  cent,  were  known  to  have  become 
pregnant  following  its  use.  In  addition  to 
its  value  in  determining  the  patency  of  the 
tubes  and  after  overcoming  partial  block- 
age, when  combined  with  hysterosalping- 
ography,  it  gives  important  information 
pertaining  to  the  relationship  which  the 


fimbriated  end  of  the  tubes  bears  to  the 
ovary,  the  position  of  the  latter  having  been 
determined  by  bimanual  palpation. 

The  test  is  performed  preferably  at  least 
two  days  after  completion  of  the  menstrual 
period  in  order  to  prevent  any  possibility 
of  backflow  of  endometrial  tissue  and  at 
or  just  before  the  beginning  of  the  concep- 
tion period.  The  test  may  be  repeated  each 
month  as  this  often  temporarily  overcomes 
a partial  blockage.  In  cases  which  reveal 
a complete  blockage,  the  test  should  be  re- 
peated with  the  patient  under  at  least  a 
moderate  amount  of  sedation  and  atropine 
in  order  to  overcome  any  tubal  spasm  which 
may  account  for  blockage.  The  pressure 
should  never  be  forced  above  200  mm.  of 
mercury  for  fear  of  rupturing  an  already 
damaged  tube. 

In  cases  which  reveal  some  anatomic  de- 
fect in  the  male  such  as  hypospadias  or 
some  unusual  condition  in  the  female,  me- 
chanically preventing  the  spermatozoa 
from  being  deposited  in  the  external  os  as 
revealed  by  the  Huhner  test,  artificial  in- 
semination may  be  a solution  to  the  prob- 
lem though  it  is  credited  by  the  laity  with 
being  of  much  more  value  than  it  actually 
is.  When  this  procedure  is  used,  it  must  be 
accomplished  with  the  least  possible 
trauma,  preferably  with  a flexible  cannula, 
because  any  bleeding  excited  in  manipula- 
tion will  render  the  spermatozoon  inert. 
One-half  to  one  c.c.  of  the  seminal  fluid 
is  sufficient  in  amount,  the  injection  of  a 
greater  amount  often  being  accompanied 
by  intense  cramp-like  pain. 

Of  diagnostic  aid  in  the  management  of 
any  case  of  female  sterility,  the  determina- 
tion of  ovulation  is  extremely  important. 
Nearly  every  practitioner  in  gynecology  has 
had  the  experience  of  feeling  a small  ovari- 
an cyst  rupture  under  the  examining  fin- 
ger. Though  this  is  not  an  oft  encountered 
occurrence,  it  is  of  definite  aid  when  cor- 
related with  the  menstrual  history.  As 
stated  above,  endometrial  biopsy  probably 
is  the  greatest  single  aid  in  diagnosis  of 
ovulation  or  anovulation.  Novak,  Hamblin 
and  others  have  aptly  stated  that  this  test 
is  not  to  be  greatly  relied  upon  because 
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the  riddle  of  ovulation  is  still  locked  up  in 
the  pituitary  gland.  Zuck  maintains  that 
basal  body  metabolism  as  indicated  by 
temperature  recordings  and  basal  metabolic 
determinations  is  a guide  to  the  period  of 
ovulation,  a definite  rise  in  these  indicat- 
ing that  ovulation  has  taken  place.  Collins 
claims  this  to  have  been  of  little  or  no  val- 
ue in  his  hands.  Hormonal  studies  will  be 
dismissed  by  stating  that  their  value  in  de- 
termining the  occurrence  of  ovulation  is  un- 
questioned but  have  not  yet  become  practi- 
cal for  general  use  because  of  the  markedly 
technical  nature  of  such  tests.  The  exam- 
iner should  use  every  facility  at  his  com- 
mand and  if  he  be  located  at  or  near  a well 
equipped  medical  center,  all  of  the  above 
methods  may  be  utilized. 

As  DeLee  suggests,  it  would  be  interest- 
ing and  helpful  to  try  to  correlate  Ruben- 
stein’s  contention  of  a massive  desquama- 
tion of  the  vaginal  epithelium  with  a sharp 
rise  in  temperature,  Zuck’s  claim  of 
changes  in  the  basal  metabolic  rate  and 
temperature,  the  electric  potentiometric 
method  of  Burr,  endometrial  biopsy,  hor- 
monal studies  of  the  urine,  and  manual 
palpation  when  possible.  With  these  and 
the  aforementioned  factors,  we  would  then 
almost  certainly  arrive  at  a conclusion  as 
to  when  ovulation  occurred  in  a given  men- 
strual cycle,  even  though  some  women  ovu- 
late and  conceive  during  actual  menstrual 
bleeding. 

The  occurrence  of  spontaneous  abortion 
following  therapy  in  cases  of  sterility  is  so 
common  that  these  couples  should  be 
warned  about  this  possibility.  Since  the 
advent  of  wheat  germ  oil  and  progesterone 
in  the  treatment  of  habitual  abortion,  there 
has  been  marked  success  in  the  manage- 
ment of  same  and  it  is  therefore  logical  to 
advise  that  these  drugs  be  used  in  these 
cases  who  become  pregnant.  Therapy  is 
begun  as  soon  as  the  pregnancy  is  sus- 
pected. Progesterone,  one  unit  once  a 
week,  is  given  until  the  beginning  of  the 
fifth  lunar  month  and  wheat  germ  oil, 
thirty  drops  three  times  a day,  is  given  un- 
til the  beginning  of  the  ninth  lunar  month 
or  beyond. 


Kaplan  claims  to  have  reestablished  men- 
struation in  124  of  142  patients  with  amen- 
orrhea and  52  of  these  subsequently  become 
pregnant  following  roentgen  ray  therapy  to 
the  ovaries  and  pituitary  and  in  a few  in- 
stances to  the  thyroid.  Mazer  and  Baer  al- 
so bear  out  this  contention  as  a therapeutic 
aid. 

PRECAUTIONS  IN  DIAGNOSIS  AND  PROGNOSIS 

Titus  quotes  Rubin  as  follows,  “It  is 
well  to  emphasize  the  fact  that  no  couple 
should  be  told  they  are  sterile  unless  all 
the  factors  have  been  most  scrupulously 
analyzed  and  the  examinations  made  with 
the  greatest  of  care  have  corroborated  each 
other  and  have  been  counterchecked.” 

It  is  distinctly  wise  to  avoid  a final  ver- 
dict of  hopeless  sterility  in  any  instance  be- 
cause of  the  untold  harm  which  can  obvi- 
ously result  in  the  psychic  and  family  life 
of  the  couple  in  question  and  especially  far 
reaching  is  the  harmful  effect  upon  the 
male.  In  cases  of  hopeless  prognosis,  the 
couple  should  be  told  that  conception  is  un- 
certain and  even  unlikely  under  present 
conditions.  Such  advice  often  keeps  the 
examiner  from  being  caught  “holding  the 
bag”,  if  an  error  is  made  and  pregnancy 
does  occur. 

According  to  the  extent  of  the  desire  of 
the  couple  for  children,  operative  inter- 
vention may  be  resorted  to  in  cases  where 
possible  aid  may  be  obtained  from  such 
procedures  as  indicated,  though  remunera- 
tions for  such  efforts  are  few  and  far  be- 
tween. 
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DISCUSSION 

Dr.  Conrad  G.  Collins  (New  Orleans)  : Now, 

about  the  definition  of  sterility:  For  years  we 

have  gone  along  with  the  definition  that  the  woman 
should  try  at  least  three  years  to  become  pregnant, 
and  if  at  the  end  of  three  years  she  had  not  become 
pregnant,  that  could  be  termed  sterility.  I believe 
that  was  all  right  years  ago.  I think  we  must 
modify  the  definition  now,  and  that  will  answer 
Dr.  Dial’s  couples  who  use  contraceptives.  Today, 
when  families  are  planned  as  to  number  and  when 
the  pregnancy  will  take  place,  I think  if  the  couples 
do  not  use  contraceptives  and  desire  a child,  let 
them  go  four  or  five  months  without  treatment.  If 
not  pregnant,  I believe  an  investigation  should  be 
started  immediately,  and  any  factor  that  helps 
them  become  pregnant  should  be  used. 

As  to  whether  contraceptives  do  or  do  not  play 
a part  in  sterility,  I am  not  certain.  Some  people 
insist  that  the  use  of  contraceptives  does  decrease 
the  fertility  of  the  partners;  I am  not  fully  con- 
vinced of  that  myself. 

You  have  heard  Dr.  Dial’s  reference  to  the  case 
reported  by  Dr.  King  where  the  woman  had  an 
imperforate  hymen,  not  infrequently  this  is  a fea- 
ture in  sterility,  and  then  the  semen  should  be 
introduced  into  the  uterine  fundus,  but  there  are 
uteri  acutely  anteflexed,  where  the  cervix  is 
against  the  anterior  vaginal  wall,  where  the  cervix 
is  displaced.  There  it  is  a good  idea  for  the  hus- 


band to  introduce  the  penis  into  the  vagina  until 
the  glans  only  is  in  the  canal  and  let  the  ejaculate 
strike  against  the  cervix.  The  use  of  that  method 
will  lower  the  number  of  operations  performed  for 
retrodisplacements  in  the  treatment  of  sterility. 

Another  factor,  especially  when  there  is  dys- 
pareunia,  is  the  amount  of  relaxation.  We  know 
ovulation  takes  place,  in  a 28  day  cycle,  on  the 
tenth  to  fourteenth  day.  At  that  time,  patients 
who  are  sterile,  with  a woman  of  the  nervous  type, 
no  factor  found,  I prescribe  a dose  of  sedatives 
such  as  nembutal  or  luminal  prior  to  intercourse, 
to  relax  completely.  Women,  especially  those  who 
have  relaxation,  rectoceles,  cystoceles,  beginning 
prolapse  of  the  uterus,  quite  frequently  get  up  to 
urinate  after  intercourse  and  the  semen  runs  out 
the  vagina.  Patients  should  be  instructed  that  they 
elevate  the  hips  on  pillows  following  intercourse. 


As  regards  ovulation,  there  are  methods  of  de- 
termining when  ovulation  takes  place.  That,  how- 
ever, takes  just  an  endometrial  biopsy  to  prove 
that  ovulation  is  taking  place.  We  find  one  of 
two  types  of  endometrium;  either  the  proliferative 
stage,  or  the  differentiating  stage,  which  always 
means  corpus  luteurn.  As  to  time  of  ovulation,  that 
can  be  determined  electrically,  but  New  Haven  is 
the  only  place  they  have  a vaginometer.  The  other 
method  will  be  palpation  of  the  woman’s  abdomen 
repeatedly  throughout  the  menstrual  cycle  to  see 
whether  she  is  getting  enlargement  of  one  or  the 
other  ovary.  Another  method,  introduced  by  Zuck, 
the  accuracy  of  which  is  indefinite  as  yet,(  is  tak- 
ing the  rectal  temperature  daily.  He  states  that 
at  ovulation  time  there  is  a drop  of  Y2  degree. 
Certainly,  there  is  no  harm  in  doing  that  and  if 
the  patient  has  a decided  drop,  prescribe  inter- 
course at  that  time. 


Another  factor  is  infrequently  the  patient  has 
abdominal  pain  when  she  ovulates,  in  one  side  or 
the  other,  the  “mittelschmerz”  of  the  Germans, 
and  will  refuse  to  accept  a partner  at  that  time. 
It  is  just  the  time  when  she  should  have  inter- 
course. If  the  pain  is  too  great,  prescribe  codeine 
and  let  the  patient  have  intercourse  at  the  time 
she  has  pain. 


As  to  dilatation  of  the  cervix  when  the  tubes  are 
patent,  about  the  tenth  day  of  the  cycle  (the  first 
day  of  the  flow  being  the  first  day  of  the  cycle) 
it  is  all  right  to  dilate  the  cervix  and  insufflate 
the  tubes,  and  frequently  your  efforts  will  be  re- 
warded. 

Hormones : To  date  I cannot  say  that  any  woman 
I have  treated  who  has  become  pregnant  has  be- 
come pregnant  as  the  result  of  estrogen,  progestin, 
or  pregnant  mare  serum.  Those  that  have  become 
pregnant  have  become  pregnant  by  the  use  of  thy- 
roid extract  and  acceleration  of  the  basal  metabolic 
rate,  whether  normal  or  low.  I believe  it  is  the 
best  endocrine  product  known  today. 

Wheat  germ  oil  is  valuable  in  keeping  the  preg- 
nancy in  the  uterus,  but  I have  seen  no  effect  on 
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fertility  as  a result  of  the  administration  of  wheat 
germ  oil. 

Surgery  may  be  resorted  to  when  patients  need 
treatment  of  cervicitis  or  of  fibroids.  One  word 
about  tubal  reconstruction ; if  you  are  going  to 
reconstruct  a patient’s  tubes  that  are  blocked, 
remind  her  that  she  has  one  chance  in  22  of  ever 
delivering  a full  term  viable  fetus  as  a result  of 
the  operation. 

Dr.  Eugene  H.  Countiss  (New  Orleans)  : As  to 
the  use  of  iodized  substances,  I might  mention  a 
patient  who  was  recently  operated  upon  seven 
years  after  a salpingogram  had  been  done  with 
lipiodol.  She  had  a suspension  prior  to  the  use  of 
this  oil  and  the  tubes  were  then  patent.  In  the 
absence  of  a history  of  infection,  we  felt  justified 
in  accrediting  partially  blocked  tubes,  perisalpingi- 
tis and  oophoritis  to  the  iodized  oil.  In  another  case, 
oil  was  found  encapsulated  within  the  fallopian 
tube  six  years  after  instillation. 

I feel  that  it  is  rarely,  if  ever,  necessary  to  in- 
still opaque  media  at  the  time  of  tubal  insufflation. 
A partially  blocked  tube  may  be  completely  oc- 
cluded by  the  irritation  of  an  opaque  substance. 
As  long  as  one  tube  is  open  to  air,  there  is  no 
necessity  of  salpingography,  though  if  one  is  to 
be  used,  skiodan,  which  is  more  readily  absorbed, 
is  preferable. 

Following  an  insufflation,  a patient  should 
never  be  told  that  the  fallopian  tubes  are  blocked 
unless  the  procedure  is  repeated  at  least  once.  Not 
infrequently  tubes  that  are  apparently  closed  to 
air  injected  through  the  cervix  are  found  to  be 
patent  when  insufflated  from  the  fimbriated  ends. 

Dr.  W.  A.  Dial  (In  closing)  : Obviously,  the 

subject  of  sterility  is  so  broad  that  all  of  its  phases 
cannot  be  even  touched  upon  in  such  a limited  time. 

Dr.  Collins  stressed  the  use  of  thyroid  substance. 
There  is  no  doubt  that  it  is  the  most  important 
hormonal  drug  used,  not  only  in  the  treatment  of 
sterility  but  also  in  the  management  of  other  gyne- 
cologic problems  as  well.  It  should  be  used  as  an 
empiric  measure  in  all  patients,  both  male  and  fe- 
male, to  the  point  of  tolerance.  Some  may  not 
tolerate  more  than  1/10  grain  to  start  but  they 
may  be  gradually  worked  up  to  tolerance  and 
then  the  dose  is  slightly  reduced  and  maintained. 

As  to  the  use  of  estrogenic  and  luteinizing  hor- 
mones, we  are  not  giving  them  in  adequate  dosage 
now.  I believe  that  in  a few  months,  those  drugs 
will  be  available  in  new,  oral  forms  and  they  will 
be  a great  deal  more  valuable  than  those  which 
are  used  today. 

Hamblin,  who  spoke  here  some  months  ago, 
stated  that  about  50  per  cent  of  his  cases  are  hor- 
monal in  origin  but,  remember,  these  are  filtered 
cases;  all  of  the  minor  problems  have  been  ironed 
out  before  the  patient  is  referred  to  him.  He  be- 
lieves that  the  ovary,  like  any  other  tissue  in  the 
body,  becomes  overtaxed;  it  is  working  at  full 
speed  and  this  is  not  enough.  He  institutes  rest 


periods  by  giving  substitutional  hormone  as  pre- 
viously described.  Novak,  Hamblin,  Ross,  Collins 
and  others  claim  that  there  have  not  been  enough 
pregnancies  following  the  use  of  pregnant  mare’s 
serum  to  warrant  any  further  consideration  of  its 
use. 

As  Dr.  Countiss  stressed,  I like  to  insufflate 
these  patients  each  month  prior  to  the  conception 
period.  If  an  unsuspected  pregnancy  already  exists, 
it  will  not  be  disturbed  by  this  procedure. 

o 

THE  USE  OF  SULFANILAMIDE  IN 
PERITONITIS* 

MARSHALL  L.  MICHEL,  M.  D.f 
New  Orleans 

Peritonitis,  whether  it  be  localized  or 
generalized,  is  still  an  important  surgical 
problem.  The  mortality,  in  spite  of  many 
advances  in  treatment,  remains  appallingly 
high. 

Since  the  introduction  of  sulfanilamide 
and  related  compounds,  many  types  of  sur- 
gical infections  have  been  successfully 
treated  with  these  drugs.  One  of  the  first 
experimental  investigations  demonstrating 
the  value  of  sulfanilamide  in  hemolytic 
streptococcal  infections  was  performed  by 
Domagk1  in  controlling  experimental  mouse 
peritonitis.  However,  it  has  been  only  re- 
cently that  the  successful  clinical  use  of  the 
drug  in  peritonitis  has  been  reported. 

It  is  now  the  opinion  of  many  clinicians 
that  the  use  of  sulfanilamide  in  adequate 
dosage  is  of  definite  value  in  the  treatment 
of  peritonitis.  This  opinion  is  based  not  only 
on  recent  reports  of  the  actual  successful 
use  of  the  drug  with  an  apparent  improve- 
ment in  mortality  statistics,  but  also  is 
based  on  well-known  concepts  of  the  path- 
ology and  bacteriology  of  peritonitis  and  the 
proved  action  of  the  drug  on  certain  specific 
bacteria. 

BASIC  PRINCIPLES  OF  THE  USE  OF  SULFANILAMIDE 
IN  PERITONITIS 

Chemotherapy,  in  any  particular  infec- 
tion, should  be  based  first  of  all  on  the 
effect  of  the  drug  on  the  specific  bacteria 
responsible  for  the  infection.  Another  fac- 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, June  10,  1940. 

fFrom  the  Surgical  Service,  Touro  Infirmary, 
New  Orleans. 
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tor  to  be  considered  is  the  manner  in  which 
the  drug  is  absorbed,  distributed  through- 
out the  body  tissues,  and  excreted.  Further- 
more, the  actual  pathologic  changes  which 
are  present  are  also  of  importance  in  de- 
termining the  effectiveness  of  the  drug. 

The  use  of  sulfanilamide  and  allied  com- 
pounds in  the  treatment  of  peritonitis  is 
based  on  three  principles:  (1)  The  clinical 
and  experimental  evidence  showing  that  the 
drug  can  be  recovered  in  high  concentra- 
tions in  the  peritoneal  cavity;  (2)  the 
specific  therapeutic  effect  of  sulfanilamide 
on  the  bacteria  most  frequently  found  in 
cases  of  peritonitis;  (3)  the  nature  of  the 
pathologic  changes  which  take  place  in  peri- 
tonitis. 

Marshall,2  Long,3  and  Bliss3  have  demon- 
strated that  sulfanilamide  diffuses  rapidly 
into  all  body  tissues  and  fluids.  Further- 
more, the  drug  is  present  in  relatively  high 
concentrations  in  the  peritoneal  fluids. 
Long3  and  Bliss3  have  also  demonstrated  the 
presence  of  sulfanilamide  in  transudates 
and  exudates. 

Ravdin,  Rhoads,  and  Lockwood4  have 
shown  in  experimental  animals  that  the 
sulfanilamide  concentration  in  the  perito- 
neal fluid  reaches  a high  level  in  as  short  a 
time  as  an  hour  and  a half  after  the  admin- 
istration of  sulfanilamide  by  hypoder- 
moclysis.  It  is  therefore  evident  that  sulfa- 
nilamide is  present  in  the  normal  fluid  of 
the  peritoneal  cavity,  as  well  as  in  the  path- 
ologic exudates  and  transudates.  This  is 
now  considered  to  be  true  of  all  the  serous 
membranes  of  the  body,  and  is  the  basis  of 
the  treatment  of  arthritis,  meningitis,  and 
empyema,  as  well  as  peritonitis. 

The  specific  effect  which  sulfanilamide 
has  on  certain  particular  micro-organisms 
is  important  in  explaining  why  sulfanila- 
mide should  be  of  value  in  the  treatment 
of  many  types  of  peritonitis. 

The  most  frequent  type  of  peritonitis 
with  which  we  are  obliged  to  cope  is  that 
type  occurring  as  a complication  of  appendi- 
citis, with  or  without  actual  perforation.  In 
this  condition,  it  is  generally  accepted  that 
the  colon  group  ( B . Coli  and  others)  and 


streptococci  are  the  most  common  invaders 
of  the  peritoneum. 

Experimentally,  Bower,  Burns,  and 
Mengle5  have  produced  appendiceal  perito- 
nitis by  ligating  the  base  as  well  as  the 
blood  supply  in  dogs,  followed  with  a large 
dose  of  castor  oil.  In  the  resulting  perito- 
nitis in  these  animals,  the  colon  group  and 
streptococci  were  the  most  frequent  organ- 
isms isolated. 

Ravdin,4  in  a large  series  of  peritoneal 
cultures  in  appendiceal  peritonitis,  found 
B.  coli  to  be  the  most  frequent  organism 
cultured.  Streptococci,  both  hemolytic  and 
non-hemolytic,  were  next  in  frequency. 
Corry,  Brewer,  and  Nicol0  and  others  report 
similar  results  in  their  investigations  of  the 
bacteriology  of  appendiceal  peritonitis. 

Long,3  Bliss,3  Domagk,1  Lockwood7  and 
numerous  other  investigators  have  proved 
conclusively,  both  experimentally  and  clin- 
ically, that  sulfanilamide  is  of  definite  ther- 
apeutic value  in  the  treatment  of  infections 
due  to  many  types  of  streptococci,  both 
hemolytic  and  non-hemolytic. 

The  efficiency  of  sulfanilamide  against 
B.  coli  is  almost  as  widely  accepted.  Burns8 
states  that  over  60  per  cent  of  urinary  tract 
infections  due  to  B.  coli  can  be  cured  with 
sulfanilamide.  Cokkinis,9  Helmholz,10  and 
others  also  report  the  efficacy  of  sulfa- 
nilamide in  the  treatment  of  urinary  infec- 
tions due  to  the  colon  group.  It  is  reason- 
able to  believe  that  sulfanilamide  would  also 
be  effective  against  colon  infections  of  the 
peritoneal  cavity. 

The  importance  of  anerobes  in  appendi- 
ceal peritonitis  has  been  stressed  by  Bower,5 
Ravdin,4  and  others.  Clostridium  welchii  is 
the  most  frequent  anerobe  that  can  be 
cultured.  When  anerobes  can  be  isolated 
by  cultures  from  the  peritoneum,  B.  welchii 
is  found  in  over  60  per  cent  of  the  cases  ac- 
cording to  the  statistics  of  Bower,  Burns, 
and  Mengle.8  Bohlman11  and  others  have 
demonstrated  the  chemotherapeutic  value 
of  sulfanilamide  in  infections  due  to  B. 
ivelchii.  Therefore,  it  is  evident  that  sulfa- 
nilamide has  a specific  action  against  the 
colon  group,  streptococci,  and  B.  welchii, 
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the  three  most  common  organisms  isolated 
in  appendiceal  peritonitis. 

It  is  probably  true,  also,  that  these  are  the 
principal  micro-organisms  involved  in  per- 
foration of  the  large  and  small  bowel  at 
other  points,  with  resulting  peritonitis. 

Cheney/4  and  Walters15  have  shown  that 
the  colon  group  of  organisms  as  well  as 
streptococci  are  also  the  most  frequent 
micro-organisms  involved  in  cholecystic 
disease.  Cokkinis9  has  reported  good  results 
in  the  conservative  treatment  of  acute  chole- 
cystitis with  sulfanilamide,  and  it  is  reason- 
able to  assume  that  the  drug  would  also  be 
of  value  in  those  cases  complicated  by  peri- 
toneal involvement. 

Practically  all  authorities  agree  that  suf- 
fanilamide  has  a specific  action  against  in- 
fections caused  by  the  gonococcus.  In  pelvic 
peritonitis  as  a complication  of  gonorrheal 
disease  of  the  female  generative  organs,  the 
most  frequent  secondary  invaders  are  strep- 
tococci and  the  colon  group.  Therefore,  from 
a bacteriologic  standpoint,  sulfanilamide 
should  be  of  value  in  such  cases. 

In  peritonitis  resulting  from  puerperal 
sepsis  or  other  obstetric  complications, 
streptococci  are  the  offending  micro-organ- 
isms in  a large  percentage  of  the  cases.  It 
is  generally  agreed  that  sulfanilamide  is 
highly  effective  against  such  infections. 

In  so-called  primary  peritonitis,  that  type 
in  which  no  definite  intra-abdominal  focus 
is  present  and  which  is  considered  to  be 
blood  borne,  sulfanilamide  is  of  value  in  a 
large  percentage  of  cases.  This  type  of  peri- 
tonitis occurs  practically  always  in  children. 
In  an  analysis  of  67  cases,  Ladd,  Botsford, 
and  Curnen16  have  shown  that  47  cases  (70 
per  cent)  were  due  to  streptococci.  In  these 
cases,  caused  by  the  streptococcus,  large 
doses  of  sulfanilamide  are  of  definite  value. 
In  the  remaining  30  per  cent  of  these  cases 
of  primary  peritonitis,  the  pneumococcus 
was  the  offending  organism.  Sulfapyridine 
therapy  is  indicated  instead  of  sulfanila- 
mide. 

The  importance  of  making  a bacteriolog- 
ic diagnosis  either  by  blood  culture,  or  by 
parencentesis  and  culture  of  the  fluid  ob- 
tained, or  by  cultures  from  the  peritoneum 
at  operation,  is  extremely  important  in  the 


handling  of  cases  of  childhood  primary 
peritonitis.  Chemotherapeutic  measures 
with  sulfanilamide  and  sulfapyridine,  as 
well  as  specific  pneumococcal  serum,  give 
a much  more  hopeful  outlook  in  such  cases. 

In  summarizing  this  brief  review  of  the 
bacteriology  of  peritonitis,  it  is  evident  that 
many  types  of  peritonitis  are  caused  by 
micro-organisms  which  are  susceptible  to 
sulfanilamide  and  allied  compounds. 

Lockwood,  Coburn,  and  Stokinger7  believe 
that  the  gross  pathologic  characteristics  of 
any  particular  infectious  lesion  are  of  im- 
portance in  determining  the  effectiveness  of 
sulfanilamide  in  the  treatment  of  the  condi- 
tion. It  is  their  opinion  that  any  infection, 
which  is  characterized  by  rapid  invasion  of 
contiguous  structures,  and  associated  with 
a minimal  degree  of  necrosis,  responds  more 
favorably  to  sulfanilamide  than  an  infec- 
tion in  which  there  is  considerable  tissue 
injury  and  necrosis,  or  which  is  confined  to 
a localized  abscess.  This  is  borne  out  clin- 
ically by  the  fact  that  septicemia, erysipelas, 
septic  sore  throat,  puerperal  sepsis,  lym- 
phangitis, meningitis,  as  well  as  peritonitis 
and  other  conditions  of  the  former  type,  re- 
spond well  to  sulfanilamide,  whereas  local- 
ized abscesses,  of  all  types,  infected  hema- 
tomas, chronic  osteomyelitis,  and  similar 
conditions,  respond  very  poorly  if  at  all. 

Snodgrass17  explains  the  efficacy  of  sul- 
fanilamide against  streptococci  on  the 
grounds  that  “invasiveness”  is  the  most  out- 
standing characteristic  of  this  organism 
from  a standpoint  of  pathologic  physiology. 
It  is  against  this  property  of  “invasiveness” 
that  sulfanilamide  is  most  valuable,  be  it  a 
streptococcus  or  any  of  the  other  micro-or- 
ganisms successfully  combated  by  the  drug. 

Peritonitis  is  definitely  a type  of  infec- 
tion characterized  by  rapid  spread.  The 
peritoneum  is  richly  supplied  with  blood 
vessels  and  lymphatics,  and  seldom  do  we 
see  ulceration  or  gangrene,  although  local- 
ized abscesses  do  occur. 

The  importance  of  the  blood  supply  to  an 
organ  or  tissue  is  another  factor  in  determ- 
ining the  effectiveness  of  sulfanilamide. 
The  drug  is  distributed  through  the  blood 
stream,  and  diffuses  out  into  the  body  tis- 
sues. Thus,  the  rich  vascularity  of  the  peri- 
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toneum,  particularly  in  inflammatory  con- 
ditions, is  an  important  factor  in  the  effec- 
tiveness of  sulfanilamide  in  peritonitis. 

RESULTS  OF  TREATMENT 

A number  of  favorable  reports  have  re- 
cently been  made  on  the  actual  treatment  of 
peritonitis  with  sulfanilamide  and  related 
compounds.  Most  of  these  reports  are  con- 
cerning the  successful  treatment  of  ap- 
pendiceal peritonitis. 

From  an  experimental  standpoint,  Bower, 
Burns,  and  Mengle5  have  produced  appendi- 
ceal peritonitis  in  dogs  as  mentioned  above. 
In  a control  series,  in  which  the  usual 
methods  of  treatment  were  used  (without 
sulfanilamide) , the  mortality  was  91.7  per 
cent.  In  another  group  of  animals  receiving 
the  same  type  of  treatment  in  addition  to 
sulfanilamide,  the  resulting  mortality  was 
only  50  per  cent. 

Ravdin,4  in  treating  a large  series  of  cases 
of  acute  appendicitis,  with  and  without 
peritonitis,  has  reduced  his  mortality  from 
1.5  to  0.4  per  cent  in  all  cases  of  acute  ap- 
pendicitis. The  use  of  sulfanilamide  was  the 
only  change  in  his  method,  and  was  used 
only  in  those  cases  with  actual  complica- 
tions or  threatened  complications.  Cok- 
kinis,9  Corry  and  Brewer,0  Nicol,0  and 
others  have  also  reported  the  value  of  sulf- 
anilamide in  the  treatment  of  appendiceal 
peritonitis. 

Ladd,  Botsford,  and  Curnen,10  and 
Bianks18  have  reported  favorable  results  in 
the  treatment  of  primary  streptococcal  peri- 
tonitis with  sulfanilamide.  These  same 
writers  report  the  successful  treatment  of 
primary  pneumococcal  peritonitis  with  sul- 
fapyridine. 

There  are  only  isolated  instances  in  the 
literature  dealing  with  the  successful  treat- 
ment of  peritonitis  due  to  cholecystic 
disease,  or  other  perforations  of  the  intes- 
tinal tract.  However,  as  previously  stated, 
because  of  the  pathologic  picture  in  these 
types  of  peritonitis  and  because  of  the  type 
of  bacteria  usually  isolated,  sulfanilamide 
therapy  should  be  of  value. 


SUMMARY  OF  TREATMENT  OF  14  CASES  OF 
PERITONITIS 

During  the  past  four  months,  on  the  Sur- 
gical Service  at  Touro  Infirmary,  15  pa- 
tients with  various  types  of  peritonitis  have 
been  treated  with  large  doses  of  sulfanila- 
mide given  subcutaneously  as  a hypodermo- 
clysis.  This  series  is  far  too  small  to  justify 
any  final  conclusions  as  to  the  value  of  sul- 
fanilamide in  peritonitis.  Nevertheless,  the 
fact  remains  that  all  of  these  were  ex- 
tremely ill  patients,  classified  definitely  as 
peritonitis  of  various  types,  and  there  has 
been  no  mortality.  Furthermore,  there  have 
been  no  serious  toxic  effects  from  the  ad- 
ministration of  large  doses  of  sulfanilamide 
by  hypodermoclysis  of  these  cases.  Ten  of 
these  15  cases  are  classified  as  appendiceal 
peritonitis;  four  of  the  ten  are  classified 
as  generalized  peritonitis,  and  six  as  spread- 
ing peritonitis. 

There  were  two  cases  of  pelvic  peritonitis 
resulting  from  septic  puerperal  complica- 
tions. The  remaining  three  cases  were 
postoperative  complications  of  a ruptured 
tubo-ovarian  abscess,  of  an  abdominal  com- 
plete hysterectomy,  and  of  a vaginal  hyste- 
rectomy. All  of  these  patients  received 
large  doses  of  sulfanilamide  by  hypodermo- 
clysis, and  all  have  recovered. 

METHOD  USED  IN  ADMINISTRATION  OF 
SULFANILAMIDE 

In  treating  these  15  cases,  the  technic  re- 
cently advocated  by  Ravdin  has  been  closely 
followed.  A normal  saline  solution  contain- 
ing 120  grains  of  crystalline  sulfanilamide 
to  each  1000  c.  c.  is  administered  as  a hypo- 
dermoclysis. The  average  adult  usually  re- 
ceived 250  c.  c.  of  this  solution  every  six 
hours,  amounting  to  1000  c.  c.  or  120  grains 
during  24  hours.  This  dose  was  either 
continued  for  several  days  or  gradually  re- 
duced depending  on  the  response  of  the 
patient.  The  hypodermoclyses  were  usually 
administered  into  the  lateral  aspect  of  the 
thighs,  with  no  serious  discomfort  to  the 
patient.  In  a few  cases,  only  90  grains  per 
24  hours  were  given  to  adults. 

Children  received  smaller  doses,  depend- 
ing on  their  weight  and  age.  However,  child- 
ren, generally  speaking,  tolerate  the  drug 
better  than  do  adults.  Relatively  higher 


Michel — Sulfanilamide  in  Peritonitis 


423 


dosages  are  necessary  in  children  to  main- 
tain an  adequate  blood  concentration.  This 
is  probably  due  to  the  fact  that  the  renal 
function  of  children  is  usually  better  than 
the  average  adult.  Sulfanilamide,  as  is  well 
known,  is  almost  entirely  excreted  by  the 
kidneys. 

There  are  two  phases  concerning  the  ad- 
ministration of  sulfanilamide  to  surgical 
cases  which  should  be  stressed.  First,  an 
adequate  blood  concentration  should  be 
maintained,  that  is,  at  least  5 mg.  per  100 
c.  c.  Secondly,  the  drug  must  be  adminis- 
tered at  regular  hourly  intervals  so  as  to 
maintain  the  blood  concentration  at  a con- 
stant level. 

The  average  blood  level  in  this  series  was 
6.9  mg.  The  drug  was  administered  regu- 
larly day  and  night  at  six  hour  intervals. 
The  average  duration  of  administration  of 
the  drug  was  four  to  four  and  half  days, 
being  discontinued  when  it  was  believed  the 
infection  was  definitely  under  control. 

Maes19  states  that  he  has  previously  used 
intramuscular  injections  of  prontosil  in  the 
treatment  of  peritonitis.  However,  in  spite 
of  relatively  large  doses,  he  was  not  able  to 
obtain  blood  sulfanilamide  levels  high 
enough  to  be  of  therapeutic  value.  For  this 
reason,  he  also  now  advocates  the  use  of  the 
highly  purified,  soluble  form  of  sulfanila- 
mide known  as  “prontylin  crystals,”  given 
in  a hypodermoclysis  of  normal  saline.  By 
using  the  drug  in  this  form,  it  is  possible 
rapidly  to  obtain  and  maintain  high  blood 
concentrations. 

The  administration  of  sulfanilamide  by 
hypodermoclysis  in  peritonitis  is  superior  to 
mouth  administration  for  a number  of 
reasons.  The  absorption  of  the  drug  from 
the  gastrointestinal  tract  is  much  slower 
and  much  less  constant  than  when  given  by 
the  parenteral  route.  Furthermore,  the 
nausea,  vomiting,  and  distention  which  so 
often  are  present  in  peritonitis  make  the  ad- 
ministration of  the  drug  by  mouth  particu- 
larly ineffective.  Added  to  this  is  the 
nausea  and  vomiting  which  may  be  pro- 
duced by  the  drug  itself. 

In  primary  pneumococcal  peritonitis  in 
children,  sulfapyridine  in  the  form  of  the 


soluble  sodium  salt  can  be  administered  in 
large  doses  either  intravenously  or  by  hypo- 
dermoclysis. I have  had  no  recent  experi- 
ence with  primary  pneumococcal  peritonitis, 
but  have  witnessed  the  successful  adminis- 
tration of  sulfapyridine  to  pneumonia  pa- 
tients both  by  the  subcutaneous  and  intra- 
venous routes. 

TOXICITY 

The  toxic  manifestations  of  sulfanila- 
mide when  administered  by  hypodermocly- 
sis are  essentially  the  same  as  those  which 
occur  when  the  drug  is  given  by  mouth.  In 
this  particular  series,  the  toxic  manifesta- 
tions of  the  drug  have  been  very  mild,  al- 
though relatively  large  doses  have  been 
given. 

Cyanosis  was  the  most  frequent  toxic 
manifestation.  In  14  patients,  nine  had 
cyanosis  of  varying  degrees.  Long3,  Bliss3, 
Ravdin4,  Snodgrass17  and  other  authorities 
agree  that  this  cyanosis  is  not  to  be  re- 
garded seriously.  It  is  by  no  means  an  in- 
dication for  stopping  sulfanilamide  therapy. 
In  this  series,  the  cyanosis  was  disregarded 
almost  entirely  unless  accompanied  by  other 
more  serious  manifestations  of  drug  tox- 
emia. 

Of  these  14  patients,  four  showed  a slight 
decrease  in  the  red  blood  cell  count,  which 
may  or  may  not  have  been  due  to  the  drug. 
In  two  instances  there  was  a slight  fall  in 
the  white  blood  cell  count  during  the  time 
sulfanilamide  was  administered.  In  none 
of  these  patients,  however,  was  there  a 
marked  leukopenia,  agranulocytosis,  or 
anemia  which  could  be  definitely  attributed 
to  the  drug.  However,  during  the  adminis- 
tration of  sulfanilamide,  the  blood  picture 
must  be  followed  closely  from  day  to  day, 
because  agranulocytosis  and  hemolytic  an- 
emia are  two  of  the  most  feared  toxic  mani- 
festations of  the  drug.  A complete  blood 
picture  should  be  recorded  every  24  to  48 
hours  during  sulfanilamide  therapy. 

In  practically  all  of  these  patients, 
there  has  been  a definite  tendency  to  an 
acidosis.  This  chemical  imbalance  was 
combated  by  the  administration  of  Hart- 
mann’s solution  intravenously.  Other  ob- 
servers have  also  reported  this  phenome- 
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non,  and  have  recommended  the  adminis- 
tration of  sodium  lactate  intravenously  or 
sodium  bicarbonate  by  mouth  as  methods  of 
combating  the  acidosis.  Because  of  this 
disturbed  chemistry,  these  patients  should 
have  frequent  blood  chemistry  determina- 
tions. 

Recently,  at  the  New  Orleans  Graduate 
Medical  Asembly,  Braasch-0  of  the  Mayo 
Clinic,  warned  against  use  of  sulfanilamide 
by  hypodermoclysis  because  of  the  local  tis- 
sue necrosis  which  may  take  place  at  the 
site  of  the  injection.  This  has  not  been  my 
experience.  I have  administered  the  highly 
purified  form  of  sulfanilamide  crystals  by 
hypodermoclysis  in  over  30  cases  of  peri- 
tonitis and  other  conditions,  without  a sin- 
gle instance  of  local  tissue  damage.  It  is  my 
opinion  that  this  method  is  comparatively 
safe  if  the  crystalline  sulfanilamide  is  ad- 
ministered in  a sterile  saline  solution  at  a 
reasonably  slow  rate  and  with  strict  aseptic 
precautions. 

Although  we  have  been  fortunate  in  that 
there  have  been  no  serious  toxic  effects 
from  the  drug  in  this  series  of  cases,  the  im- 
portance of  the  toxicity  of  sulfanilamide 
cannot  be  too  strongly  emphasized.  Patients 
receiving  large  doses  of  sulfanilamide  must 
be  closely  observed.  The  occurrence  of  fever 
out  of  proportion  to  the  disease  itself  should 
frequently  be  a warning  signal.  According 
to  Long  and  Bliss3,  this  “drug  fever”  fre- 
quently precedes  by  several  days  the  more 
serious  toxic  complications  such  as  jaun- 
dice, hemolytic  anemia,  or  agranulocytosis. 
As  Cokkinis9  has  said,  sulfanilamide  is  a 
“double  edged  weapon”  and  evidence  of 
toxicity  must  be  closely  watched  for.  The 
drug  should  be  stopped  immediately  if 
there  is  any  indication  that  serious  toxic  ef- 
fects may  take  place. 

At  the  present  time,  sulfanilamide  is 
widely  used  for  many  types  of  infections.  It 
is  frequently  of  value  to  question  patients 
before  beginning  sulfanilamide,  as  to 
whether  or  not  they  have  previously  taken 
the  drug.  A history  of  intolerance  to  the 
drug  is  probably  the  only  contraindication 
to  trying  its  use  in  those  infections  where 
it  is  known  to  be  of  value. 


OTHER  PHASES  OF  THE  TREATMENT  OF 
PERITONITIS 

In  discussing  the  use  of  sulfanilamide  in 
peritonitis,  the  other  phases  of  the  treat- 
ment of  this  serious  surgical  condition  are 
not  to  be  overlooked.  My  experiences  with 
the  Miller-Abbott  tube  in  approximately  35 
cases  of  paralytic  ileus,  both  with  and  with- 
out peritonitis,  have  been  extremely  gratify- 
ing. This  method  of  intestinal  intubation  is 
an  important  advance  in  the  treatment  of 
both  mechanical  and  paralytic  ileus.  In  this 
small  series  of  14  cases,  the  Miller-Abbott 
tube  was  used  successfully  in  seven  of  the 
14  cases. 

Furthermore,  the  peritonitis  case  should 
receive  adequate  intravenous  fluids  and 
blood  transfusions  as  indicated.  Transfu- 
sions should  probably  be  used  more  fre- 
quently when  large  doses  of  sulfanilamide 
are  given,  because  of  the  tendency  of  the 
drug  to  cause  a decrease  in  both  the  red  and 
white  blood  cells.  The  chemical  balance  of 
the  patient  must  be  closely  watched,  and 
fluids  administered  accordingly.  Vitamins 
are  administered  by  the  parenteral  route  as 
indicated.  The  patient,  generally  speaking, 
should  receive  practically  nothing  by  mouth. 
Adequate  sedation,  particularly  in  the  form 
of  morphine,  should  be  prescribed. 

LOCALIZED  PERITONEAL  ABSCESSES 

The  use  of  sulfanilamide  in  peritonitis 
does  not  eliminate  the  necessity  of  frequent- 
ly draining  localized  abscesses.  In  this 
series  of  14  cases,  six  localized  abscesses  de- 
veloped, all  of  which  were  successfully 
drained.  All  six  of  these  occurred  in  patients 
with  appendiceal  peritonitis,  three  in  the 
cul  de  sac,  and  three  in  the  lower  right 
quadrant. 

Any  patient  with  peritonitis  who  is  re- 
ceiving sulfanilamide  therapy  should  be 
watched  closely  for  the  occurrence  of  ab- 
scesses. Sulfanilamide  is  not  to  be  consid- 
ered the  treatment  of  choice  in  localized 
intraperitoneal  abscesses.  The  correct  treat- 
ment is  still  incision  and  drainage,  if  actual 
pus  is  present.  Sulfanilamide,  however,  it  is 
believed  will  tend  to  prevent  a generalized 
spread  of  the  infection. 
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Furthermore,  localized  palpable  inflam- 
matory masses  of  the  peritoneum  will  fre- 
quently resolve  under  sulfanilamide  ther- 
apy. Cokkinis9  has  reported  excellent  re- 
sults in  the  delayed  treatment  of  compli- 
cated appendicitis  with  a palpable  inflam- 
matory mass  in  the  lower  right  quadrant. 
In  a very  large  percentage  of  his  cases, 
these  masses  resolved  spontaneously  under 
sulfanilamide  therapy. 

PROPHYLACTIC  USE  OF  SULFANILAMIDE 

The  use  of  sulfanilamide  in  the  prophy- 
laxis of  peritonitis  in  cases  where  contami- 
nation of  the  peritoneal  cavity  is  expected 
merits  further  study.  In  a few  isolated 
cases,  the  drug  has  been  used  pre-  and  post- 
operatively  in  operations  upon  the  large 
bowel.  These  reports,  however,  are  too  few 
to  justify  any  conclusions  at  the  present 
time. 

There  is  a conflict  of  opinions  as  to  the 
exact  effect  of  sulfanilamide  on  the  anti- 
body mechanism.  Cokkinis9,  for  example, 
states  that  the  sulfanilamide  should  not  be 
used  in  acute  appendicitis  during  the  first 
48  hours,  because  the  administration  of  the 
drug  may  interfere  with  the  immunity  re- 
sponse. On  the  same  basis,  the  drug  should 
possibly  not  be  given  in  peritonitis  cases 
until  the  infection  has  established  itself 
and  an  immunologic  response  is  manifest 
usually  by  the  presence  of  fever  and  leuko- 
cytosis. Therefore,  it  is  evident  that  the 
value  of  sulfanilamide  as  a prophylaxis 
against  peritonitis  is  still  uncertain. 

SUMMARY 

The  use  of  sulfanilamide  in  peritonitis  is 
based  on  three  principles : (1)  The  presence 
of  sulfanilamide  in  large  concentrations  in 
the  fluids  and  exudates  of  the  peritoneal 
cavity;  (2)  the  specificity  of  sulfanilamide 
in  combating  the  micro-organisms  most 
frequently  isolated  in  peritonitis;  (3)  the 
property  of  the  drug  to  be  more  effective 
against  lesions  presenting  the  pathologic 
characteristics  of  rapid  spread  with  little 
local  reaction  and  necrosis  such  as  is  pres- 
ent in  peritonitis. 

Fourteen  patients  with  peritonitis  of 
various  types  who  have  been  treated  with 


large  doses  of  sulfanilamide  have  been 
studied.  There  has  been  no  mortality.  This 
series  is  to  small  to  draw  any  final  conclu- 
sions; however,  I believe  the  results  justify 
this  preliminary  report. 

The  administration  of  crystalline  sulf- 
anilamide in  saline  solution,  according  to 
the  technic  recently  advocated  by  Ravdin, 
is  recommended  as  the  method  of  choice  in 
peritonitis.  The  drug  is  administered  as  a 
hypodermoclysis  at  regular  hourly  inter- 
vals. Doses  of  120  grains  per  24  hours  are 
generally  given  to  adults.  It  is  recommended 
that  the  blood  concentration  be  kept  above 
5 mg.  until  the  infection  is  under  control. 

In  this  series,  there  have  been  no  serious 
toxic  reactions.  However,  the  toxic  effects 
of  the  drug  are  not  to  be  underestimated, 
and  must  be  carefully  guarded  against. 
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DR.  THOMAS  HUNT* 

RUDOLPH  M.  LANDRYf 
New  Orleans 

I imagine  almost  all  medical  students  pick 
out  one  or  several  men  in  their  profession 
and  try  to  duplicate  their  careers  to  a 
greater  or  lesser  extent.  However,  few  if 
any,  at  least  in  recent  years,  have  attempted 
to  follow  the  example  of  Dr.  Thomas  Hunt. 
And  this  is  unfortunate,  for  that  man  was 
not  only  one  of  the  best  doctors  in  his  part 
of  the  country,  but  also  a great  organizer. 
It  was  he  who  was  largely  responsible  for 
establishing  and  building  up  what  is  known 
today  as  the  Tulane  University  School  of 
Medicine. 

Dr.  Thomas  Hunt  was  born  in  Charles- 
ton, S.  C.  on  May  18,  1808.  He  came  from 
two  very  distinguished  families,  and  he  and 
his  brothers  carried  the  name  to  even 
greater  glory.  His  paternal  grandfather 
was  Governor  of  Bahama  and  president  of 
the  King’s  Council  at  Nassau.  His  father, 
following  more  or  less  this  same  line,  came 
to  Charleston  to  establish  his  law  practice. 
Here,  he  became  a planter  and  a member  of 
the  Legislature  of  South  Carolina,  besides 
serving  his  original  profession.  Mr.  Hunt 
married  a woman  of  a distinguished  South 
Carolina  family,  and  had  five  children — all 
boys. 

The  life  of  young  Thomas  pointed 
strongly  toward  a legal  career,  as  did  his 
brothers’.  However,  in  his  late  teens  he 
deserted  his  family’s  profession  and  turned 
to  the  study  of  medicine.  He  attended  the 
University  of  Pennsylvania  and  was  gradu- 
ated from  this  institution  in  1829.  He  then 
returned  to  Charleston,  but  soon  left  to 
study  at  the  great  medical  center  of  the 
world — Paris.  He  remained  here  for  18 
months,  but  was  then  called  home  by  the 
untimely  death  of  his  father.  He  now  set- 
tled down  to  practice  medicine  in  Charles- 
ton. 

His  first  big  opportunity  presented  itself 
when  the  brig  Amelia  was  wrecked  on  Folly 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, May  13,  1940. 

fFrom  the  History  of  Medicine  Society,  Tulane 
University. 


Island,  just  outside  the  harbor  of  Charles- 
ton. An  epidemic  of  cholera  broke  out 
among  the  passengers  of  this  ship,  and  Dr. 
Hunt  was  called  upon  for  his  services.  He 
performed  nobly,  and  worked  untiringly 
until  the  epidemic  was  checked.  However, 
the  important  part  of  this  episode  was  that 
Dr.  Warren  Stone  was  a passenger  of  this 
ship,  and  a firm  friendship  was  established 
that  was  to  last  for  over  30  years. 

In  1833  Hunt  came  to  New  Orleans  to 
study  cholera  and  established  a fine  reputa- 
tion. He  was  soon  elected  surgeon  to 
Charity  Hospital,  but  relinquished  this 
position  because  of  its  poor  remuneration 
and  because  he  had  already  formulated 
plans  for  establishing  a medical  school  in 
New  Orleans,  and  chose  to  devote  his  time 
to  this  undertaking. 

Dr.  Hunt  worked  unceasingly  in  organ- 
izing this  school,  and  in  1834  the  Medical 
College  of  Louisiana  was  founded.  Dr. 
Hunt  was  made  professor  of  anatomy  and 
physiology  and  was  elected  dean. 

It  should  be  said  that  the  new  organiza- 
tion met  a great  deal  of  unexpected  opposi- 
tion in  this  city.  Professional  jealousy 
reared  its  ugly  head,  as  a great  many  of  the 
older  doctors  had  not  been  invited  to  serve 
on  the  faculty.  They  united  their  efforts  to 
break  up  the  school,  and  this  proved  to  be  a 
serious  affair  since  the  prestige  they  en- 
joyed made  them  a powerful  force  in  the 
city.  Among  the  chief  complaints  was  the 
fact  that  classes  were  conducted  in  English 
instead  of  French,  and  indeed,  many  of 
these  men  could  not  speak  English.  How- 
ever, by  the  perseverance  and  hard  work  of 
the  founders,  the  school  opened  and  func- 
tioned successfully. 

The  records  tell  us  that  Dr.  Hunt  re- 
signed from  the  institution  in  1835,  and 
although  the  exact  reasons  are  unknown, 
it  is  stated  that  the  resignation  proceeded 
from  “the  most  honorable  and  disinterested 
motives.” 

Until  1843  the  medical  college  was  fi- 
nanced through  private  enterprise,  but  now 
it  received  direct  aid  from  the  state.  Al- 
though at  this  time  Dr.  Hunt  was  not  offi- 
cially connected  with  the  school  it  is  said 


Landry — Dr.  Thomas  Hunt 


427 


that  he  was  instrumental  in  obtaining  this 
state  aid.  He  worked  further  along  this 
same  line  and  in  1845  a new  state  constitu- 
tion was  drawn  up  and  a clause  included  to 
establish  a state  university  with  the  medical 
college  a part  of  this  university.  Dr.  Hunt 
was  largely  responsible  for  this  action  as  he 
sacrificed  his  private  practice  to  devote  his 
activities  to  make  the  school  a permanent 
state  institution. 

The  medical  school  was  now  well  estab- 
lished, and  in  1850  a medical  museum  was 
founded  that  was  said  to  be  equal  to  the 
best  in  the  United  States  and  Europe.  The 
school  continued  to  prosper  until  the  War 
Between  the  States  forced  it  to  suspend  its 
activities. 

After  the  outbreak  of  the  war,  Dr.  Hunt 
went  to  Havana,  as  his  health  was  very 
poor;  but  he  was  not  happy  there,  largely 
due  to  his  difficulty  with  the  language.  He 
then  went  to  Bermuda  and  remained  there 
until  the  end  of  the  war,  when  he  returned 
to  New  Orleans. 

On  his  return,  he  was  elected  President 
of  the  University  of  Louisiana  and  immedi- 
ately set  to  work  to  restore  its  former  pres- 
tige. However,  he  overtaxed  himself,  and 
his  health  finally  gave  way  altogether.  In 
1866,  he  became  a confirmed  invalid,  and 
finally  died  on  March  20,  1867. 

With  regard  to  his  medical  career,  it  must 
be  said  that  Dr.  Thomas  Hunt  was  looked 
upon  as  one  of  the  ablest  doctors  of  his  time. 
He  served  as  professor  in  the  chairs  of 
anatomy  and  physiology;  pathologic  anat- 
omy and  clinical  practice;  physiology  and 
pathology;  and  special  pathologic  anatomy. 
He  was  also  president  of  the  Physico-Medi- 
cal  Society. 

Dr.  Hunt  was  not  a prolific  writer,  and 
in  fact  published  very  few  medical  articles. 
However,  he  enjoyed  a fine  reputation  as 
a lecturer,  and  was  popular  with  both  the 
students  and  his  colleagues. 

The  outstanding  achievement  in  the  life 


of  Thomas  Hunt  was  to  promote  medical 
education  here  in  the  South,  and  through 
his  great  interest,  untiring  spirit,  and  abil- 
ity to  deal  with  and  understand  people,  he 
accomplished  his  purpose  nobly  and  should 
be  remembered  as  a great  educator,  doctor, 
and  man. 

In  concluding  this  brief  resume  of  Dr. 
Hunt’s  activities,  I would  like  to  read  the 
inscription  on  the  marble  plaque  which  Tu- 
la ne  University  has  erected  in  memory  and 
appreciation  of  the  efforts  of  Dr.  Thomas 
Hunt : 

“The  faculty  of  the  medical  department 
of  the  University  of  Louisiana  have  erected 
this  tablet  in  memory  of  Thomas  Hunt, 
M.  D.,  a founder  of  the  Medical  College  of 
Louisiana  in  September,  A.  D.  1834,  who 
was  born  in  Charleston,  South  Carolina, 
May  18,  1808,  and  died  in  this  city  March 
20,  1867.  He  was  then  third  president  of 
the  University  of  Louisiana  and  professor 
of  physiology  and  pathology  in  the  medical 
department.  In  the  loss  of  Professor  Hunt 
the  University  of  Louisiana  mourns  its  most 
gifted  and  eloquent  teacher,  the  profession 
of  medicine,  an  accomplished,  elevating, 
and  independent  leader,  and  in  science,  an 
enthusiastic  and  untiring  votary.  He 
brought  to  his  instruction  in  physiology  the 
resources  of  a cultivated  and  learned  experi- 
ence and  his  demonstrations  in  pathological 
anatomy,  repeated  for  years  in  Charity 
Hospital,  conducted  by  a master  imbued 
with  a profound  knowledge  of  the  subject 
and  remarkably  graceful  and  skillful  in  the 
use  of  the  knife,  constituted  a course  the 
most  perfect  ever  delivered  on  this  conti- 
nent. The  services  of  Professor  Hunt  as  the 
presiding  and  executive  officer  of  this  de- 
partment, his  valuable  donations  to  it,  and 
the  large  increase  in  the  resources  of  the 
institution,  obtained  mainly  by  his  energy 
and  his  influence  from  the  representatives 
of  the  state,  have  entitled  him  to  this  grate- 
ful memorial.” 
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THE  NEED  FOR  PHYSICIANS 

Already  the  medical  profession  has  felt 
the  withdrawal  from  its  ranks  of  many 
physicians  who  have  been  called  into  active 
service.  Not  only  have  doctors  actually 
gone  into  the  military  services  of  the 
United  States,  but  many  of  them  who  are 
still  in  civil  life  are  doing  much  work  for 
the  Government  on  a purely  voluntary 
basis.  The  medical  personnel  of  the  draft 
boards  is  an  excellent  example  and  prob- 
ably makes  up  the  largest  group  of  physi- 


cians who  are  performing  extra-military 
services.  There  are  others,  moreover,  who 
have  been  called  upon  to  help  and  aid  in 
the  defense  program  in  other  ways. 

The  medical  profession  is  not  only  giving 
its  services  freely  and  willingly  to  the 
Government  but  there  is  a call  for  physi- 
cians for  many  activities  which  result  from 
the  speeding  up  in  industry  and  the  ex- 
penditures of  large  amounts  of  money.  The 
demand  for  physicians,  for  the  most  part 
younger  men  who  have  not  as  yet  been 
placed  in  their  proper  niche  for  life,  is  tre- 
mendous. There  is  need  for  younger  doc- 
tors everywhere,  but  the  supply  at  the 
present  time  does  not  seem  to  meet  the  de- 
mand. 

It  is  earnestly  hoped  that  the  army  will 
not  call  into  active  service  any  more  med- 
ical men  than  are  absolutely  necessary. 
The  life  of  the  doctor  who  has  been  called 
into  active  service  is  in  sharp  contrast  to 
the  life  he  leads  when  he  has  the  status  of 
a civilian.  He  is  not  required  to  give  many 
hours  to  his  work,  has  much  idle  time  and 
often  the  work  two  or  three  men  are  doing 
could  be  done  by  one  without  straining  him- 
self. It  seems  a great  pity  when  there  exists 
a heavy  civilian  demand  for  doctors  that 
many  a non-regular  medical  army  officer  is 
spending  only  a few  hours  a day  in  his 
actual  professional  duties.  Most  of  the  med- 
ical men  do  not  need  training  unless  they 
are  going  to  serve  directly  with  combat 
troops.  Even  then  the  training  could  and 
should  be  accomplished  in  a few  months. 
The  men  who  are  serving  in  army  hospitals 
will  function  very  much  as  they  do  in 
civilian  life;  an  orthopedic  surgeon  in  an 
army  hospital  will  do  the  same  type  of 
work  that  he  would  do  in  a private  institu- 
tion and  so  will  the  urologist,  the  surgeon, 
the  internist  or  the  head  specialist.  It  is  to 
be  hoped  most  earnestly  that  the  Surgeon 
General’s  office  will  not  continue  to  call  out 
more  physicians  than  are  needed  unless 
there  is  an  actual  necessity  for  them.  The 
army  has  asked  the  civilian  doctors  to  co- 
operate; it  is  only  fair  that  the  doctors  in 
civil  life  should  likewise  ask  the  army  to 
cooperate  in  their  problems. 
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INFLUENZA 

The  recent  mild  epidemic  of  influenza 
has  apparently  caused  very  much  more  dis- 
turbance in  the  minds  of  the  laity  than  the 
actual  severity  and  incidence  of  the  disease 
would  warrant.  Of  course  it  is  obvious,  that 
to  the  lay  mind  an  epidemic  of  influenza  im- 
plies a severe  catastrophe  such  as  occurred 
in  1918,  consequently  there  has  been  a lot 
of  unnecessary  and  needless  worry.  As  a 
matter  of  fact  the  so-called  epidemic  has 
never  reached  epidemic  proportions.  It  is 
true  that  there  has  been  a considerable 
amount  of  sickness  of  a minor  nature  in  the 
population  of  south  Louisiana  at  least. 
This  has  been  greatly  exaggerated.  In  one 
of  the  current  news  weeklies  from  Alexan- 
dria, for  example,  it  was  reported  there 
were  25,000  cases.  Of  course  this  is  a gross 
overstatement.  If  the  reported  cases  from 
New  Orleans  are  any  indication  of  the 
actual  incidence  of  the  disease,  then  influ- 
enza has  been  no  more  prevalent  than  it 
usually  is  at  this  time  of  the  year.  In  most 
instances  the  expressions  of  the  disease 
have  been  so  minimal  that  the  physicians 
of  the  state  have  not  bothered  to  report  any 
but  the  relatively  severe  cases. 

Another  feature  of  influenza  that  might 
be  mentioned  is  that  any  respiratory  tract 
infection,  when  there  are  a few  cases  of 
influenza  in  the  neighborhood,  is  prompt- 
ly labeled  influenza.  It  is  not  only  the  res- 
piratory tract  infections,  the  common  cold 
for  example  and  the  acute  bronchitis  of 
winter  time  that  are  dubbed  influenza,  but 
also  any  minor  infection,  be  it  systemic 
with  a rise  in  temperature,  is  promptly  ac- 
credited to  influenza  although  it  might  be 
due  to  any  one  of  a number  or  variety  of 
micro-organisms,  any  one  of  which  will 
produce  atypical  symptoms  of  the  disease. 

Influenza  is  a virus  infection  which  is 
characterized  by  certain  definite  clinical 
expressions  and  which,  without  the  con- 
comitant superimposed  streptococcic  or 
bacterial  invasion  of  the  lung,  will  produce 
a few  days  of  discomfort,  miserableness 
and  wretchedness  in  the  patient  but  leaves 
no  after  effect  of  any  moment.  Extremely 
rare  is  a true  virus  pneumonia  and  in  the 


present  flare-up  of  the  condition  there  have 
been  few  secondary  pulmonary  complica- 
tions. 

It  might  be  well  for  physicians  to  stress 
the  mildness  of  the  present  influenza  and 
to  ease  the  minds  of  their  friends  and  pa- 
tients by  telling  them  that  as  it  is  now  there 
is  nothing  about  which  to  worry.  An  epi- 
demic such  as  this  might,  in  theory,  be 
stopped  if  everyone  could  be  segregated  and 
separated  from  his  fellowman.  There  is  no 
such  possibility.  Merely  the  closing  of  the 
schools  would  accomplish  nothing  unless 
the  children  were  kept  from  movies, 
churches  and  from  playing  together.  These 
measures  of  course  would  be  possible  only 
in  the  event  of  an  epidemic  comparable  to 
that  which  occurred  twenty  odd  years  ago. 

o 

THE  TREATMENT  OF  EPILEPSY 

In  1938  Merritt  and  Putnam1  reported 
on  the  use  of  dilantin  and  sodium  in  the 
treatment  of  epilepsy.  Their  report  was 
most  interesting  and  resulted  in  the  stimu- 
lation of  many  to  employ  this  drug  in  the 
treatment  of  the  epileptic  patient.  There 
have  been  half  a dozen  or  more  papers  on 
this  subject,  all  of  which  substantiated  the 
original  observation  that  dilantin  is  ca- 
pable of  reducing  markedly  the  number  of 
convulsive  seizures  that  occur  during  the 
course  of  the  day  in  the  patient  who  has 
epilepsy.  Many  of  these  papers  deal  with 
the  toxic  effects  of  the  drug  as  well  as  the 
improvement  in  the  patient’s  general  well 
being,  alertness  and  personality.  In  order 
to  demonstrate  the  value  of  this  drug  the 
most  recent  paper  on  the  subject  might  be 
quoted.  Ross  and  Jackson2  studied  73  pa- 
tients in  the  Caro,  Michigan,  State  Hos- 
pital for  Epileptics.  To  these  patients  they 
gave  the  drug  in  doses  from  0.1  to  0.5  gram 
depending  upon  the  number  of  seizures 
daily.  Most  of  these  people  were  young  in 
age.  The  authors  were  particularly  inter- 
ested in  studying  the  conduct  of  patients 
and  what  effect  it  had  upon  their  alertness, 
initiative,  behavior  and  cooperation.  In 
analyzing  results  it  might  first  be  said  that 
after  an  extended  trial  period  of  a year  to 
a year  and  a half,  it  was  noted  in  65  per 
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cent  of  patients  the  incidence  of  the  sei- 
zures was  reduced  75  per  cent  or  more.  In 
approximately  half  of  the  patients  there 
was  definite  improvement  in  conduct, 
notably  in  those  patients  whose  seizures 
were  markedly  diminished.  However,  there 
are  a certain  number,  in  whom,  in  spite  of 
the  reduction  in  the  number  of  attacks, 
there  was  no  improvement  in  their  conduct. 
The  patients  were  divided  into  the  usual 
classification  and  it  was  found  that  the 
drug  did  not  materially  affect  the  respon- 
siveness in  any  one  group  of  epileptics  over 
another.  It  is  to  be  noted,  however,  that 
there  was  not  as  great  a degree  of  improve- 
ment in  the  number  of  attacks  in  the  en- 
cephalitic group  whereas  in  the  epileptics 
and  the  traumatic  group,  only  seven  in 


number,  the  reduction  in  the  number  of  at- 
tacks was  greatest. 

The  use  of  dilantin  and  sodium  is  to  be 
enthusiastically  encouraged.  It  is  a drug 
with  few  if  any  toxic  effect,  with  the  power 
of  markedly  reducing  the  number  of  sei- 
zures and  with  the  result  that  in  many  in- 
stances there  is  an  improvement  in  deport- 
ment, initiative,  interest  and  willingness  to 
cooperate.  Epilepsy  is  a most  unfortunate 
condition  and  it  goes  without  saying  that 
any  medication  which  will  improve  the  sad- 
dening effects  of  this  disorder  should  be 
employed  regularly. 

1.  Merritt,  H.  H.,  and  Putnam,  T.  J.  : Sodium  diphenyl 
hydantoinate  in  the  treatment  of  convulsive  disorders, 
J.  A.  M.  A.,  Ill  :1068,  1938. 

2.  Ross,  A.  T.,  and  Jackson,  V.  : Dilantin  sodium  : its 
influence  on  conduct  and  on  psychometric  ratings  of  in- 
stitutionalized epileptics,  Ann.  Int.  Med.,  14  :770,  1940. 
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February  3. 

February  4. 
February  5. 

February  6. 

February  10. 
February  11. 
February  12. 

February  17. 

February  18. 
February  19. 


CALENDAR 

Orleans  Parish  Medical  Society 
Board  of  Directors,  8 p.  m. 

Clinico-patbologic  Conference,  Hotel 
Dieu,  8:15  p.  m. 

Eye,  Ear,  Nose  and  Throat  Hospital 
Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithe- 
ater, 1:30  p.  m. 

Hutchinson  Memorial  Clinic  Staff, 
8 p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Tou- 
ro  Infirmary,  11:15  a.  m.  to  12:15 
p.  m. 

Orleans  Parish  Medical  Society,  8 
p.  m. 

Eye,  Ear,  Nose  and  Throat  Society, 
8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithe- 
ater, 1:30  p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

Woman’s  Auxiliary,  Orleans  Club, 
3 p.  m. 

Hotel  Dieu  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Bap- 
tist Hospital,  8 p.  m. 

Charity  Hospital  Medical  Staff,  8 
p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithe- 
ater, 1:30  p.  m. 


February  20. 


February  21. 


February  25. 
February  26. 


February  27. 


February  28. 


Charity  Hospital  Surgical  Staff,  8 
p.  m. 

The  Orleans  Tuberculosis  Hospital 
Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Tou- 
ro Infirmary,  11:15  a.  m.  to  12:15 
p.  m. 

I.  C.  R.  R.  Hospital  Staff,  12  noon. 

New  Orleans  Dispensary  for  Wom- 
en and  Children  Staff,  8 p.  m. 

Baptist  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Char- 
ity Hospital  Morgue  Amphithe- 
ater, 1:30  p.  m. 

French  Hospital  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Tou- 
ro Infirmary,  11:15  a.  m.  to 
12:15  p.  m. 

L.  S.  U.  Faculty  Club,  8 p.  m. 


The  following  program  was  presented  at  the 
regular  scientific  meeting  of  December: 

1.  Plasma  Therapy 

By  Drs.  D.  N.  Silverman  and  R.  A.  Katz. 

2.  The  Use  of  Plasma  in  Surgical  Practice 

By  Dr.  Mims  Gage 

During  the  month  of  December  one  joint  scien- 
tific meeting  was  held  with  the  Charity  Hospital 
Staff.  The  following  program  was  presented: 

1.  Hematuria  Complicating  Pregnancy 

By  Drs.  E.  L.  King  and  John  Menville 

2.  Spontaneous  Mediastinal  Emphysema 

By  Dr.  Edward  Matthews 

3.  Marfan’s  Syndrome By  Dr.  Morris  Shushan 
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4.  Postoperative  Atelectasis  - Bronchoscopy 

By  Drs.  Wolf,  Fatter  and  Hays 

5.  Diagnostic  Problem 

By  Drs.  R.  H.  Turner  and  J.  Magne 


TREASURER’S  REPORT 


Bank  Balance,  November  30,  1940 ..$3,440.62 

December  Credits 1,731.32 


Total  Credits  $5,171.94 

December  Expenditures 1,470.71 


Actual  Book  Balance,  December  31,  1940-..$3, 701.23 


During  the  month  of  December  the  Society  had 
the  misfortune  of  losing  one  of  its  active  mem- 
bers, Dr.  Frank  J.  Kinberger. 


The  following  physicians  were  elected  to  mem- 
bership in  the  Society  during  the  month  of  De- 
cember: Active:  Drs.  Robert  A.  Katz  and  John  G. 
Pratt;  Intern:  Dr.  Hardee  Bethea. 


NEWS  ITEMS 

At  a recent  meeting  of  the  Central  Psychiatric 
Society  in  Milwaukee,  Dr.  Gilbert  C.  Anderson  was 
elected  to  membership. 


Drs.  Rena  Crawford,  Don  Julian  Graubarth  and 
Suzanne  Schaefer  attended  the  annual  national 
meeting  of  the  American  Academy  of  Pediatrics 
at  Memphis.  Dr.  Graubarth  served  as  secretary  of 
the  symposium  on  pneumonia. 


Dr.  John  H.  Musser  recently  attended  the  meet- 
ing of  the  sub-committee  on  medical  education  of 
the  council  on  national  defense  in  Washington. 
Dr.  Musser  also  presented  a paper,  “Nephritis,” 
before  the  county  medical  society  in  Montgomery, 
and  spoke  on  “The  Doctor  and  the  Draft”  at  a 
meeting  of  the  Fifth  District  Medical  Society,  Bas- 
trop. 


Dr.  Daniel  N.  Silverman  has  been  named  South 
Regional  Committeeman  of  the  American  Gastro- 
enterological Association. 

Drs.  Daniel  N.  Silverman  and  Robert  A.  Katz 
are  the  authors  of  the  chapter  on  “Gastric  An- 
alysis” in  the  Supplement  on  Biochemistry  to 
Piersol’s  Cyclopedia  of  Medicine. 


A symposium  on  complications  of  pregnancy,  in- 
cluding diabetes,  tuberculosis  and  heart  disease, 
was  given  by  the  New  Orleans  Obstetrical  and 
Gynecological  Society  in  the  Assembly  Hall  at 
Charity  Hospital,  Thursday,  December  19  at  8 
p.  m. 


At  a recent  staff  meeting  of  the  Mercy  Hos- 
pital Dr.  J.  K.  Howies  presented  a paper  on  “Vita- 
min Therapy  in  Dermatology”;  and  Dr.  R.  H. 


Bayley  discussed  “The  Uses  of  the  Electrocardi- 
ogram.” 


Dr.  Edwin  A.  Socola  spoke  on  “Preparing  a 
Child  for  School”  in  an  illustrated  lecture  spon- 
sored by  the  Agramonte  Premedical  Society  at 
Loyola  University. 


Dr.  E.  L.  King  presented  a paper  on  obstetrical 
hemorrhages  and  prolonged  labor  at  the  Colorado 
State  Medical  meeting  in  Denver,  September 
14-16.  A paper  on  obstetrical  analgesia  was  also 
presented  by  Dr.  King  before  the  Texas  State 
Medical  Society  meeting  in  Beaumont,  November 
11. 


Dr.  Daniel  N.  Silverman  and  Robert  A.  Katz 
are  the  editors  of  a symposium  on  plasma  trans- 
fusion, appearing  in  the  International  Medical 
Digest,  December  and  January  issues. 


Dr.  M.  Carl  Wilensky  was  re-elected  president 
of  the  New  Orleans  Zionist  District  at  a recent 
meeting  of  this  organization.  Dr.  Sidney  Jacobs 
was  named  vice-president. 


The  Louisiana  Association  of  Public  Health 
Works  held  its  annual  meeting  at  the  Jung  hotel, 
December  9-11.  Addresses  of  welcome  were  made 
by  Drs.  John  H.  Musser  and  C.  Grenes  Cole.  Dr. 
George  H.  Hauser  presented  a paper  on  examina- 
tions for  intestinal  parasites  at  this  meeting,  and 
a round-table  discussion  of  virus  diseases  and 
rickettsial  disorders  was  led  by  Dr.  John  H.  Mus- 
ser and  Dr.  Roy  H.  Turner. 


At  a recent  meeting  of  the  Lamar  County  Medi- 
cal Society  at  Meridian  the  following  program 
was  presented  by  members  of  this  Society:  “Man- 
agement of  Acute  Spinal  Injuries,”  by  Dr.  Gilbert 
C.  Anderson;  “Analgesia  in  Obstetrics,”  by  Dr. 
Arthur  Caire,  Jr.,  “Combined  Tetanus  Diphtheria 
Immunization,”  by  Dr.  Julian  Graubarth;  and 
“Treatment  of  Prolapse  of  the  Uterus,”  by  Dr. 
Curtis  H.  Tyrone. 


Drs.  Alton  Ochsner,  Ambrose  H.  Storck  and 
Guy  A.  Caldwell  attended  the  meeting  of  the 
Southern  Surgical  Association,  Hot  Springs,  De- 
cember 10-12. 


Dr.  Alton  Ochsner  presented  a paper  on 
“Thrombophlebitis”  before  the  meeting  of  the 
Washington  Academy  of  Surgery,  Washington, 
December  13. 


Dr.  R.  Alec  Brown  was  recently  re-elected  secre- 
tary-treasurer of  the  Louisiana  Association  of  Pub- 
lic Health  Workers. 
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Dr.  Wm.  H.  Gillentine  was  recently  appointed 
state  health  consultant  of  the  National  Youth  Ad- 
ministration. 


HOSPITAL  NEWS 

The  New  Orleans  Dispensary  for  Women  and 
Children  has  moved  to  its  new  quarters,  609  Jack- 
son  Ave.,  and  can  accommodate  50  beds. 

The  increase  in  bed  space  qualifies  the  dispen- 
sary for  membership  in  the  American  Hospital  As- 
sociation. 


The  French  Hospital  has  renovated  its  operating 
room.  Among  the  new  equipment  is  a Montreid 
Table;  the  mechanism  can  be  handled  by  the 
anesthetist  in  adjusting  the  table  to  any  position 
desired. 


LIBRARIAN’S  REPORT 

During  November,  276  volumes  were  added  to  the 
Library.  Of  these,  266  were  received  by  binding,  6 
by  gift  and  4 from  the  New  Orleans  Medical  and 
Surgical  Journal.  New  titles  of  recent  date  are 
listed  below. 

The  Library  has  loaned  to  physicians  during 
the  month  1,281  books  and  journals.  An  additional 
969  volumes  have  been  loaned  to  students  for  over- 


night use,  giving  a total  circulation  of  2,250  for 
November. 

Members  of  the  staff  have  collected  material  on 
the  following  subjects  during  the  month  at  the 
request  of  physicians: 

Gastric  meals  and  function  tests 

Paul  Michinard — life  and  work 

Vertigo 

Benign  tumors  in  the  newborn 

Ocular  complications  of  poliomyelitis 

Diabetes  in  pregnancy 

Quality  point  ratio  in  grading  medical  students  i 
NEW  BOOKS 

American  Association  on  Mental  Deficiency: 
Proceedings  and  Addresses,  1933. 

American  Therapeutic  Society:  Transactions, 

1940. 

Becker,  S.  W. : Modern  Dermatology  and 

Syphilology,  1940. 

Manson,  Patrick:  Tropical  Diseases,  1940. 

Pelouze,  P.  S. : Office  Urology,  1940. 

Rogers,  Leonard:  Leprosy,  1940. 

Southern  Surgical  Association:  Fifty-year  Index, 
1940. 

United  States  National  Institute  of  Health:  Na- 
tional Health  Survey,  2v.,  1935-36. 


Edwin  L.  Zander  M.  D.,  Sec. 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


1941  ANNUAL  MEETING 

The  Shreveport  Medical  Society  is  actively  mak- 
ing plans  for  the  1941  Annual  Meeting  to  be  held 
in  Shreveport,  April  21-23,  and  from  all  indica- 
tions a fine  meeting  is  anticipated.  You  will  recall 
that  Shreveport  was  one  of  the  bright  spots  of  the 
country  during  the  years  of  the  depression  and 
continues  to  be  a town  to  be  remembered.  There 
appears  to  be  every  prospect  that  the  Louisiana 
State  Medical  Society  meeting  in  1941  will  be 
bigger  and  better,  more  interesting  and  more  en- 
joyable than  any  held  here  in  the  past.  All  of  our 
committees  are  enthusiastic  and  looking  forward  to 
a highly  successful  meeting. 

The  Committee  on  Commercial  Exhibits  is  ap- 
parently going  to  have  enough  exhibits  to  take  care 
of  whatever  financial  needs  we  may  have,  when 
added  to  the  amount  allowed  by  the  State  Society 
for  expense  of  the  convention. 


The  Chairman  of  the  Committee  on  Scientific 
Exhibits  reports  that  he  has  sent  out  applications 
for  exhibit  space  to  prospective  exhibitors.  All 
members  who  desire  to  exhibit  should  send  informa- 
tion concerning  their  exhibit  to  Dr.  W.  R.  Mathews, 
chairman  of  this  committee. 

We  feel  very  fortunate  in  securing  every  co- 
operation from  the  Washington- Youree  Hotel,  head- 
quarters for  the  meeting.  The  Chairman  of  the 
Committee  on  Hotels,  Dr.  C.  R.  Gowen,  will  be  glad 
to  make  reservations  at  the  hotel  for  members  of 
the  Society  if  they  will  communicate  with  him. 

Below  is  listed  personnel  of  the  various  commit- 
tees on  arrangement  for  the  meeting. 

General  Chairman — Dr.  R.  T.  Lucas. 

Advisory  Committee — Dr.  J.  M.  Gorton,  Chair- 
man; Drs.  W.  H.  Browning,  C.  B.  Erickson,  B.  C. 
Garrett,  A.  A.  Herold,  J.  E.  Knighton,  W.  P.  Tay- 
lor, and  T.  B.  Tooke. 
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Banquet  and  Luncheons — Dr.  J.  R.  Stamper, 
Chairman;  Drs.  R.  B.  DeLee,  and  C.  H.  Webb. 

Commercial  Exhibits — Dr.  H.  J.  Quinn,  Chair- 
man; Drs.  J.  B.  Birdwell,  and  W.  J.  Norfleet. 

Entertainment — Dr.  S.  G.  Wolfe,  Chairman;  Drs. 
J.  R.  Brown,  and  J.  V.  Hendrick. 

Finance — Dr.  D.  R.  McIntyre,  Chairman;  Drs. 
Dorf  Bean,  and  W.  R.  Harwell. 

Golf — Dr.  C.  P.  Rutledge,  Chairman;  Drs.  W.  B. 
Heidorn,  and  I.  B.  Rougon. 

Halls  and  Meeting  Places — Dr.  P.  D.  Abramson, 
Chairman;  Drs.  P.  R.  Gilmer,  and  J.  E.  Heard. 

Hotel  Reservations  and  Reception — Dr.  C.  R. 
Gowen,  Chairman;  Drs.  W.  H.  Browning,  A.  P. 
Crain,  B.  C.  Garrett,  John  Hendrick,  A.  A.  Herold, 
and  W.  S.  Kerlin. 

Publicity — Dr.  J.  M.  Bodenheimer,  Chairman; 
Drs.  S.  W.  Boyce,  and  M.  D.  Hargrove. 

Registration,  Signs  and  Badges — Dr.  W.  R.  Har- 
well, Chairman;  Drs.  L.  F.  Gray,  O.  C.  Rigby,  and 
J.  A.  Wilkinson. 

Scientific  Exhibits — Dr.  W.  R.  Mathews,  Chair- 
man; Drs.  R.  H.  Riggs,  and  P.  W.  Winder. 
Woman’s  Auxiliary — Mrs.  J.  E.  Heard. 


THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY,  MARCH  3-6,  1941 

In  the  January  issue  of  the  Journal  it  was  men- 
tioned that  among  the  eighteen  outstanding  guest 
speakers  who  would  take  part  in  the  program  were 
Drs.  Paul  Dudley  White,  Paul  A.  O’Leary,  Owen 
H.  Wangensteen,  Ernest  E.  Irons,  Maurice  C.  Pin- 
coffs,  Charles  F.  McKhann  and  Cecil  S.  O’Brien. 

All  of  the  speakers  are  equally  well  known  and 
prominent  in  medical  circles.  Dr.  Richard  W. 
TeLinde,  speaker  in  gynecology,  is  Professor  of 
Gynecology  at  the  Johns  Hopkins  University  and 
Chief  Gynecologist  of  the  Johns  Hopkins  Hospital. 
Dr.  Louis  E.  Phaneuf,  Professor  of  Obstetrics  and 
Gynecology  at  Tufts  College  Medical  School  will 
give  four  talks  during  the  meeting  and  will  also 
have  three  outstanding  motion  pictures  scheduled 
on  the  program. 

The  Section  on  Pathology  is  very  fortunate  in 
having  Dr.  Lawrence  W.  Smith  as  their  guest.  Dr. 
Smith  is  Professor  of  Pathology  at  Temple  Uni- 
versity School  of  Medicine,  and  Pathologist  and  Di- 
rector of  Laboratories,  Temple  University  Hospital. 
He  is  greatly  interested,  and  has  done  outstanding 
work,  in  the  treatment  of  cancer  with  low  tem- 
peratures. The  topics  of  Dr.  Smith’s  talks  will  be, 
“Reduced  Temperature  ‘Refrigeration’  as  an  Ad- 
junct to  the  Treatment  of  Malignant  Disease”  and 
“Observations  on  the  Physiologic  Mechanism  dur- 
ing Generalized  ‘Refrigeration’.”  In  addition  to 
these  lectures  he  will  conduct  a Clinico-pathologic 
Conference  with  Dr.  Frederick  A.  Coller.  Dr.  Col- 
ler  is  Professor  of  Surgery  and  Chairman  of  the 
Department  of  Surgery  at  the  University  of  Michi- 
gan Medical  School. 


Dr.  W.  Wallace  Morrison,  Clinical  Professor  of 
Otolaryngology  and  Chief  of  Clinic  at  the  New 
York  Polyclinic  Medical  School  and  Hospital,  will 
talk  on  subjects  of  interest  to  the  general  practi- 
tioner as  well  as  to  the  men  specializing  in  otolaryn- 
gology. Dr.  George  F.  Cahill,  guest  urologist,  has 
selected  for  his  subject,  “The  Present  Urological 
Conception  of  Nonspecific  Urinary  Infections”  and 
“Adrenal  Cortical  Tumors:  Their  Types,  Diagnosis 
and  Therapy.”  The  Section  on  Radiology  will  have 
for  their  guest  Dr.  Leo  G.  Rigler,  Professor  and 
Head  of  the  Department  of  Radiology  and  Physi- 
cal Therapy.  Dr.  Rigler  is  the  author  of  articles 
on  roentgen  diagnosis  and  of  the  textbook  “Outline 
of  Roentgen  Diagnosis.”  Dr.  Eugene  L.  Bishop, 
Director  of  the  Health  Program  of  the  Tennessee 
Valley  Authority,  will  show  an  interesting  motion 
picture  on  “Coordination  of  Malaria  Studies  and 
Control  on  Impounded  Waters”  followed  by  an 
address  on  the  same  subject. 

The  other  speakers  are  Dr.  Arthur  H.  Ruggles, 
Superintendent  of  the  Butler  Hospital  and  Lecturer 
in  Psychiatry  at  Yale  University  School  of  Medi- 
cine and  Brown  University  Medical  Department; 
Dr.  George  E.  Binkley,  attending  Surgeon  in 
Charge  of  the  Rectal  and  Colon  Department, 
Memorial  Hospital  for  the  Treatment  of  Cancer 
and  Allied  Diseases,  and  Instructor  of  Medicine, 
Cornell  University  Medical  College;  and  Dr.  Paul 
C.  Colonna,  Professor  of  Orthopedic  Surgery,  Uni- 
versity of  Oklahoma  School  of  Medicine. 

It  will  be  seen  from  the  list  of  speakers  that  the 
Assembly  will  be  of  great  interest  to  both  special- 
ists and  general  practitioners.  The  registration  fee 
of  ten  dollars  covers  all  features,  including  four 
daily  round-table  luncheons  and  a smoker. 


BIENVILLE  PARISH  MEDICAL  SOCIETY 

Drs.  S.  S.  Speer,  F.  F.  Wimberly  and  V.  W. 
Fletcher  were  hosts  for  a meeting  at  Ringgold, 
December  17,  of  the  doctors  of  Bienville  Parish. 
The  meeting  was  held  in  the  dining  room  of  the 
Allum  home,  where  supper  was  served. 

Dr.  M.  D.  Hargrove,  of  Shreveport,  Councilor  of 
the  Fourth  District,  served  as  chairman  until  offi- 
cers were  elected  in  the  reorganization  of  the  Bien- 
ville Parish  Medical  Society. 

Dr.  Edwin  L.  Zander,  of  New  Orleans,  spoke  on 
“Office  Gynecology”;  Dr.  D.  N.  Silverman,  of  New 
Orleans,  spoke  on  “Common  Errors  in  Gastric 
Diagnosis”;  Drs.  P.  T.  Talbot,  A.  Penn  Crain,  and 
A.  Penn  Crain,  Jr.,  were  also  guests  on  this  occa- 
sion. 

The  officers  elected  for  the  coming  year  were 
Dr.  S.  S.  Speer,  of  Ringgold,  president;  Dr.  C.  L. 
Langford,  of  Gibsland,  vice-president;  Dr.  V.  W. 
Fletcher;  of  Ringgold,  secretary-treasurer.  Dr. 
Fletcher  was  also  chosen  delegate  to  the  State 
Society  meeting. 

V.  W.  Fletcher,  M.  D.,  Sec. 
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NEW  OFFICERS 
1941 

■T  A CKSO  XI J X'COLX  -U  XI O X 
President:  Dr.  Ragan  Green,  Ruston 
Vice-President:  Dr.  S.  L.  White,  Ruston 
Secretary-Treasurer:  Dr.  J.  J.  Bennett,  Ruston 

POIXTE  COUPEE  PARISH 
President:  Dr.  J.  W.  Plauc-he,  Morganza 
Vice-President:  Dr.  J.  M.  Mosely,  Lakeland 
Secretary-Treasurer:  Dr.  R.  A.  Kelly,  New  Roads 

WEBSTER  PARISH 

President:  Dr.  Rupert  Butler,  Spring-hill 
Vice-President:  Dr.  R.  E.  Smith,  Minden 
Secretary-Treasure  :r  Dr.  B.  A.  Norman,  Cotton 
Valley 

LAP A Y ETTE  PA  R I S 1 1 

President:  Dr.  E.  E.  Guilbeau,  Carencro 
Vice-President:  Dr.  L.  A.  Prejean,  Scott 
Secretary-Treasurer:  Dr.  Henry  Voorhies,  Lafay- 
ette 

MOREHOUSE  PARISH 
President : Dr.  W.  V.  Gamier,  Bastrop 
Vice-President:  Dr.  J.  L.  Rawls,  Bastrop 

Secretary-Treasurer:  Dr.  F.  B.  Ogden,  Bastrop 

IBERIA  PARISH 

President:  Dr.  J.  D.  Martin,  New  Iberia 
Vice-President:  Dr.  H.  M.  Flory,  New  Iberia 
Secretary-Treasurer:  Dr.  C.  L.  Mengis,  New  Iberia. 

AVOYELLES  PARISH 

President:  Dr.  H.  J.  Kaufman,  Jr.,  Cottonport 
Vice-President:  Dr.  W.  F.  Couvillion,  Marksville 
Secretary-Treasurer:  Dr.  K.  A.  Roy,  Mansura 

T AN  G IP  A II O A P A It  IS  II 

President:  Dr.  J.  DeL.  Thames,  Hammond 
Vice-President:  Dr.  R.  G.  Korniker,  Ponchatoula 
Secretary-Treasurer : Dr.  S.  J.  Cali,  Hammond. 


NEWS  ITEMS 

Dr.  Herald  R.  Cox,  Principal  Bacteriologist  of 
the  United  States  Public  Health  Service,  stationed 
at  the  Public  Health  Service  Rocky  Mountain  Lab- 
oratory, Hamilton,  Montana,  has  been  unanimous- 
ly nominated  by  The  Theobald  Smith  Award  Com- 
mittee to  receive  the  1940  Theobald  Smith  award  in 
medical  science.  This  honor  is  conferred  on  Doc- 
tor Cox  for  his  outstanding  research  in  the  rickett- 
sial diseases,  resulting  in  the  development  of  a new 
technic  for  the  preparation  of  protective  vaccines 
against  Rocky  Mountain  spotted  fever  and  typhus 
fever.  The  presentation  was  made  at  the  meeting 
of  the  American  Association  for  the  Advancement 
of  Science  held  in  Philadelphia  during  December 
1940  and  January  1941. 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award  of 


Three  Hundred  Dollars  and  two  honorable  men- 
tions for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the  thyroid 
gland.  The  Award  will  be  made  at  the  annual 
meeting  of  the  Association  which  will  be  held  at 
Boston,  Massachusetts,  May  26-28,  providing  essays 
of  sufficient  merit  are  presented  in  competition. 


Dr.  Ambrose  H.  Storck  attended  the  recent  meet- 
ing of  the  Southern  Surgical  Association  at  Hot 
Springs,  Va.,  and  presented  a paper  on  “Abdominal 
Injuries.” 


Assistant  Surgeon  Ralph  W.  Pagel  has  been  re- 
lieved of  duty  at  Galveston,  Texas,  and  ordered  to 
proceed  to  the  U.  S.  Marine  Hospital,  New  Orleans. 


Passed  Assistant  Surgeon  Joseph  Pasternack  has 
been  relieved  at  New  Orleans,  and  ordered  to  pro- 
ceed to  the  U.  S.  Marine  Hospital,  Staten  Island, 
New  York,  for  duty. 

There  is  a physician  needed  for  one  year  at 
Sunset,  Louisiana.  Those  interested  should  com- 
municate with  Dr.  J.  L.  Prejean  or  Mr.  Paul  A. 
Bechet,  of  Sunset. 


The  International  College  of  Surgeons  will  hold 
its  Fifth  International  Assembly  in  Mexico  City, 
August  10-14,  1941,  in  response  to  the  invitation  of 
the  Mexican  Government.  With  the  assembly  will 
be  scientific  exhibits  of  the  latest  advances  in  sur- 
gery and  commercial  demonstrations  of  the  newest 
equipment. 


The  general  oral  and  pathologic  examinations  of 
the  American  Board  of  Obstetrics  and  Gynecology 
for  all  candidates  (Groups  A and  B)  will  be  con- 
ducted at  Cleveland,  Ohio,  by  the  entire  Board 
from  Wednesday,  May  28,  to  Monday,  June  2,  1941, 
inclusive,  prior  to  the  opening  of  the  annual  meet- 
ing of  the  American  Medical  Association  in  Cleve- 
land, Ohio. 


THE  POST  GRADUATE  SURGICAL 
ASSEMBLY 

The  twelfth  annual  meeting  of  the  Post  Gradu- 
ate Surgical  Assembly  and  the  Southeastern  Surgi- 
cal Congress  will  be  held  in  Richmond,  Virginia, 
March  10-12,  1941.  A splendid  list  of  speakers  have 
accepted  invitations  to  address  the  Assembly.  A 
few  of  the  names  that  are  outstanding  include  Dr. 
Irvin  Abell  and  Dr.  Fred  W.  Rankin  of  Kentucky; 
Dr.  Temple  S.  Fay  of  Philadelphia;  Dr.  Charles  F. 
Geschickter  of  Baltimore;  Dr.  Frank  H.  Lahey  of 
Boston  and  many  others.  The  Louisiana  men  who 
are  represented  on  the  provisional  program  include 
Dr.  Conrad  G.  Collins  and  Dr.  Alfred  B.  Longacre. 
From  Mississippi  will  come  Dr.  Harley  R.  Shands 
of  Jackson  and  Dr.  M.  M.  Snelling  of  Gulfport. 
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Fox'  further  information,  those  intei’ested  should 
address  Dr.  B.  T.  Beasley,  Secretary-Treasurer,  701 
Hurt  Building,  Atlanta,  Georgia. 


The  Executive  Board  of  the  American  Public 
Health  Association  announces  the  dates  of  the 
seventieth  annual  meeting  as  October  14-17,  1941. 
The  meeting  place  is  Atlantic  City,  New  Jersey. 
Headquarters  for  the  meeting  will  be  the  Conven- 
tion Hall.  Residence  headquai’ters  will  be  the  Hotel 
Traymore. 


INFECTIOUS  DISEASES  IN  LOUISIANA 

The  morbidity  report  of  the  Bureau  of  Epidemi- 
ology of  the  Louisiana  State  Board  of  Health  for 
the  week  ending  December  14  showed  the  first  large 
influx  of  influenza  cases ; for  this  particular  week 
there  appeared  321  cases.  Other  diseases  reported 
in  number  greater  than  ten  were  syphilis  274, 
gonorrhea  34,  tuberculosis  29,  cancer  25,  pneumonia 
22  and  diphtheria  11.  This  week  there  was  one 
patient  with  typhus  fever  in  Caddo  Parish  and  one 
in  Orleans  Parish.  For  the  week  closing  December 
21,  the  number  of  influenza  cases  had  risen  to  such 
a great  height  that  apparently  the  Bureau  of  Epi- 
demiology had  to  figure  in  round  numbers  because 
thei’e  was  the  greatest  number  of  cases  listed  that 
has  ever  been  listed  for  any  one  disease  since  these 
reports  began  to  appear  in  the  Journal;  8,000  cases 
were  l-epoi’ted.  Following  in  order  of  frequency 
were  syphilis  with  142  cases,  pneumonia  58,  gonor- 
rhea 32,  cancer  30,  hookwoimi  infestation  25,  ty- 
phoid fever  16  and  malaria  14.  Three  patients  with 
poliomyelitis  wei-e  discovered  this  week;  one  from 
East  Baton  Rouge  Parish,  one  from  Iberville  and 
one  from  Orleans.  The  week  which  tei’minated  De- 
cember 28  still  showed  a large  number  of  cases  of 
influenza,  6,101  being  reported.  This  was  followed 
by  syphilis  196,  hookworm  52,  pneumonia  49,  gonor- 
rhea 20  and  cancer  17.  Except  for  one  case  of 
typhus  fever  in  Orleans  Parish,  no  unusual  diseases 
were  reported.  The  actual  number  of  cases  of  in- 
fluenza was  materially  diminished  the  first  week 
of  January,  with  3,235  cases  repoi'ted,  followed  by 
syphilis  117,  pneumonia  59,  gonorrhea  40,  tubercu- 
losis 16,  cancer  14  and  typhoid  fever  12.  The  inci- 
dence of  pneumonia  came  close  to  the  five  year 
average.  There  was  an  inci’ease  in  cases  of  influ- 
enza the  week  ending  January  11;  4,983  being  re- 
ported, followed  by  syphilis  177,  pneumonia  44, 
gonorrhea  32,  pulmonary  tuberculosis  21  and  can- 
cer 14.  One  case  of  typhus  fever  was  found  in  Cal- 
casieu Parish. 


HEALTH  OF  NEW  ORLEANS 

The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  reports  that  for  the  week  which  ended 
December  14  there  were  138  deaths  in  the  City  of 
New  Orleans,  divided  81  white  and  57  negi’o,  with 
18  of  these  deaths  occurring  in  children  under  one 
year  of  age.  These  figures  compare  very  closely 


with  the  figures  of  the  previous  week.  For  the  week 
which  was  completed  December  21,  there  were  only 
130  deaths  reported  as  contrasted  with  the  three 
year  average  for  the  corresponding  week,  which 
was  170.  Seventy-thi-ee  of  the  citizens  of  New  Or- 
leans who  died  this  week  were  white  and  57  negroes 
and  23  were  under  one  year  of  age.  There  was  a 
slight  increase  in  the  number  of  deaths  for  the 
week  ending  December  28.  Of  the  155  deaths  which 
occurred  this  week,  105  were  in  the  white  popula- 
tion and  50  in  the  negro.  This  is  a considerably 
smaller  number  of  deaths  in  the  negro  population 
than  usually  occurs.  Thirteen  of  the  recorded 
deaths  were  infants  under  one  year,  divided  seven 
white  and  six  colored.  The  rather  sharp  increase 
in  the  number  of  deaths  in  New  Orleans  the  week 
ending  January  4 might  reflect  in  part  from  the 
very  high  incidence  of  influenza  in  the  city  at  this 
time.  There  were  193  people  who  died  in  New  Or- 
leans, divided  126  white,  67  negro,  with  23  infant 
deaths. 


WOMAN  S AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebei’t,  New  Or- 
leans. 

First  Vice-president— Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president— Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president— Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Monroe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Seci-etary- — Mrs.  Herbert  Cannon, 
Covington. 


OUACHITA  PARISH 

The  Woman’s  Auxiliai’y  to  the  Ouachita  Parish 
Medical  Society  held  its  monthly  meeting  on  October 
10,  at  the  Lotus  Club,  with  Mrs.  A.  D.  Tisdale 
presiding. 

The  hostesses  at  this  time  were  Mesdames  W.  L. 
Smith,  C.  P.  Gray,  Sr.,  H.  V.  Collins,  and  A.  L. 
Petei’s. 

After  the  roll  call  and  the  reading  of  the  minutes, 
Mrs.  O’Donnell,  as  Chairman  of  the  Hygeia  Com- 
mittee, called  on  Mi’s.  Pei’ot,  Mrs.  Peters,  and  Mrs. 
McHeni-y  to  read  papers  explaining  all  about 
Hygeia.  The  names  of  the  members  subscribing  to 
Hygeia  were  read  and  all  members  were  urged  to 
subscribe  if  possible  and  to  help  get  other  subscrip- 
tions. 

Mrs.  McHenry  read  a card  calling  the  attention 
of  the  auxiliary  to  the  radio  program  sponsored 
by  the  American  Medical  Association  called  “Doc- 
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tors  at  Work,”  on  the  air  every  Wednesday  evening 
at  10:30  E.  S.  T.  over  NBC.  This  program  will 
last  from  November  13,  1940  to  June  4,  1941. 

The  monthly  luncheon  and  business  meeting  was 
held  at  the  Lotus  Club  on  November  14.  Hostesses 
on  this  occasion  were  Mesdames  Pracher,  Hollo- 
man, Talbot,  and  Frost. 

Mrs.  A.  D.  Tisdale  presided  over  the  meeting  and 
read  the  “Ten  Commandments  for  a Doctor’s 
Wife.” 

After  the  reports  of  the  committees,  Mrs.  Clif- 
ford Johnson  gave  a most  interesting  review  of, 
“Dynasty  of  Doctors.” 

Mrs.  Elizabeth  Wright,  President  of  Woman’s 
Auxiliary  of  St.  Petersburg,  Fla.,  was  our  guest 
at  this  meeting. 

The  December  luncheon  and  business  meeting 
was  held  on  Thursday,  the  twelfth,  at  the  Lotus 
Club  with  Mesdames  A.  G.  McHenry,  Leon  Titche, 
D.  I.  Hirsch,  Glen  Gallaspy,  and  F.  J.  Willey  as 
hostesses. 

Mrs.  A.  D.  Tisdale  presided  over  the  meeting 
and  our  honored  guests  were  Mrs.  Roy  Carl  Young 
of  Covington,  President  of  the  Woman’s  Auxiliary 
to  the  Louisiana  State  Medical  Society,  and  her 
sister,  Mrs.  C.  T.  Law,  of  Shreveport. 

After  reports  from  the  officers  and  chairmen  of 
committees,  Mrs.  Young  spoke  to  us  on  the  aims 
and  activities  of  the  auxiliary,  which  speech  was 
followed  by  a round-table  discussion. 

The  luncheon  table  was  beautifully  decorated 
with  autumn  leaves  and  flowers.  The  center  piece 
was  a large  basket  lined  with  autumn  leaves  and 
filled  with  fruit. 

Mrs.  C.  B.  Flinn, 
Publicity  Secretary. 

CADDO  PARISH 

The  November  meeting  of  the  Shreveport  Medi- 
cal Auxiliary  was  held  at  the  Department  Club. 

After  a brief  business  meeting,  presided  over  by 
the  president,  Mrs.  C.  B.  Erickson,  a most  interest- 
ing program  was  presented.  Dr.  George  Wolfe  and 
Miss  Sonya  Mattus  were  the  guest  speakers  for  the 
afternoon.  Dr.  Wolfe  spoke  on  “Infantile  Pa- 
ralysis,” in  which  he  discussed  the  history,  pathol- 
ogy, symptoms,  treatment  and  other  facts  concern- 
ing the  disease.  Miss  Mattus  gave  an  informative 
talk  on  “Books  for  Children.” 

The  tea  table,  presided  over  by  Mrs.  L.  H.  Pirkle 


and  Mrs.  I.  F.  Hawkins,  was  centered  with  a lovely 
arrangement  of  fruit,  around  which  four  cornu- 
copias filled  with  bronze,  yellow  and  red  chrysan- 
themums were  placed.  Other  seasonal  flowers 
throughout  the  reception  rooms  carried  out  the 
Thanksgiving  and  autumn  setting. 


ST.  LANDRY  PARISH 

The  annual  card  party  given  by  the  Woman’s 
Auxiliary  was  held  on  October  25  at  the  Com- 
munity Center  in  Opelousas  for  the  benefit  of  the 
anti-tuberculosis  fund  of  the  St.  Landry  Parish 
Medical  Society.  Fifty  beautiful  prizes  were  do- 
nated by  business  firms  of  Opelousas.  Contract 
and  auction  bridge,  five  hundred  and  poker  tables 
claimed  the  guests,  with  a prize  awarded  at  each 
table;  the  net  proceeds  of  the  evening  were  ninety- 
five  dollars. 

The  Committee  on  Arrangements  for  the  party 
included  Mesdames  G.  D.  Rackley,  S.  J.  Rozas,  E.  J. 
Petitjean,  L.  Lazaro,  Gerald  Bertinot,  and  J.  L. 
Prejean.  Mrs.  F.  C.  Shute  is  president  of  the 
auxiliary. 

RAPIDES  PARISH 

The  Woman’s  Auxiliary  to  the  Rapides  Parish 
Medical  Society  held  its  first  meeting  of  the  sea- 
son on  Friday  morning,  October  11,  1940,  at  the 
home  of  Mrs.  J.  A.  White,  Sr.,  1740  Jackson  Street, 
Alexandria,  with  Mrs.  J.  A.  White,  Jr.  as  co- 
hostess. 

In  the  absence  of  the  president  the  meeting  was 
presided  over  by  Mrs.  Earl  K.  Jones,  first  vice- 
president.  Mrs.  H.  O.  Barker,  one  of  our  past 
presidents,  was  the  speaker  and  made  a very  in- 
teresting talk  on  “Preparedness  from  a Medical 
Standpoint.” 

Aims  and  projects  were  discussed  including 
Hygeia  and  work  for  the  Red  Cross,  which  latter 
was  adopted  as  a project  for  this  year.  Auxiliary 
members  will  work  for  the  Red  Cross  in  the  way 
of  making  surgical  dressings  and  garments,  knit- 
ting and  other  activities. 

One  new  member,  Mrs.  Geza  Aczel,  was  intro- 
duced. 

Mrs.  Wm.  J.  Rein, 
Publicity  Chairman. 


Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 
Press  and  Publicity  Chairman. 


O 

BOOK  REVIEWS 


Savill’s  System  of  Clinical  Medicine:  Edited  By 
Agnes  Savill,  M.  D.,  and  E.  C.  Warner,  M.  D., 
F.  R.  C.  P.  Baltimore,  William  Wood  & Co.,  1939. 
Pp.  1141.  Price  $9.00. 

This  eleventh  edition  is  a thorough  revision  of  a 
book  that  has  been  found  invaluable  to  students  and 


practitioners  of  medicine  for  over  thirty  years.  It 
is  an  attempt  to  approach  medicine  from  the  clinical 
side,  and,  consequently,  the  plan  of  the  book  is  to 
trace  “from  effect  (symptoms)  to  cause  (the  mor- 
bid cause)  in  operation.”  General  principles  under- 
lying methods  in  diagnosis,  prognosis  and  treat- 
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ment  are  discussed.  The  physiognomy  of  disease  is 
noted  and  the  symptoms  and  signs  arising  in  the 
organs  and  regions  of  the  body  and  extremities  are 
considered.  The  diseases  arising  from  the  symp- 
toms and  signs  observed  are  dealt  with  clearly  and 
fully.  The  book  is  well  written  and  the  illustra- 
tions are  many  and  good.  It  is  a fine  reference 
work. 

I.  L.  Robbins,  M.  D. 


Clinical  Diabetes  Mellitus  and  Hyperinsiilinism : 

By  Russell  Wilder,  M.  D.,  Ph.  D.,  F.  A.  C.  P. 

Philadelphia,  W.  B.  Saunders  Co.,  1940.  Pp.  459. 

Price  $6.00. 

The  book  is  divided  into  two  parts.  The  first  and 
greater  part  deals  with  diabetes  mellitus.  The  au- 
thor places  greater  emphasis  on  the  clinical  aspect 
of  this  illness  and  considers  in  detail  diagnosis, 
treatment,  and  the  care  of  complications.  Most  of 
the  commonly  associated  diseases,  such  as  hemo- 
chromatosis, diseases  of  the  thyroid  gland  compli- 
cating diabetes,  diseases  of  other  endocrine  glands 
complicating  diabetes,  as  well  as  arteriosclerosis 
and  diseases  of  the  heart,  are  fully  described.  One 
chapter  is  devoted  to  diabetes  in  pregnancy  and 
another  to  surgical  operations  in  diabetes,  two 
conditions  which  put  to  the  highest  test  our  knowl- 
edge of  diabetic  management.  The  practicability  of 
the  volume  is  enhanced  by  the  inclusion  of  diabetic 
diets  and  tables  of  food  values. 

The  last  section  of  the  book  is  concerned  with 
hyperinsulinism.  Diagnostic  criteria  are  enumer- 
ated, treatment  both  medical  and  surgical  is  dis- 
cussed and  evaluated.  Individual  case  reports  are 
included  so  that  the  reader  may  more  fully  appre- 
ciate the  clinical  picture. 

The  book  is  good  reading,  valuable  as  a reference, 
and  a worth-while  addition  to  any  practitioner’s  li- 
brary. 

Norton  Voorhies,  M.  D. 


Handbook  of  Hearing  Aids:  By  A.  F'.  Niemoeller, 
A.  B.,  M.  A.,  B.  S.;  foreword  by  Harold  Hays, 
M.  D.,  F.  A.  C.  S.  New  York,  Harvest  House, 
1940.  Pp.  156.  Price  $3.00. 

This  book  gives  a short  description  of  practic- 
ally all  of  the  modern  electrical  hearing  aids,  both 
vacuum  tube  and  carbon  types.  There  are  useful 
chapters  on  the  care  of  hearing  aid  batteries,  how 
to  test  hearing  aids,  and  how  to  use  hearing  aids. 
Also  there  is  a chapter  on  how  to  buy  hearing  aids 
which  should  be  very  helpful  to  the  hearing  aid 
purchaser,  but  probably  not  to  the  liking  of  some 
of  the  high  pressure  salesmen  that  we  see  today. 

The  book  is  recommended  for  study  to  both 
otologists  and  the  deafened  individual  contemplat- 
ing purchasing  a hearing  aid. 

H.  L.  Kearney,  M.  D. 


The  Chinese  Way  in  Medicine:  By  Edward  H. 

Hume.  Baltimore,  Johns  Hopkins  Press,  1940. 

Por;  pp.  189.  Price  $2.25. 

This  is  another  volume  in  the  excellent  series  of 
the  Hideyo  Noguchi  Lectures.  In  its  189  pages  only 
a brief  glimpse  of  the  enormous  expanse  of  Chinese 
medical  history  can  be  presented,  but  this  glimpse 
is  sufficient  clearly  to  reveal  the  predominant  in- 
fluence of  tradition  on  current  medical  practice. 
We  are  shown  not  only  what  the  Chinese  practice 
in  medicine  but  why  they  do  so. 

In  Lecture  I (The  Universe  and  Man  in  Chinese 
Medicine),  Dr.  Hume  dilates  upon  the  Chinese  at- 
titude toward  life,  death,  health  and  disease.  All 
life,  animal,  vegetable,  and  human,  is  part  of  a 
totality  in  which  disease  and  death  are  simply  nor- 
mal components.  The  individual’s  quest  for  health 
is  to  be  achieved  by  bringing  his  spiritual  and 
bodily  being  into  harmony  with  all  the  forces  of  the 
universe. 

In  Lecture  II  (The  Founders  and  Chief  Exem- 
plars of  Chinese  Medicine),  Dr.  Hume  draws  at- 
tention to  a few  of  the  illustrious  medical  personal- 
ities of  past  centuries,  whose  names  and  deeds  are 
widely  known  throughout  China  today,  not  only  by 
scholars  and  physicians,  but  workmen  and  farmers. 

In  Lecture  III  (Some  Distinctive  Contributions 
of  Chinese  Medicine),  we  discover  that  the  Chinese 
early  established  medical  libraries  and  wrote  ex- 
haustively upon  such  topics  as  leprosy,  venereal 
disease,  smallpox,  typhoid,  beriberi,  gynecology,  and 
ophthalmology.  Medicaments  reached  amazing  de- 
velopment; among  those  herbals  and  minerals  still 
in  use  and  of  permanent  value  are  stramonium, 
ephedrine,  iodine,  chaulmoogra  oil,  and  arsenic. 
Observation  and  inquiry  were  emphasized  three 
thousand  years  before  Sydenham.  Acupuncture  was 
stressed,  while  the  doctrine  of  the  pulse  was  so 
elaborated  that  nearly  the  whole  system  of  medicine 
centered  around  it. 

Although  Chinese  medicine  was  predominantly 
philosophic  in  conception,  there  did  evolve  proce- 
dures of  real  and  permanent  value  for  both  diag- 
nosis and  treatment.  These  three  lectures  showing 
the  way  thereof  form  an  edifying  and  interesting 
book. 

R.  S.  Munger,  M.  D. 


The  Foot  and  Ankle,  Their  Injuries,  Diseases,  De- 
formities and  Disabilities:  By  Philip  Lewin,  M. 
D.,  F.  A.  C.  S.  Philadelphia,  Lea  & Febiger,  1940. 
Pp.  620.  Price  $9.00. 

This  new  book  on  the  foot  and  ankle  is  a time- 
ly one,  inasmuch  as  it  is  the  only  one  of  the  sev- 
eral recently  published  which  attempts  to  cover  all 
the  problems  of  the  lower  extremity  from  an  ortho- 
pedic viewpoint,  and  still  retains  enough  simplicity 
to  be  used  as  a guide  to  diagnosis  and  treatment  by 
the  average  man,  who  possesses  no  special  knowl- 
edge or  training  along  orthopedic  lines. 
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The  basic  anatomy,  physiology  and  mechanics  of 
the  foot  and  ankle  are  well  described,  and  the  ap- 
plication of  these  basic  principles  of  function  is 
made  throughout  the  book.  The  major  portion  of 
the  volume  concerns  itself  with  a discussion  of  al- 
most every  conceivable  disturbance  which  might  be 
encountered  in  the  region  of  the  foot  and  ankle. 
The  extensive  character  of  the  subject  matter  tak- 
en up  alone  makes  the  book  invaluable  for  any  stu- 
dent of  orthopedics,  and  of  extreme  value  as  a ref- 
erence book  for  anyone  who  must  see  and  treat  the 
foot  and  ankle  in  his  office  practice  occasionally. 

The  treatment  of  the  various  disorders  is  dis- 
cussed under  each  chapter  and  subdivision  heading, 
making  for  simplicity  in  locating  a single  subject. 
The  chief  criticism  of  the  book,  however,  can  be 
directed  toward  this  same  phase.  In  describing  op- 
erative procedures  or  conservative  methods  of  treat- 
ment, too  often  a large  group  of  opinions  and  pro- 
cedures will  be  presented,  but  no  attempt  is  made 
to  evaluate  them,  or  to  aid  the  reader  in  judging 
just  which  of  the  various  methods  offered  he  should 
try  in  any  given  case.  True,  to  the  man  who  is 
interested,  it  offers  a quick,  accurate  and  concise 
resume  of  the  information  available  today,  and  the 
excellent  bibliography  can  be  used  for  further  study 
if  desired. 

The  book  is  well  written,  readable  and  accurate 
in  its  information,  and  furnishes  a better  reference 
on  the  foot  and  ankle  in  the  reviewer’s  opinion  than 
any  other  book  published  to  date. 

Frank  J.  Cox,  M.  D. 


PUBLICATIONS  RECEIVED 

The  Blakiston  Company,  Philadelphia : Recent 

Advances  in  Endocrinology,  by  A T.  Cameron,  M. 

A. ,  D.  Sc.  (Edin.),  F.  I.  C.,  F.R.  C.  S.  The  Anato- 
my of  the  Eye  and  Orbit,  by  Eugene  Wolff,  M.  B., 

B.  S.  (Lond.),  F.  R.  C.  S.  (Eng.). 

The  Brown-White  Company,  Kansas  City,  Mo.; 
Poems  of  a Doctor,  by  Edward  Lovelle  Stewart, 
M.  D. 

The  Commonwealth  Fund,  New  York  City:  Ways 
to  Community  Health  Education,  by  Ira  V.  Hiscock, 
with  the  collaboration  of  Mary  P.  Connolly,  Mar- 
jorie Delavan,  Raymond  S.  Patterson,  and  William 
H.  F.  Warthen.  Rheumatic  Fever,  by  May  G.  Wil- 
son, M.  D.  Mosquito  Control,  by  William  B.  Herms, 


Sc.  D.,  and  Harold  F.  Gray,  Gr.  P.  H.  Insulin,  Its 
Chemistry  and  Physiology,  by  Hans  F.  Jensen, 
Ph.  D. 

Doubleday,  Doran  and  Company,  Inc.,  New  York 
City:  Strange  Malady,  the  Story  of  Allergy,  by 

Warren  T.  Vaughn,  M.  D. 

Froben  Press,  New  York  City:  The  Emperor’s 
Itch,  by  Reuben  Friedman,  M.  D. 

Funk  & Wagnalls  Company,  New  York  City: 
Growing  Out  of  Babyhood,  by  Williams  S.  Sadler, 
M.  D.,  F.  A.  P.  A.,  and  Lena  K.  Sadler,  M.  D., 
F.  A.  C.  S. 

Harvard  University  Press,  Cambridge,  Mass.: 
The  Endocrine  Function  of  Iodine,  by  William 
Thomas  Salter. 

The  Macmillan  Company,  New  York  City:. Berke- 
ley Moynihan,  Surgeon,  by  Donald  Bateman.  The 
Neuroses  in  War,  by  several  authors  under  the 
editorship  of  Emanuel  Miller,  M.  A.  (Cantab.), 
M.  R.  C.  P.,  D.  P.  M.  (Cambs),  with  a concluding 
chapter  by  II.  Crichton-Miller,  M.  D.,  F.  R.  C.  P. 

C.  V.  Mosby  Company,  St.  Louis:  Clinical  Pel- 
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PROGRESS  IN  THE  TREATMENT  OF 
MENTAL  DISEASE* 

FREDERICK  P.  MOERSCH,  M.  D.f 
Rochester,  Minn. 

I deeply  appreciate  the  privilege  and  the 
honor  of  being  permitted  to  pay  homage  to 
the  memory  of  a great  man.  Dr.  Chaille  was 
a man  of  action  and  held  to  the  Hippocratic 
dictum,  “Where  there  is  love  for  humanity 
there  will  be  love  for  the  profession.”  It  is 
with  a feeling  of  his  spiritual  presence  that 
I venture  to  recount  the  advances  that  are 
being  made  in  the  treatment  of  mental 
diseases. 

The  history  of  psychiatry  truly  represents 
the  history  of  civilization.  Growth  in  this 
field  has  been  slow  and  painful.  Cruel  and 
tragic  centuries  darkened  the  pages  of 
progress  but  the  trail  blazers  of  psychiatry 
could  not  be  denied.  From  the  magic  and 
sorcery  of  antiquity  to  our  present  knowl- 
edge of  cerebral  function  represents  a long 
and  hard  earned  advance.  Today  we  know 
much  of  the  chemistry,  and  the  functions  of 
the  nervous  system  but  a century  hence  the 
facts  of  today  may  be  the  fallacies  of  tomor- 
row. The  history  of  psychiatry  contains 
many  sad  chapters  that  we  would  gladly  for- 
get. In  recalling  them,  the  achievements  ol 
the  crusaders  of  progress  stand  out  more 
clearly  in  their  true  glory.  Today,  as  in  ages 
past,  the  care  of  persons  afflicted  with 
mental  disease  presents  a challenge  to  the 
physician  and  to  society. 

*Read  before  the  Orleans  Parish  Medical  Society, 
New  Orleans,  Louisiana,  December  3,  1940. 

fFrom  the  Section  on  Neurology,  The  Mayo 
Clinic,  Rochester,  Minnesota. 


Our  knowledge  of  prehistoric  man  is  lim- 
ited, but  if  the  historians  are  correct,  our 
ancient  forebears  found  time  between 
mysterious  incantations  and  black  magic  to 
conceive  trephination  of  the  skull.  At  this 
late  date  the  reasons  for  their  use  of  trephi- 
nation are  not  entirely  clear  but  if  conjec- 
ture is  correct  it  was  used  not  only  because 
of  local  injury  to  the  head  but  for  the  pur- 
pose of  liberating  evil  spirits  from  the  poor 
victims  of  some  demoniacal  illness. 

The  dawn  of  the  ancient  period  found 
man  the  victim  of  superstition  of  magic  and 
of  sorcery.  The  golden  age  of  Greece, 
with  Hippocrates,  Plato,  Aristotle,  and 
other  great  philosophers,  brought  some 
light  to  the  confused  concept  of  mind  and 
body.  Then  as  now  customs  died  hard, 
especially  when  an  acknowledged  authority 
such  as  Galen  failed  to  keep  step  with  the 
advances  of  his  time  but  held  steadfastly 
to  the  traditions  of  the  past.  Whatever 
slight  progress  had  been  made  up  to  the 
time  of  Galen  seems  to  have  come  to  a 
standstill.  The  following  centuries  were 
dark  years  for  psychiatry,  if  not  for  the 
world  with  its  wars,  its  black  death  and  its 
witches. 

Time  moves  on,  and  as  we  turn  the  pages 
of  the  succeeding  centuries  we  see  that  the 
many  actors  on  the  ever  changing  stage  of 
life  left  but  little  favorable  imprint  on  the 
psychiatric  records  of  the  time.  Step  by 
step  some  inward  urge  would  make  itself 
felt.  Here  and  there  a light  would  pene- 
trate the  mist.  The  world  was  straining 
with  its  pent-up  energies  and  needed  but 
a spark  to  kindle  the  glowing  embers  of 
conquest.  In  rapid  succession  important 
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events  paved  the  way  for  a general  wave  of 
progress.  Gunpowder,  printing,  Columbus, 
Copernicus  and  Luther  represent  but  a few 
of  the  stirring  forces  that  were  revolution- 
izing the  conduct  of  man.  In  this  period  of 
turmoil  and  strife,  patients  who  were 
mentally  ill  fared  poorly,  and  psychiatry 
was  slow  to  follow  in  the  footsteps  of  prog- 
ress and  remained  shrouded  in  mystery. 

It  must  be  kept  in  mind  that  psychiatry 
as  a science  was  as  yet  not  born.  Social 
necessity  determines  that  those  who  are 
mentally  ill  should  be  isolated  and  today  we 
hang  our  heads  when  we  recall  the  horror 
and  tragedy  enacted  in  the  name  of  science. 
Pinel,  Tuke  and  Esquiral  saw  the  injustice 
of  the  then  prevailing  methods  for  the  care 
of  those  who  were  mentally  afflicted  and 
they  stand  today  as  the  disciples  of  the 
humanitarian  care  of  these  unfortunate 
people. 

The  nineteenth  century  might  well  be 
looked  upon  as  the  beginning  of  psychiatry 
as  a separate  science.  The  main  strides  dur- 
ing this  period  consisted  in  improved  insti- 
tutional care  of  insane  persons.  It  was 
necessary  to  educate  society  to  the  need  of 
such  care  and  in  this  country  Dorothea  Dix 
will  forever  be  honored  for  her  unceasing 
efforts  and  devotion  to  this  cause.  The  im- 
provement in  the  care  of  patients  who  were 
mentally  ill  was  a great  step  forward  but 
during  this  period  relatively  little  progress 
was  made  in  the  development  of  new  thera- 
peutic measures  which  proved  to  be  of  any 
lasting  value. 

SPECIAL  THERAPY 

At  the  turn  of  the  present  century  re- 
newed efforts  in  therapy  were  made  along 
many  lines,  but  progress  appeared  to 
meet  insurmountable  obstacles  and  failure 
seemed  inevitable.  Just  as  the  darkness  was 
sweeping  on  to  oblivion,  a bright  ray  of 
light  appeared  upon  the  fading  horizon.  In 
1917,  Wagner  von  Jauregg  announced  the 
successful  treatment  of  general  paralysis  of 
the  insane  by  the  use  of  malarial  therapy. 
The  stimulus  given  the  psychiatrist  by  von 
Jauregg’s  work  was  to  last  for  many  years. 
True  enough,  he  was  treating  an  organic 
disease,  but  the  question  arose  as  to  whether 


other  mental  diseases  might  not  have  an 
organic  basis.  Immediately  many  and 
varied  studies  were  undertaken.  The  body 
structure  was  carefully  searched  for  pos- 
sible abnormal  patterns.  The  organs  of  the 
body  were  weighed  and  the  anomalies  in  de- 
velopment were  noted.  Anthropometric  in- 
dexes revealed  certain  bodily  types,  and  the 
pyknic  habitus  (short  and  fat)  and  the  lep- 
tosome  habitus  (tall  and  thin)  took  their 
place  in  the  classification  of  individuals. 
These  advances,  however,  failed  to  unveil 
any  hidden  therapeutic  secrets.  Not  to  be 
discouraged,  psychiatrists  turned  their  ef- 
forts to  physical  and  psychic  therapy.  Hos- 
pitals were  equipped  with  departments  for 
physical  therapy,  occupational  therapy,  and 
psychotherapy.  Efforts  were  made  to  remove 
foci  of  infection  and  the  causes  of  so-called 
auto-intoxication  in  the  hope  of  aiding  pa- 
tients who  had  mental  diseases.  All  of  these 
procedures  placed  the  treatment  of  mental 
disease  on  a high  plane  and  added  much 
to  the  comfort  of  the  patient.  It  also  served 
to  continue  the  slowly  waning  stimulus 
which  had  resulted  from  the  inspiration  re- 
ceived from  the  work  of  von  Jauregg. 
Vienna’s  influence  was  also  kept  alive  by  the 
students  of  Freud,  who  carried  his  teach- 
ings to  all  corners  of  the  world. 

In  the  early  part  of  the  decade  1930  to 
1939  inclusive,  the  use  of  various  forms  of 
prolonged  narcosis  was  instituted  in  the 
hope  of  aiding  the  psychoneurotic  and  the 
psychotic  patient.  Paraldehyde,  chloral  hy- 
drate, amytal,  and  similar  drugs  were  em- 
ployed to  produce  the  long  sleep.  It  was 
hoped  that  this  type  of  treatment  would  lull 
the  misshapen  fantasies  and  bring  peace  to 
the  disturbed  mind.  Although  some  favor- 
able results  were  obtained  with  this  form  of 
therapy,  it  is  now  employed  in  certain 
mental  states,  mainly,  as  an  aid  to  mental 
analysis.  During  these  years  other  forms 
of  therapy  came  and  went  without  leaving 
a lasting  impression,  either  on  the  patient 
or  on  investigative  workers. 

The  glory  that  was  Vienna’s  was  again  to 
claim  the  attention  of  the  world.  In  the  very 
halls  made  sacred  by  von  Jauregg,  inspira- 
tion still  lingered  and  the  spark  was  again 
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ignited  by  Sakel,  who  in  1934  reported  his 
results  with  hypoglycemic  therapy.  It  is  not 
necessary  to  dwell  on  the  technic  of  this 
therapy.  The  enthusiasm  which  it  probably 
rightly  deserved  served  as  a stimulus  for 
another  epic  of  concerted  effort  in  an  at- 
tempt to  solve  the  riddle  of  achieving  an 
improved  therapy  for  patients  who  are 
mentally  ill.  That  hypoglycemic  therapy 
was  productive  of  certain  worth-while  re- 
sults cannot  be  denied.  The  underlying 
physiologic  effects  upon  the  mental  status 
of  the  patient  remains,  however,  a debatable 
question.  Chemical  studies  carried  out  on 
patients  who  received  this  type  of  therapy 
gave  no  definite  clue  as  to  a possible  chemi- 
cal basis  on  which  good  results  might  be 
predicated.  The  rationale  of  hypoglycemic 
therapy  was  by  no  means  clear.  Could  the 
favorable  results  be  explained  on  a chemical 
basis?  Fortunately,  psychiatrists  realized 
their  limitations  and  turned  to  the  chemist 
for  help.  Graciously  chemists  gave  of  their 
time  and  skill  and  soon  there  appeared 
treatises  on  the  chemical  studies  of  schizo- 
phrenia, and  manic-depressive  psychosis. 
Although  no  favorable  conclusions  could  be 
drawn  from  these  intensive  laboratory 
studies,  they  served  to  inspire  the  chemist 
and  aroused  much  needed  interest  in  the 
chemistry  of  the  nervous  system  which  had 
been  more  or  less  neglected. 

That  hypoglycemic  therapy  is  not  without 
risk  was  demonstrated  both  in  animal  ex- 
perimentation and  in  postmortem  studies  of 
patients  who  died  during  the  treatment.  As 
it  appeared  that  convulsions  contributed  to 
the  beneficial  effect  of  shock  therapy, 
search  was  made  for  other  convulsant 
drugs.  It  was  at  this  time  that  Meduna  in- 
troduced the  use  of  metrazol  in  convulsive 
therapy.  The  results  and  the  ease  of  ad- 
ministration in  metrazol  therapy  compared 
so  favorably  with  the  results  of  insulin 
shock  therapy  with  its  complicated  technic 
that  metrazol  soon  became  the  drug  of 
choice.  The  method  of  metrazol  convulsive 
therapy  is  relatively  simple  and  need  not  be 
elaborated  at  this  time.  Various  theories  as 
to  the  mode  of  action  of  the  drug  have  been 
proposed  but  none  of  these  have  been  en- 
tirely satisfactory.  Some  investigators  have 


gone  so  far  as  to  consider  metrazol  therapy 
as  a specific  means  of  discharging  the  ten- 
sion which  may  be  confined  within  the  di- 
encephalon in  cases  of  melancholia.  Metra- 
zol has  not  been  the  only  drug  that  has  been 
used  in  convulsive  therapy  as  triazol,  sodi- 
um chloride,  camphor,  picrotoxin,  electric 
shock  and  other  agents  also  have  been  em- 
ployed to  produce  convulsions. 

In  spite  of  some  excellent  results  obtained 
with  metrazol  convulsive  therapy,  especially 
in  cases  of  depression,  the  occasional  oc- 
currence of  dislocations  or  of  fractures 
dampened  the  enthusiasm  for  this  type  of 
therapy.  To  overcome  the  severity  of  the 
convulsions  and  to  protect  the  patient  from 
possible  dislocations  or  fractures,  various 
safeguards  were  instituted.  Spinal  anes- 
thesia was  tried  for  a time  but  its  use  has 
been  discontinued.  Bennett  and  other  in- 
vestigators have  administered  curare  intra- 
venously to  produce  muscle  relaxation.  Ery- 
throidine  is  being  used  at  the  present  time 
by  various  investigators.  These  agents, 
while  helpful  in  preventing  complications 
during  metrazol  convulsions,  are  not  with- 
out danger  and  do  not  overcome  the  pa- 
tient’s dread  of  the  treatment. 

During  the  years  under  consideration, 
therapeutic  attempts  were  not  confined  en- 
tirely to  shock  therapy.  Certain  investiga- 
tors were  not  only  unwilling  to  accept  the 
rationale  of  such  therapy  but  were  ap- 
proaching the  problem  from  different 
angles.  Time  will  not  permit  a consideration 
of  all  the  various  phases  of  therapeutic  trial 
which  have  included  the  inhalation  of  nitro- 
gen and  of  carbon  dioxide  in  the  hope  of 
producing  a change  in  the  oxygen  content 
of  the  brain.  That  anoxemia  plays  a role  in 
convulsive  therapy  is  a common  expression, 
but  just  how  it  affects  mental  patterns  is 
not  known.  Among  other  therapeutic  meas- 
ures one  must  mention  the  use  of  transfu- 
sions of  whole  blood,  the  use  of  hematopor- 
phyrin,  the  employment  of  various  forms  of 
fever  therapy  and  the  use  of  benzedrine, 
histamine  and  similar  drugs.  The  physiolo- 
gic chemist  had  not  been  idle  and  he  added 
to  our  knowledge  of  the  metabolism  of  po- 
tassium, sodium,  and  chlorides. 
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Naturally  no  subject  that  is  related  to  the 
functions  of  the  central  nervous  system 
would  be  complete  without  reference  to  the 
endocrine  glands  and  to  vitamin  therapy. 
Hormone  or  glandular  therapy  has  run  the 
gamut  of  use  and  abuse.  Certain  it  is  that 
the  endocrine  glands  play  a role  in  the  nor- 
mal function  of  the  body  but  just  what  in- 
fluence they  have  in  the  psychoses  or  the 
psychoneuroses  is  not  too  clear.  Gonado- 
tropic substances  have  been  employed  with 
varying  results.  The  claims  that  have  been 
made  for  theelin  in  the  treatment  of  meno- 
pausal depression  have  not  been  clearly  es- 
tablished. It  does  appear,  however,  that  at 
times  the  use  of  theelin  or  similar  sub- 
stances in  the  treatment  of  depression  oc- 
curring during  the  menopause  does  produce 
some  benefit.  At  the  present  time,  the  use 
of  testicular  hormone  is  recommended  in 
the  treatment  of  depression  occurring  in 
the  male  climacteric. 

During  the  past  few  years,  the  use  of 
vitamins  has  become  more  or  less  fash- 
ionable and  they  do  have  a place  in  the 
treatment  of  certain  mental  states  associ- 
ated wih  vitamin  deficiency.  As  yet  we  have 
no  clear  conception  as  to  the  variability  of 
the  mental  symptoms  resulting  from  vita- 
min deficiency,  and  the  diagnosis  of  these 
mental  states  is  no  easy  task. 

ELECTRIC  SHOCK  THERAPY 

Two  of  the  more  recent  steps  in  the  prog- 
ress of  the  treatment  of  mental  disease  are 
electric  shock  therapy  and  the  surgical  ap- 
proach to  the  problem.  In  1938,  Cerletti  and 
Bini  announced  their  method  of  electric 
convulsive  therapy  in  cases  of  schizo- 
phrenia. The  technic  is  that  of  passing  an 
ordinary  (alternating)  current  through  the 
posterior  part  of  the  frontal  lobes  (area 
6).  Baldes,  of  The  Mayo  Clinic,  has  aided  in 
the  construction  of  an  electric  apparatus  in 
which  the  current  can  be  accurately  con- 
trolled so  that  the  patient  may  receive  the 
amount  of  current  that  is  specified.  From 
300  to  600  milliamperes  are  passed  through 
the  frontal  lobes  for  a tenth  of  a second.  The 
threshold  for  convulsions  is  somewhat  vari- 
able, but  rarely  is  less  than  300  milliam- 
peres. The  convulsions  are  considerably 


milder  than  those  produced  by  metrazol.  To 
the  amazement  of  investigators,  the  patient 
receiving  electric  shock  therapy  does  not 
suffer  from  pain.  The  patients  will  return 
repeatedly  for  the  treatment  without  any 
apprehension  which  is  a common  feature 
when  metrazol  is  used.  With  the  electric 
shock  there  is  an  amnesia  for  the  period  of 
treatment  and  the  amnesia  may  last  an  hour 
or  more.  It  is  conceivable  that  a subcon- 
vulsive  dose  may  prove  to  be  as  satisfactory 
from  a therapeutic  standpoint  as  a convul- 
sive dose.  The  severity  of  the  convulsive  at- 
tack can  be  rather  well  controlled  by  the 
amount  of  electricity  that  is  passed  through 
the  brain.  Animal  experimentation  has 
demonstrated  that  twenty  to  thirty  times 
the  convulsive  dose  may  be  passed  through 
the  frontal  lobes  without  producing  ill  ef- 
fects. At  The  Mayo  Clinic  we  have  been 
using  this  form  of  therapy  since  the  first 
of  September.  As  yet  we  are  unable  to  re- 
port upon  the  therapeutic  results  but  it  is 
our  impression  that  electric  shock  therapy 
will  replace  metrazol  convulsive  therapy. 

SURGICAL  THERAPY 

That  a surgical  approach  to  the  treat- 
ment of  mental  disease  might  possibly  be 
developed  was  a thought  entertained  for 
many  years  by  Dr.  W.  J.  Mayo.  To  quote 
him:  “If  necessary  we  shall  perform  ex- 
ploratory operations  on  the  head  at  an  early 
stage  of  disease  and  turn  the  light  of  day 
onto  many  of  the  pathologic  conditions  of  the 
brain.”  It  was  not  until  1936  that  any  seri- 
ous surgical  attack  upon  the  problem  of 
mental  disease  was  instituted.  In  that  year 
Monez  introduced  the  operation  of  prefront- 
al lobotomy  for  the  surgical  treatment  of 
certain  mental  states.  The  success  reported 
by  Monez  prompted  Watts  and  Freeman  to 
adopt  this  surgical  procedure  and  they,  too, 
reported  gratifying  results,  especially  in 
cases  of  agitated  or  anxiety  states.  Since 
January,  1940,  J.  G.  Love,  of  The  Mayo 
Clinic,  has  performed  this  operation  in 
seven  cases.  He  obtained  excellent  results 
in  two  cases,  and  fair  results  in  two  cases. 
In  two  cases  the  patients  were  not  improved 
and  in  one  case  the  patient  was  operated  on 
recently  and  a final  report  is  not  possible. 


Anderson — Polyradiculoneuritis 


443 


The  purpose  of  the  operation  is  to  divide  the 
subcortical  association  fibers  in  the  frontal 
lobes  and  thereby  remove  the  inhibitory 
function  of  the  anterior  poles  of  the  cere- 
bral hemispheres.  By  destroying  the  associ- 
ation pathways  in  the  frontal  lobes  the  pat- 
tient’s  agitation,  apprehension  and  state  of 
tension  are  supposedly  relieved.  As  is  the 
case  in  electric  shock  therapy,  it  is  probably 
too  early  to  express  any  definite  opinion  re- 
garding the  results  obtained  with  surgical 
treatment  of  mental  disease. 

CONCLUSIONS 

1 wish  to  emphasize  that  my  real  purpose 
in  reviewing  the  progress  that  has  been 
made  in  the  treatment  of  mental  disease  is 
not  to  justify  any  one  form  of  therapy  but 
to  call  attention  to  the  tremendous  interest 
in  the  effort  to  relieve  human  suffering.  It 
is  indeed  possible  that  many  of  the  present 
forms  of  therapy  will  give  way  to  more 
successful  methods,  and  at  a future  time  we 
may  look  back  with  shame  when  we  recall 
some  of  the  harsh  methods  of  therapy  that 
are  in  use  today.  It  is  probably  true  that 
never  before  has  there  existed  such  a hope- 
ful attitude  toward  the  problem  of  mental 
disease.  The  enthusiastic  efforts  of  the 
many  working  in  various  fields  of  science 
should  in  some  small  way  be  rewarded.  Cer- 
tain it  is  that  the  future  of  psychiatry  never 
looked  more  hopeful  than  it  does  at  the 
present  time. 

I trust  that  in  this  humble  manner  of 
tracing  for  you  the  progress  that  is  being 
made  in  the  treatment  of  mental  disease  I 
have  in  a measure  fulfilled  my  obligation  of 
keeping  alive  the  gospel  of  humanism  and 
progress,  which  were  so  much  a part  of  Dr. 
Chaille, 
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POLYRADICULONEURITIS 

THE  GUILLAIN-BARRE  SYNDROME 
A CASE  REPORT* 

GILBERT  C.  ANDERSON,  M.  D.f 
New  Orleans 

The  purpose  of  this  case  report  is  to  direct 
attention  to  a condition  which  is  relatively 
rare  and  which,  depending  upon  one’s  fami- 
liarity with  the  syndrome,  may  be  easily 
recognized  or  very  puzzling. 

Polyradiculoneuritis,  which  is  also  known 
as  the  Guillain-Barre  syndrome,  was  first 
designated  by  this  name  by  Guillain,1  in 
1936.  He  claimed  that  he  had  described  the 
condition,  with  Barre  and  Stohl,  as  a defi- 
nite clinical  entity  in  1916,  but  the  same  or 
some  similar  syndrome  had  previously  been 
reported  under  a number  of  other  names.2*3 
Thus  Osier4  in  1892  described  “acute  afeb- 
rile polyneuritis.”  Patrick,5  in  1916,  report- 
ed 29  cases  of  polyneuritis  in  which  facial 
diplegia  was  a feature,  and  observed  that 
the  toxic  agent  was  peculiarly  noxious  to  the 
seventh  nerve.  He  pointed  out  that  this  type 
of  paralysis  is  nearly  always  bilateral  and 
very  intense,  and  that  the  face  recovers 
from  it  more  slowly  than  the  extremities. 

A fair  index  of  the  incidence  of  polyradi- 
culoneuritis may  be  gathered  from  the  re- 
port of  35  cases  observed  in  The  Mayo  Clin- 
ic from  1918  to  1936. 2 It  is  possible  that  the 
disease  is  more  frequent  in  Europe,  or  even 
mildly  epidemic  there,  as  one  author0  re- 
ported 55  cases  over  a three  year  period. 

Cobb  and  Coggeshall,3  in  an  excellent 
short  review  of  the  whole  subject  of  neuri- 
tis, have  pointed  out  that  more  detailed 
study  and  more  accurate  classification  of 

*Read  before  the  Orleans  Parish  Medical  Society, 
June  10,  1940. 

fFrom  the  Department  of  Surgery  of  the  School 
of  Medicine  of  Louisiana  State  University. 
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the  disease  is  needed.  The  case  of  “acute  in- 
fective neuritis”  reported  by  them  is  typi- 
cal of  the  case  reported  in  this  communica- 
tion. Gilpin  and  his  associates2  have  also 
voiced  objections  to  the  present  classifica- 
tion of  the  disease  and  the  confusion  of  its 
nomenclature. 

Guillain1  described  polyradiculoneuritis 
as  “a  syndrome  characterized  by  motor  dis- 
turbances, loss  of  tendon  jerks,  with  preser- 
vation of  cutaneous  reflexes,  paresthesias 
with  slight  disturbances  of  objective  sensi- 
bility, tenderness  on  pressure  of  the 
muscles,  little  change  in  the  electrical 
reactions  of  the  nerves  or  muscles,  and 
noteworthy  hyperalbuminosis  of  the  cere- 
brospinal fluid  in  the  absence  of  cytologic 
reaction  (albumino -cytologic  dissociation) 
He  believed  the  condition  to  be  toxic  in 
origin  and  regarded  it  as  possibly  a virus 
disease.  The  albumino-cytologic  dissocia- 
tion is  an  important  diagnostic  finding 
and,  according  to  McIntyre,7  definitely  dif- 
ferentiates the  disease  from  other  forms  of 
neuritis. 

PATHOL  O'GY 

The  pathology  is  degenerative  in  type. 
Bradford,  Bashford  and  Wilson8  have  de- 
scribed degeneration  of  anterior  and  pos- 
terior horn  cells,  and  of  spinal  ganglion  and 
motor  cells  of  the  brain  stem  and  cortex; 
round  cell  infiltration  about  the  anterior 
horn  cells  without  perivascular  infiltration ; 
and  proliferation  of  ependyma  of  the  central 
Canal.  These  authors  were  able  to  reproduce 
the  disease  in  monkeys. 

Viets9  reported  a case  in  which  the  cor- 
tex was  normal.  The  seventh  nerve  nucleus 
showed  swelling  and  dilatation  of  a few 
cells,  chromatolysis  with  displacement  of 
the  nucleolus,  swelling  of  the  anterior  horn 
cells,  loss  of  Nissl  granules,  displacement  of 
the  nucleolus,  and  engorgement  of  the  ves- 
sels throughout  the  cord.  There  was  no  peri- 
vascular infiltration  and  the  meninges 
were  normal.  Wallerian  degeneration  was 
present  in  the  nerves;  it  was  irregular  in 
distribution  but  not  massive.  There  was 
occasional  neuritis,  with  inflammatory 
exudate,  round  cells  and  hemorrhage,  but 


the  findings  were  not  uniform.  McIntyre 
reported  practically  the  same  findings. 

symptoms 

The  onset  is  usually  sudden.  The  patient 
complains  of  tingling  and  weakness  of  the 
extremities,  the  lower  extremities  usually 
being  affected  first.  On  questioning,  the 
physician  can  nearly  always  elicit  a history 
of  some  sort  of  acute  infection  in  the  not  far 
distant  past,  frequently  of  an  upper  res- 
piratory infection  which  has  disappeared. 
The  paresthesia  may  remain  of  a trifling 
nature.  Pain  is  occasionally  severe,  but  is 
usually  absent.  The  sensory  phenomena,  in 
short,  are  not  marked,  but  the  motor  dis- 
ability may  progress  rapidly,  as  the  weak- 
ness goes  on  to  a paralysis  of  the  flaccid 
type  and  involves  the  upper  extremities  and 
the  face.  The  cranial  nerves,  except  for  the 
seventh,  are  generally  spared,  but  choked 
discs  may  be  present.  The  muscles  are  ten- 
der and  may  show  fibrillation  after  light 
percussion.10  Sphincter  control  remains  in- 
tact. The  course  is  afebrile. 

LABORATORY  TESTS 

All  laboratory  tests  may  prove  normal 
except  electrical  examination,  which  will 
elicit  degenerative  reactions  in  varying  de- 
grees. The  spinal  fluid  picture  is  typical. 
In  Gilpin,  Moersch  and  Kernohan’s2  cases, 
for  instance,  the  proteins  ranged  from  100 
to  800  mg.  per  100  c.c.  of  fluid;  the  cells 
were  lymphocytes  and  the  counts  were 
low.  McIntyre7  found  albumino-cytologic 
dissociation  in  all  his  cases. 

TREATMENT 

Although  vitamin  therapy  may  be  useful, 
the  treatment  is  chiefly  symptomatic  and 
is  predicated  on  the  nature  and  course  of 
the  individual  case.  Some  illnesses  may  be 
short  and  mild,  others  long  and  severe,  and 
some  may  be  fatal.  McIntyre  recognizes 
four  classifications : (1)  Rapid  onset,  rapid 
recovery,  possibly  seventh  nerve  involve- 
ment; (2)  steady  progress,  death ; (8)  pro- 
longed course,  incomplete  recovery;  (4) 
prolonged  course,  death. 

CASE  REPORT 

J.  W.  R.,  a 36  year  old  white  male,  an  electrician 
by  occupation,  was  first  seen  March  23,  1939.  At 
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this  time  he  complained  of  weakness  and  numbness 
of  the  legs  of  four  weeks’  duration.  When  his 
symptoms  began  he  had  felt  as  if  he  had  a cold 
and  his  head  had  been  stopped  up.  The  weakness 
in  the  legs  was  associated  with  severe  pain  in  the 
back  and  generalized  weakness.  He  had  continued 
work  for  a few  days  after  the  illness  began,  but 
was  obliged  to  stop  because  of  increasing  weakness 
in  the  legs  which  made  him  almost  unable  to  walk. 
Some  days  later  his  feet  and  legs  felt  numb  to  the 
level  of  the  knees;  he  described  the  sensation  as 
“his  feet  and  legs  being  asleep.” 

He  was  put  to  bed  by  his  physician,  who  insti- 
tuted physiotherapy.  At  first  he  could  not  feel  the 
massage,  and  could  not  distinguish  between  hot 
and  cold  water.  He  became  so  weak  that  he  could 
barely  get  out  of  bed  to  go  to  the  bathroom,  but 
was  never  completely  paralyzed.  After  about  two 
weeks  some  improvement  was  noted.  Sensory  im- 
provement outstripped  motor. 

The  patient  had  no  cranial  nerve  or  sphincteric 
disturbances.  He  denied  any  history  of  syphilis. 
He  had  not  been  exposed  to  gas  or  heavy  metal. 
He  drank  city  water. 

NEUROLOGIC  EXAMINATION 

The  musculature  of  the  upper  extremities  was 
weak.  The  weakness  was  obvious  to  the  examiner, 
but  the  patient  had  not  been  aware  of  it  until  it 
was  demonstrated  to  him.  The  legs  were  extremely 
weak.  The  patient  could  scarcely  walk  without 
help,  and  at  the  best  could  take  just  a few  steps. 
He  could  not  raise  his  feet  clear  of  the  floor  and 
moved  with  a sliding,  shuffling  gait.  He  could 
not  raise  his  weight  on  his  toes  or  his  heels.  He 
could  not  stand  on  either  leg  alone.  He  could  not 
walk  heel  to  toe,  and  he  could  not  hop.  When  he 
lay  flat  he  could  raise  his  leg  only  about  12  inches. 
His  speed  was  reduced  in  proportion  to  his 
strength. 

Occasional  weakness  and  uncertainty  were  evi- 
dent when  the  patient  spoke,  and  probably  indi- 
cated bulbar  involvement.  Vertigo  was  experi- 
enced on  sudden  changes  of  position.  The  cranial 
nerves  were  otherwise  normal. 

Sensory  examination  showed  no  anesthesia  but 
a marked  reduction  to  all  modalities,  both  deep 
and  superficial,  in  the  feet  and  legs,  gradually 
fading  off  about  the  knees,  although  there  was  no 
definite  level.  The  same  condition  was  evident, 
but  to  a lesser  extent,  in  the  upper  extremities. 
The  patient  had  not  realized  this  condition,  just  as 
he  had  not  realized  that  motor  weakness  was  pres- 
ent in  this  area. 

The  knee  jerks  were  absent.  Other  tendon  re- 
flexes were  present  but  sluggish.  No  abnormal 
reflexes  or  clonus  could  be  elicited,  but,  strangely 
in  view  of  his  flaccidity,  the  patient  was  able  to 
set  off  a spontaneous  sustained  clonus  if  he  could 
get  his  foot  into  a certain  position.  The  examiner 
was  never  able  to  reproduce  the  clonus. 


Superficial  reflexes  were  present,  active  and 
equal.  There  was  extreme  incoordination  and 
ataxia  of  both  gait  and  station.  The  remainder 
of  the  examination  was  negative. 

Urinalysis  showed  the  urine  to  be  straw-colored 
and  acid  in  reaction.  The  specific  gravity  was 

I. 009.  Albumin,  sugar,  indican,  acetone  and  dia- 
cetic  acid  were  all  absent,  and  the  smear  showed 
only  amorphous  sediment.  Sixty  per  cent  of  the 
phenolsulphonephthalein  administered  was  excreted 
during  the  first  hour  and  5 per  cent  in  the  second, 
making  a total  of  65  per  cent  for  the  two  hours. 
Examination  of  the  blood  showed  4,450,000  red 
blood  cells  and  6,500  white  blood  cells  per  cu.  mm. 
Ten  per  cent  of  the  leukocytes  were  small  and  5 
per  cent  large  lymphocytes,  58  per  cent  neutro- 
phils, and  1 per  cent  eosinophils.  The  hemoglobin 
was  90  per  cent  and  the  color  index  1.0.  No  malaria 
plasmodia  were  found.  The  coagulation  time  was 
two  minutes,  20  seconds.  The  Wassermann,  Kahn 
and  Klein  tests  were  all  negative.  Chemical  stud- 
ies showed  the  nonprotein  nitrogen  of  the  blood 
to  be  34.2  mg.  per  cent,  urea  nitrogen  17.1  mg. 
per  cent,  uric  acid  3.5  mg.  per  cent,  creatinine  1.5 
mg.  per  cent,  and  dextrose  86  mg.  per  cent.  The 
spinal  fluid  was  clear  and  under  pressure  of  120 
mm.  water.  The  cell  count  was  2-3.  The  Wasser- 
mann reaction  and  colloidal  gold  curve  were  neg- 
ative. The  total  protein  was  92.6  mg.  per  cent. 

DISCUSSION 

The  findings  in  this  case  justified  the 
diagnosis  of  polyradiculoneuritis.  The  pa- 
tient was  put  on  a general  supportive  regi- 
men, including  a high  intake  of  vitamins, 
and  was  discharged  with  a fair  prognosis. 
His  physician  reported  his  progress  as 
steady,  and  said  that  he  was  practically  well 
when  at  the  end  of  six  months  he  moved  to 
another  locality  and  could  no  longer  be  fol- 
lowed up. 

SUMMARY 

A typical  case  of  polyradiculoneuritis  has 
been  reported.  The  disease  is  distinctly  un- 
usual in  America,  but  diagnosis  is  possible 
if  the  syndrome  be  borne  in  mind. 
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FATAL  PARALYSIS  FOLLOWING 
ANTIRABIC  TREATMENT 

PAUL  H.  HERRON,  M.  D. 

Oak  Ridge,  La. 

INTRODUCTION 

The  antirabic  treatment  in  practically 
all  cases  is  neither  accompanied  nor  fol- 
lowed by  complications  of  any  importance. 
There  is  usually  found  only  a slight  degree 
of  local  or  constitutional  reaction ; occasion- 
ally there  is  a marked  urticaria.  These 
are  the  only  discomforts  likely  to  be  en- 
countered. There  is,  however,  a rare  com- 
plication, the  so-called  “treatment  paral- 
ysis” which  has  been  noted  since  three 
years  after  Pasteur  instituted  his  method 
of  vaccination,  the  cause  and  nature  of 
which  is  still  not  fully  understood.  The 
question  often  arises,  after  a large  group 
of  people  are  exposed  to  the  bite  of  a 
rabid  animal,  whether  or  not  all  of  these 
persons  should  receive  the  antirabic  treat- 
ment. Those  actually  presenting  wounds 
should  have  them  cauterized  with  fuming 
nitric  acid  and  should  then  be  given  the 
fourteen  daily  antirabic  inoculations. 

The  rabies  virus  is  contained  in  the  saliva 
of  the  rabid  animal,  reaching  the  salivary 
glands  by  way  of  the  nerves.  The  disease 
may  be  transmitted  when  the  injected 
saliva  comes  in  contact  with  a break  in  the 
skin  or  mucous  membrane.  This  usually 
occurs  in  man  from  the  teeth  or  claws  of 
the  infecting  animal.  The  infected  saliva 
needs  only  to  get  on  a break  in  the  skin 


or  mucous  membrane.  It  is  not  necessary 
that  the  virus  penetrate  the  deeper  layers 
of  the  skin.  Therefore  in  those  in  whom 
infection  is  doubtful  or  who  wish  to  be 
treated  merely  as  a matter  of  precaution, 
one  should  weigh  carefully  the  advisabil- 
ity of  giving  the  inoculations,  bearing  in 
mind  the  incidence  of  treatment  paralysis. 

INCIDENCE 

According  to  McKendrick,1  out  of  a total 
of  115,859  persons  treated  (mostly  in  1932) 
there  were  22  paralytic  accidents  or  one 
in  5,266,  with  five  deaths  out  of  the  22. 
The  figures  relating  to  accidents  covering 
other  analytic  reviews  by  McKendrick 
show  a total  of  126  paralytic  accidents  in 
635,142  persons  treated;  (0.02  per  cent) 
or  one  in  5040  with  37  deaths  in  the  126 
accidents.  It  appears  that  the  liability  to 
accident  after  treatment  by  live  vaccines 
is  four  times  as  great  as  after  treatment 
by  killed  vaccines,  and  eleven  times  as  great 
as  after  treatment  by  heated  vaccines. 

ETIOLOGY 

The  etiology  is  still  not  definitely  known. 
It  is  thought  that  alcohol,  syphilis,  neuras- 
thenia, hysteria  and  other  conditions  which 
lessen  the  resistance  of  the  nervous  sys- 
tem, are  predisposing  factors.  Since  para- 
lytic accidents  occur  so  rarely  an  individual 
idiosyncrasy  on  the  part  of  the  patient  must 
be  assumed.  It  is  found  more  frequently 
in  males,  and  in  individuals  of  the  profes- 
sional type  rather  than  of  the  laboring 
type.  Overexertion  during  the  course  of 
the  injections  plays  an  important  part  in 
bringing  on  the  neurologic  symptoms.  It 
does  not  occur  in  children.  Individuals  bit- 
ten by  rabid  animals  are  no  more  prone  to 
the  affection  than  those  bitten  by  non-rabid 
animals. 

The  theories  as  to  the  cause  include : 

1.  Anaphylaxis,  due  to  the  repeated  in- 
jections of  foreign  protein  as  contained  in 
the  rabbit  cord  employed,  is  thought  to  be 
the  cause  by  Harvey  and  McKendrick.2 
Against  this  theory  is  the  fact  that  paral- 
yses have  not  been  produced  in  animals  by 
the  injection  of  large  amounts  of  normal 
nerve  tissue  and  also,  even  should  nerve 
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tissue  produce  anaphylactic  symptoms, 
paralytic  symptoms  are  not  anaphylactic 
phenomena,  say  Stuart  and  Krikorian.3 

2.  The  specific  action  of  a “rabies  toxin” 
which  is  in  combination  with  the  fixed 
virus  used  in  treatment  is  the  theory  of 
Remlinger4  and  Babes.5  This  theory  has 
not  been  confirmed. 

3.  Street  virus  infection,  received  from 
the  biting  animal  and  so  modified  by  treat- 
ment that  the  disease  runs  an  atypical 
course,  is  held  by  Koch.6  Against  this 
theory  is  the  fact  that  in  a number  of  cases 
the  biting  animal  was  not  mad ; in  others 
the  patients  were  not  bitten,  but  had  taken 
the  antirabic  shots  merely  as  a precaution. 
The  incubation  period  is  usually  too  short 
for  street  virus  infection. 

4.  Fixed  virus  infection  due  to  the  treat- 
ment is  responsible,  says  Kozewalow7  and 
Fielder.8  The  latter  adds  that  a toxin 
might  be  an  additional  factor,  but  there 
are  more  arguments  against  than  for  this 
theory. 

5.  According  to  Stuart  and  Krikorian3 
the  cause  is  to  be  found  in  some  constituent 
of  the  protective  inoculations  themselves 
unavoidably  introduced.  This  paralysis 
producing  substance  present  in  both  nor- 
mal and  rabid  nerve  tissue  can  definitely 
be  made  innocuous  to  rabbits  and  rats  by 
appropriate  treatment  with  1 per  cent 
phenol.  This  fact  has  brought  about  a mod- 
ification of  the  Pasteur  treatment  with  a 
lessening  of  paralytic  accidents.  Finally, 
the  vital  importance  of  an  individual  idio- 
syncrasy must  be  recognized.  Such  sus- 
ceptibility governs  the  actual  occurrence  of 
accident;  otherwise,  the  cases  would  be 
enormously  more  frequent  than  they  are. 

TYPES  OF  ACCIDENTS 

The  clinical  form  of  paralytic  accidents 
encountered  following  antirabic  treatment 
presents  great  diversity.  There  is  no  uni- 
form classification  but  in  general  four 
types  are  recognized:  (1)  The  ascending 
paralysis  of  Landry,  (30  to  40  per  cent)  ; 

(2)  the  dorsolumbar  myelitis  (5  per  cent)  ; 

(3)  the  neuritic  or  isolated  peripheral  nerve 
paralyses  (20  per  cent)  ; (4)  the  mixed 
myelitic  and  neuritic  forms. 


SYMPTOMS  AND  COURSE 

Important  differences  are  found  in  the 
initial  period  and  in  the  period  of  invasion 
in  each  form.  The  development  of  the 
paralysis  has  no  bearing  on  the  length  of 
time  since  the  patient  was  bitten.  In  25 
per  cent  of  the  patients,  according  to  Tums- 
kaya,9  the  lesion  develops  during  the  first 
ten  days  after  treatment  is  started;  in  62 
per  cent  of  the  patients  it  appears  during 
the  third  week  and  13  per  cent  of  the  pa- 
tients later.  It  appears  most  frequently 
14  to  15  days  after  the  first  inoculation. 
The  incubation  period  of  antirabic  paral- 
ysis is  therefore  shorter  than  that  of  rabies. 

The  onset  of  symptoms  in  the  dorsolum- 
bar myelitis  and  Landry  types  is  usually 
acute,  and  in  the  neuritic  chronic.  The 
clinical  features  differ  moderately  from 
true  rabies.  There  is  usually  no  fear  of 
water  and  no  spasm  of  the  glottis.  Accord- 
ing to  Volters,10  in  the  myelitic  types  the 
interval  between  the  first  general  symp- 
toms and  the  onset  of  the  paralysis  is  usual- 
ly acute,  lasting  often  only  24  hours.  In 
the  polyneuritic  types  the  onset  is  preceded 
by  a much  longer  period,  during  which  the 
patient  has  vague  pains,  malaise,  some  de- 
gree of  paresthesia  and  a slight  weakness 
in  the  legs,  which  becomes  slowly  more 
intense.  Fever  is  usually  absent  in  this 
type  and  if  it  does  appear  is  slight,  and 
does  not  last  the  entire  course  of  the  infec- 
tion, whereas  fever  may  be  persistent  and 
very  high  and  associated  with  chills  in  the 
myelitic  forms.  Paralysis  in  the  myelitic 
forms  may  be  complete  in  a few  hours  and 
is  never  delayed  longer  than  three  to  four 
days,  whereas  in  the  polyneuritic  form  the 
paralysis  appears  slowly  and  corresponds 
to  the  increase  in  weakness  of  the  lower 
extremities.  Where  sensory  disturbances 
accompany  the  paraplegia  they  are  located 
in  the  medullary  part  in  the  myelitic  form, 
while  in  the  polyneuritic  they  are  of  the 
peripheral  type.  When  paralysis  of  the 
cranial  nerves  appears  at  the  same  time 
with  the  paralysis  of  the  limbs,  it  is  a case 
of  polyneuritis.  The  myelitic  form  will 
produce  grave  dystrophic  phenomena,  pros- 
tration and  sphincter  disturbances.  A sure 
sign  of  polyneuritis  is  that  the  pains  may 
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not  be  spontaneous  but  may  be  provoked. 
The  patient  may  complain  of  only  a slight 
degree  of  neuritis  with  little  or  no  motor 
involvement.  In  general  the  symptoms  are 
as  follows : At  the  termination  of  the  treat- 
ment, or  frequently  just  before,  there  sud- 
denly appears  the  prodromal  symptoms  of 
malaise,  vague  pains,  and  anorexia.  These 
last  24  hours  when  further  signs  of  the  af- 
fection such  as  headaches,  dizziness,  nausea, 
vomiting,  occasionally  hives,  fever,  pain  in 
the  back  and  extremities  appear.  The  con- 
dition progresses  rapidly,  the  headaches 
and  vomiting  often  becoming  severe.  As  the 
cerebral  symptoms  increase  the  conscious- 
ness is  affected  and  stupor  may  ensue.  In- 
dividual cerebrospinal  nerves  may  become 
involved.  The  pupils  often  fail  to  react  to 
light.  Bulbar  symptoms  frequently  appear 
in  the  form  of  disturbances  of  swallowing, 
rapid  pulse,  or  disturbed  breathing.  Par- 
allel with  these  cerebral  symptoms  come 
the  signs  of  a severe  spinal  cord  affection. 
The  patient  complains  of  weakness  of  the 
extremities  and  the  sphincters  are  involved. 
The  patient  is  unable  to  void  or  less  fre- 
quently there  is  an  incontinence.  Objec- 
tively there  can  be  demonstrated  a decrease 
in  the  muscular  power,  loss  of  muscle  tonus, 
absence  of  tendon  and  superficial  reflexes. 
Pathologic  reflexes  may  be  demonstrated. 
A distended  bladder  is  often  palpable. 

Spinal  puncture  reveals  an  increased 
pressure,  an  increase  in  albumin,  an  in- 
crease in  cell  count  usually  from  50  to  200 
or  more  with  a predominance  of  mononu- 
clears, and  a sterile  culture.  The  blood 
count  usually  shows  only  a polymorpho- 
nuclear leukocytosis.  Urinary  findings  are 
often  albuminuria  and  occasionally  glyco- 
suria, but  more  frequently  are  normal. 

PATHOLOGY 

When  the  meninges  are  involved,  there 
is  usually  an  edema  and  hyperemia  present. 
The  pia  mater  has  a cloudy  appearance  and 
sometimes  a serous  or  serofibrinous  ex- 
udate will  form.  The  entire  picture  re- 
sembles that  of  an  acute  infiltrative  mye- 
litis or  that  of  a hemorrhagic  myelitis. 
Those  parts  of  the  cord  affected  show  soft- 


ening. A distribution  of  lesions  through 
both  the  white  and  gray  matter  often  ren- 
ders differentiation  between  the  two  nearly 
impossible,  the  whole  cord  surface  present- 
ing a hemogeneous  grayish  pink  appear- 
ance. Often  the  large  ganglion  cells  of  the 
gray  matter  of  the  cord  partly  disappear. 
Trophic  disturbance  is  the  cause  of  the 
softening.  Extended  lesions  of  the  gray 
matter  as  it  occurs  in  poliomyelitis  or  in 
polio-encephalomyelitis  with  disseminated 
foci  are  similar  to  those  encountered  in  the 
ascending  Landry  type. 

The  greatest  alterations  are  usually  noted 
in  the  dorsolumbar  medulla  from  which 
they  extend  and  appear  somewhat  modified 
in  higher  regions.  The  medulla  appears 
swollen  and  softened  and  the  line  between 
the  gray  and  white  substance  is  indistinct 
and  sometimes  one  may  note  rosy  zones 
or  hemorrhagic  dots  in  several  places.  It 
often  seems  to  be  noted  that  the  white  sub- 
stance is  more  involved  than  the  gray. 

Sometimes  the  alterations  of  the  medulla 
are  limited  to  hyperemia  and  edema.  In 
other  cases  there  may  be  also  inflammatory 
infiltrations  around  the  vessels  and  nerve 
cells  accompanied  by  hemorrhage.  In  more 
severe  cases  there  may  be  a destruction  of 
the  nerve  substance,  which  may  appear  in 
the  form  of  edematous  swelling  of  the  fibers 
of  the  white  substance.  Similar  alterations 
may  be  encountered  in  the  encephalon  but 
usually  the  destruction  will  be  less  exten- 
sive. Negri  bodies  or  Lentz  bodies  are 
never  found  present. 

TREATMENT 

There  is  no  specific  treatment  known 
and  therefore  symptomatic  treatment  has 
to  be  employed.  Decubitus  ulcers  and 
cystitis  are  the  most  dangerous  factors. 
Special  care  should  be  observed  in  their 
prevention.  If  the  patient  has  been  bitten 
by  a known  rabid  dog  the  inoculations 
should  probably  be  continued,  since  in 
numerous  reported  cases  they  have  been 
persisted  in  without  apparent  detriment. 
They  may  be  discontinued  if  the  biting  ani- 
mal was  probably  not  rabid.  It  is  advisable 
in  these  cases  to  consult  the  pathologist. 
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PROGNOSIS 

In  regard  to  prognosis,  the  patients  may 
be  divided  roughly  into  three  groups.  The 
mild  ones  with  transitory  paralyses  of  face 
or  limbs  all  recover.  The  acute  paraplegias 
of  the  lower  extremities  with  or  without 
involvement  of  the  sphincters  have  a mor- 
tality rate  of  about  5 per  cent.  Death,  if  it 
occurs,  is  likely  to  be  due  to  cystitis  or  bed- 
sores after  a long  illness.  The  severest 
cases  of  the  ascending  Landry  paralysis 
type  have  a bad  prognosis  for  from  40  per 
cent  to  50  per  cent  do  not  recover.  Death  is 
due  to  respiratory  or  cardiac  paralysis  or 
later  from  inhalation  pneumonia,  cystitis 
or  bedsores.  The  earlier  the  appearance  of 
the  paralytic  accident  the  more  severe  the 
symptoms. 

CASE  HISTORY 

R.  C.,  a white  male,  aged  18,  a university  stu- 
dent, entered  the  clinic  on  December  2,  1939,  be- 
cause of  a severe  headache  and  fever  which  began 
November  13,  1939.  He  also  complained  of  weak- 
ness in  the  lower  limbs  and  was  unable  to  walk. 
He  was  unable  to  void.  Two  weeks  prior,  a dog  at 
the  university  had  contracted  rabies  and  the  pa- 
tient was  one  among  fifty  who  took  the  antirabic 
inoculations.  He  did  not  think  he  had  been  bitten 
by  the  dog,  but  had  abrasions  on  both  bands  and 
had  played  with  the  animal.  He  took  the  treatment 
at  the  insistence  of  his  family. 

His  first  inoculation  was  given  November  20, 
1939,  and  he  received  one  inoculation  a day  for 
twelve  days.  He  was  unable  to  come  to  the  office 
for  his  eleventh  treatment  because  of  severe  vomit- 
ing and  pain  in  his  abdomen  which  he  had  attrib- 
uted to  the  eating  of  some  shrimp.  He  requested 
that  the  treatment  be  given  at  his  home,  which 
was  done.  The  following  day,  he  was  no  better. 
His  symptoms  had  increased  in  severity  and  an 
inoculation  was  again  given  to  him  at  home.  He 
had  been  able  to  be  up  and  there  was  no  evidence 
of  paralysis  other  than  an  inability  to  void. 

This  patient  had  a peculiar  nervous  tempera- 
ment, having  lost  an  eye  in  an  accident  several 
months  prior  and  had  a more  or  less  despondent 
outlook  on  life.  The  next  day,  because  of  the  onset 
of  lower  extremity  weakness,  his  thirteenth  inocu- 
lation was  omitted  and  he  entered  the  hospital. 

The  following  day,  he  developed  definite  evi- 
dence of  paralysis  in  both  legs.  The  cremasteric 
and  lower  abdominal  reflexes  were  absent.  His 
coma  gradually  increased.  An  eye  examination  by 
Dr.  Titche  revealed  a choking  of  the  left  disc  of 
2-D  with  the  veins  engorged.  The  right  eye  was 
artificial.  A diagnosis  of  paralysis  of  Landry  due 
to  antirabic  treatment  was  made.  The  paralysis 


of  the  bladder  continued  and  catheterization  had  to 
be  employed.  He  lapsed  into’  unconsciousness  off 
and  on  most  of  this  day,  then  began  to  develop 
some  difficulty  in  swallowing.  A spinal  tap  re- 
vealed an  increase  in  fluid  pressure  of  fifteen 
millimeters  of  mercury.  The  cell  count  was  145 
with  a predominance  of  round  cells.  On  December 
4,  he  lapsed  into  a coma  from  which  he  could  not 
be  aroused.  The  paralysis  gradually  extended 
higher  and  the  lungs  rapidly  became  filled  with 
fluid  and  he  died  on  December  6. 

An  autopsy  was  performed  with  particular  ref- 
erence to  the  brain,  which  was  removed.  The  ves- 
sels throughout  were  markedly  injected.  There 
was  a thin  cloudy  exudate  at  the  base.  A section 
of  the  brain  was  sent  for  examination  to  Dr.  W.  H. 
Seemann  of  the  Department  of  Health  in  New1 
Orleans,  and  to  Dr.  Wm.  R.  Mathews  of  the 
Charity  Hospital  in  Shreveport,  Louisiana. 

Microscopic  examination  of  the  brain  revealed 
numerous  hemorrhages.  The  vessels  of  the  brain 
and  meninges  were  distended  with  blood  and  there 
was  an  edema  of  the  meninges.  The  white  matter 
was  not  affected  as  much  as  the  gray,  the  places 
were  barely  distinguishable  from  each  other.  There 
were  various  areas  of  round  cell  infiltration  in  the 
brain.  No  Negri  bodies  could  be  demonstrated. 
Except  for  the  absence  of  Negri  bodies,  the  section 
of  the  brain  appeared  as  one  might  expect  to  find 
in  rabies,  and  similar  t©  Perdrau’s  description  of 
the  complete  histology. 

CONCLUSIONS 

1.  Paralytic  accidents  following  anti- 
rabic treatment  are  rare  (0.02  per  cent, 
or  one  in  approximately  every  5,000  cases) 
and  of  those  affected  an  average  of  25  per 
cent  end  fatally. 

2.  Since  the  paralytic  accidents  occur 
during  the  course  of,  or  at  the  end  of  the 
antirabic  treatment,  it  is  reasonable  to  as- 
sume they  are  due  to  the  protective  inocu- 
lations. 

3.  The  etiology  is  not  known,  but  actual 
occurrence  is  governed  by  an  individual 
idiosyncrasy.  Apparently  there  exists  in 
the  basic  nerve  substance  of  all  anti- 
rabic vaccines  some  deleterious  component, 
which,  although  adversely  affected  by  sev- 
eral physical  and  chemical  agents,  is  still 
capable  in  certain  susceptible  individuals  of 
producing  the  various  forms  of  antirabic 
paralytic  accidents. 

4.  Antirabic  treatment  is  not  entirely 
devoid  of  risk,  though  the  possibility  of  the 
occurrence  of  paralysis  is  so  slight  that  it 
should  not  deter  those  who  need  antirabic 
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treatment.  A person  bitten  by  a rabid  ani- 
mal is  much  more  likely  to  develop  rabies, 
which  is  certainly  fatal,  than  paralysis, 
which  usually  ends  in  recovery. 

5.  To  those  who  insist  on  antirabic 
treatment,  in  the  absence  of  clinical  or 
laboratory  evidence  that  the  biting  animal 
was  rabid,  the  slight  risk  should  be  ex- 
plained. 
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ESTROGENIC  HORMONE  THERAPY 

IN  THE  TREATMENT  OF  PRESE- 
NILE  AND  MANIC  DEPRES- 
SIVE PSYCHOSIS* 

E.  M.  ROBARDS,  M.  D.f 

Jackson,  La. 

Since  time  immemorial  women  have 
looked  forward  to  that  inevitable,  many 
times  tragic,  climax  in  their  reproductive 
period  known  as  the  change  of  life,  or 
menopausal  syndrome.  Irrespective  of  the 
many  factors  stated  as  contributing  or  pre- 
disposing causes,  the  menopausal  syndrome 
complex  known  as  involutional  melancholia 
may  appear  out  of  a clear  sky  in  its  most 
tragic  form.  There  is  the  picture  of  abso- 
lute despair  and  loss  of  hope,  sometimes  to 
the  degree  that  suicide  is  the  only  escape. 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 

1'From  the  East  Louisiana  State  Hospital,  Jack- 
son. 


In  answer  to  their  pathetic  appeals,  there 
has  been  very  little  to  offer  in  the  way  of 
therapy  to  relieve  their  distress.  My  dis- 
cussion is  not  based  upon  an  acute  enthusi- 
asm; I do  feel  that  after  many  years  of 
patient  endurance,  by  both  the  patient  and 
the  physician,  there  is  at  last  a definite 
approach  in  the  way  of  a rational  therapy 
in  the  treatment  of  these  unfortunate  in- 
dividuals. 

Observations  of  Dreyfus  clearly  indicate 
the  relationship  between  involutional  mel- 
ancholia and  manic  depressive  psychosis  is 
very  close.  The  facts  revealed  by  the  in- 
vestigation are:  The  majority  of  cases 

which  had  not  terminated  in  death  resulted 
in  complete  recovery.  In  a small  percentage 
of  cases,  deterioration  ultimately  occurred 
on  a basis  of  cerebro-arteriosclerosis  which 
some  patients  seem  prone  to  develop. 

Kraeplin,  in  a preface  to  the  work  of  ; 
Dreyfus,  accepts  this  theory,  expressed  in 
the  following  words:  “The  results  show 
that  for  the  main  bulk  of  cases  which  we 
have  designated  as  involutional  melancholia 
that  there  is  no  longer  any  basis  compel- 
ling their  separation  from  manic  depres- 
sive psychosis.  It  would  seem  that  the 
autonomy  of  involutional  melancholia  as  a 
separate  clinical  entity  is  destroyed.” 

ETIOLOGY  OF  MANIC  DEPRESSIVE  PSYCHOSIS 

The  causes  of  manic  depressive  psycho- 
sis are  not  fully  known.  The  essential  fea- 
ture in  the  etiology  is  a constitutional  pre- 
disposition which  is  believed  to  be  in- 
herited. The  depression  may  exist  with  or 
without  biologic  disturbances,  but  the 
symptoms  are  usually  accentuated  with  the 
approach  of  the  menopausal  syndrome. 

It  is  an  accepted  fact  that  not  all  the 
anxious  depressions  occurring  during  the 
menopausal  syndrome  belong  to  the  invo- 
lutional group.  Perhaps  one-third  of  these 
present  an  admixture  of  schizophrenic, 
psychotic,  and  psychoneurotic  symptoms. 
During  the  prodromal  period  the  line  of 
demarcation  is  so  ill-defined  that  a differ- 
ential diagnosis  is  extremely  difficult. 

Inasmuch  as  this  paper  is  devoted  prin- 
cipally to  presenile  depressions,  I feel  that 
involutional  melancholia  should  be  briefly 
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discussed.  We  realize  that  as  long  as  the 
normal  activity  of  the  ovaries  and  their 
relation  to  the  reproductive  system  is  main- 
tained the  menstrual  cycle  continues.  With 
the  gradual  decline  in  ovarian  function,  the 
gonads  atrophy  and  their  internal  secretory 
function  is  sacrificed ; the  pituitary  then 
increases  its  secretion  of  follicle  stimulat- 
ing hormone,  causing  an  endocrine  imbal- 
ance which  is  apparently  responsible  for 
the  menopausal  symptom  complex.  The 
adrenals  are  over-stimulated  by  the  adreno- 
tropic  factor  and  the  thyroid  by  the  thyro- 
tropic factor.  This  lack  of  harmony  causes 
the  hormone  imbalance  with  the  resulting 
effect  on  the  autonomic  nervous  system. 

Hannon,  in  1927,  was  the  first  to  demon- 
strate that  patients  at  the  menopause  are 
very  sensitive  to  epinephrine  and  that 
flushes  can  be  provoked  by  the  injection  of 
small  doses  subcutaneously.  In  fact,  peri- 
odic increased  production  of  epinephrine 
seems  to  explain  many  of  the  neurocircula- 
tory  symptoms  of  the  syndrome.  There  is 
a difference  of  opinion  among  many  com- 
petent observers  as  to  the  value  of  estro- 
genic hormone  therapy.  Sevringhaus,  Pa- 
panicolou  and  Shorr-Hawkinson,  Werner 
and  Suckle  feel  that  it  is  of  value  in  the 
treatment  of  mild  depressions  occurring 
during  the  menopausal  syndrome,  Werner 
being  the  most  enthusiastic  of  this  group. 
There  are  others  who  question  its  value. 

In  establishing  a diagnosis  a very  care- 
ful prepsychotic  history  should  be  obtained. 
The  possibility  of  a late  developing  schizo- 
phrenia with  a prodromal  depression  is  to 
be  considered ; a study  of  the  eye  grounds 
to  eliminate  cerebro-arteriosclerotic  psycho- 
sis; and,  the  possibility  of  psychoneurosis — 
any  of  these  conditions  may  occur  during 
this  period  and  none  respond  to  estrogenic 
hormone  therapy,  though  all  present  a syn- 
drome similar  to  that  noted  in  involutional 
melancholia. 

A group  of  51  patients,  presenting  symp- 
toms from  simple  depression  to  the  agitated 
type  when  there  was  the  picture  of  despair 
— patient  wringing  hands,  giving  vent  to 
cries  and  lamentations,  several  having  hal- 
lucinations, varieties  of  delusions,  ideas  of 


culpability,  ruin,  suicidal  tendencies,  were 
observed.  These  patients  were  given  10,000 
units  of  theelin  in  oil  weekly  and  progress 
notes  made  each  week  by  the  nurse  who 
gave  the  treatment.  She  was  not  informed 
as  to  the  diagnosis  of  any  of  the  cases  in 
this  group.  Each  patient  received  from 
60,000  to  175,000  units.  After  treatment 
in  this  group  had  been  completed,  it  was 
rather  interesting  to  note  that  those  cases 
not  benefited  by  the  therapy  were  diag- 
nosed as  follows : Dementia  precox,  six ; 
psychosis  with  cerebral  arteriosclerosis,  12 ; 
psychoneurosis,  two. 

The  remaining  31  cases  were  diagnosed 
as  involutional  melancholia  and  manic  de- 
pressive psychosis.  Results  in  these  cases 
are  as  follows : Excellent  improvement,  21 ; 
improvement,  eight;  no  change  in  mental 
condition,  two.  Eleven  patients  have  been 
discharged  from  the  hospital  and  are  mak- 
ing a satisfactory  home  adjustment.  A 
stabilizing  dose,  following  initial  treatment 
appropriate  to  each  individual  case,  is 
recommended. 

The  histories  of  two  patients  are  pre- 
sented for  illustration. 

CASE  NO.  1 

First  Admission : This  patient  was  a white  fe- 
male, aged  46,  married,  who  was  admitted  to  the 
hospital  February  1,  1938,  with  the  information 
that  her  early  life  history  was  within  normal  limits 
and  she  was  above  the  average  in  intelligence. 

Patient  stated  her  married  life  was  made  up  of 
periods  during  which  she  was  happy  and  other 
times  sad.  In  1925,  she  had  a nervous  breakdown 
lasting  six  months.  Her  husband  died  in  1933; 
following  his  death,  she  developed  nervous  symp- 
toms which  grew  progressively  worse. 

On  admission  she  was  in  a pronounced  state  of 
depression,  stating  she  had  committed  unpardon- 
able sins  and  could  not  be  forgiven.  She  had  fixed 
ideas  as  to  conception  of  Deity,  and  had  not  applied 
in  the  correct  manner  the  principles  of  righteous- 
ness— for  this,  she  condemned  herself.  She  had 
many  somatic  complaints.  No  hallucinations  or  de- 
lusions were  elicited,  and  her  speech  was  coherent 
and  relevant. 

Diagnosis;  Manic  depressive  insanity — depressed 
phase. 

Treatment:  Hydrotherapy,  and  other  appro- 

priate therapy  instituted.  Response  to  treatment 
was  very  slow.  A prepsychotic  level  was  not 
reached  until  November,  1938.  Furloughed  from 
hospital  November  23,  1938.  Total  hospitalization 
lasted  eight  months  and  22  days. 
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Second  Admission:  Readmitted  February  10, 

1939.  On  second  admission  symptoms  were  very 
different  from  those  noted  at  first  admission.  Her 
expression  was  one  of  happiness  and  animation. 
The  face  was  flushed.  Lucidity  perfect  and  orien- 
tation correct.  She  presented  the  flight  of  ideas  in 
its  most  typical  form.  Her  judgment  was  mate- 
rially affected.  There  was  marked  euphoria.  Re- 
actions were  very  impulsive;  decided  motor  ac- 
celeration. 

Diagnosis : Manic  depressive  insanity — manic 

phase. 

Treatment:  Theelin  in  oil,  10,000  units  per  week, 
for  eight  weeks.  There  was  marked  improvement 
following  40,000  units.  The  patient  rapidly  cleared 
and  at  the  end  of  the  sixth  week  had  reached  a 
normal  prepsychotic  level.  She  was  discharged  from 
the  hospital  on  September  8,  1939,  and  is  now  mak- 
ing a satisfactory  home  adjustment  with  appro- 
priate stabilizing  doses  of  theelin. 

CASE  NO.  2 

A white  female,  aged  51,  married,  was  ad- 
mitted to  the  hospital  March  5,  1939,  with  the 
information  that  her  early  life  history  was  within 
normal  limits  and  she  was  of  average  intelligence. 

Patient  gave  a history  that  about  three  years 
ago  she  had  a nervous  spell  and  became  very  de- 
pressed. There  were  no  hallucinations  or  de- 
lusional ideas  at  that  time.  The  episode  lasted 
four  or  five  weeks,  and  the  attack  was  terminated 
abruptly.  There  were  no  residuals  and  she  main- 
tained a normal  prepsychotic  level  until  February 
1939.  At  this  time  she  began  to  worry  over  minor 
business  affairs,  pyramided  her  troubles  until  she 
lost  control  of  her  emotions,  became  extremely  de- 
pressed and  began  to  hear  voices.  She  was  brought 
to  the  hospital  in  this  condition. 

On  admission  her  speech  was  coherent,  she  was 
correctly  oriented  and  memory  and  retention  were 
good.  She  continued  to  be  in  a marked  state  of 
depression  which  lasted  six  weeks. 

Diagnosis:  Manic  depressive  insanity — depressed 
phase. 

Treatment:  Patient  was  immediately  placed 

upon  theelin  in  oil,  10,000  units  weekly.  In  about 
eight  weeks  improvement  was  noted  and  rapidly 
continued.  The  depression  had  completely  cleared, 
she  realized  the  absurdity  of  her  hallucinatory  ex- 
periences and  had  insight  into  the  episode  which 
she  had  experienced. 

On  May  28,  1939,  she  was  discharged  from  the 
hospital  and  had  reached  a normal  prepsychotic 
level.  The  period  of  hospitalization  was  two 
months  and  23  days.  I have  kept  in  touch  with 
this  patient,  she  has  made  an  excellent  home  ad- 
justment and  has  not  required  any  therapy  since 
being  discharged. 


SUMMARY  AND  CONCLUSION 

1.  A correct  diagnosis  as  near  as  pos- 
sible before  administering  any  definite 
form  of  therapy. 

2.  It  is  principally  indicated  in  all 
forms  of  manic  depressive  and  presenile 
states  where  the  exciting  cause  is  of  bi- 
ologic origin. 

3.  Give  in  sufficiently  large  doses,  but 
be  guided  in  both  early  and  stabilizing 
doses  by  the  requirements  of  each  indiv- 
idual case.  If  favorable  results  are  not  ob- 
tained by  175,000  units,  discontinue  its  use. 
With  large  doses  over  long  periods,  theelin 
tends  to  produce  sclerosis  of  the  ovaries 
(Kunde-Leonard) . Moore  says  that  its  ex- 
cess results  in  injury  to  the  gonads,  because 
it  diminishes  the  gonad-stimulating  hor- 
mone of  the  anterior  pituitary.  It  is  there- 
fore not  a harmless  therapeutic  agent. 

4.  Patients  who  present  the  involutional 
syndrome  and  do  not  respond  to  treat- 
ment will  most  probably  fall  subsequently 
into  another  classification.  The  therapeutic 
test  may  be  of  value  in  borderline  cases. 

5.  Observation  here  indicates  that  there 
is  improvement  in  many  patients  to  such 
extent  that  they  are  able  to  return  home  and 
maintain  (with  treatment)  a normal  do- 
mestic level.  The  period  of  hospitalization 
is  materially  reduced.  Those  requiring  hos- 
pitalization are  able  to  make  a more  satis- 
factory adjustment. 

6.  It  is  generally  accepted  that  estro- 
genic hormone  therapy  benefits  the  non- 
psychotic  patient  who  has  mild  neurocircu- 
latory  symptoms  resulting  from  biologic 
disturbances.  Many  of  these  persons  are 
emotionally  unstable  and  are  potential  can- 
didates for  manic  depressive  states.  The 
history  obtained  from  the  majority  of  the 
manic  depressive  cases  is  that  the  episodes 
following  each  remission  become  more  pro- 
nounced  as  the  menopause  is  approached,  j 
The  close  relation  existing  in  these  states  is 
definitely  established  to  the  degree  that  the 
autonomy  of  involutional  melancholia  as  an 
entity  is  destroyed.  Why  then,  could  we 
with  any  degree  of  fairness  to  ourselves  and 
our  patients  administer  that  which  we  con- 
sider a rational  therapy  to  a patient  pre- 
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senting  the  prodromal  symptoms  and  ignore 
its  use  when  the  storm  resulting  from  the 
preliminary  preparation  arrives. 
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DISCUSSION 

Dr.  C.  S.  Miller  (Jackson)  : In  discussing  this 
excellent  paper  of  Dr.  Robards,  I shall  attempt  to 
emphasize  only  a few  of  the  points  he  brought  out 
regarding  estrogenic  therapy  in  involutional  mel- 
ancholia. At  the  time  of  the  menopause  there  are 
many  conditions  that  simulate  involutional  melan- 
cholia. There  are  a lot  of  depressions  induced  by 
presenile  changes,  arteriosclerosis,  psychoneuroses 
and  other  conditions,  which  are  not  clearly  diagnos- 
tic. Now  the  main  feature  in  dealing  with  these 
patients  is  to  make  a diagnosis.  Proper  diagnosis 
has  to  be  arrived  at  and  all  other  diseases  or  con- 
ditions removed.  If  we  are  dealing  strictly  with 
involutional  melancholia  cases,  we  can  expect  re- 
sults fx-om  estrogenic  therapy.  We  find  that  a 
number  of  patients  show  no  depressions  or  no 
symptoms  until  the  involutional  period  occurs. 
However,  if  we  question  our  patients  very  closely, 
we  frequently  find  that  they  have  experienced  pre- 
viously one,  two,  or  more  periods  of  depression. 
Probably,  these  were  not  sufficient  to  have  this 
individual  hospitalized,  but  at  the  same  time,  we 
should  determine  if  they  have  previously  had  some 
trouble.  In  the  patients  who  have  had  the  de- 
pi'essions  prior  to  the  involutional  period,  spontan- 
eous recovery  is  very  probable.  In  persons  de- 
veloping depi’ession  during  or  after  the  involutional 
period,  there  are  but  a few  spontaneous  recoveries. 

I want  to  bring  out  the  point  that  before  we 
used  estrogenic  thei’apy  at  the  hospital  we  had 
about  one-thii’d  of  involutional  cases  to  return 
home.  Now,  the  figures  are  just  reversed;  we  have 
about  one-third  remain  in  the  hospital.  As  Dr. 
Robards  showed  in  his  figures,  out  of  the  31  cases, 
we  had  21  patients  who  made  excellent  adjustment; 
eight  of  them  fair,  and  two  none.  These  patients, 
of  course,  must  continue  small  doses  of  hormone 
after  they  leave  the  hospital,  because  we  feel  that 
in  going  into  or  entering  senility,  that  the  distui'b- 
ances  in  the  hormone  balance  causes  this  trouble, 
and  nature  has  to  have  a chance  to  stabilize  these 
individuals  in  their  new  life.  Therefore,  we  re- 


quire all  our  patients  going  out  to  take  small  doses 
of  theelin  after  they  leave  the  hospital. 

Dr.  Robards  has  covered  the  subject  so  well  that 
I do  not  see  that  I can  add  very  much  more  to  it, 
but  I did  want  to  make  that  part  of  the  paper 
clear  and  try  to  emphasize  the  facts  that  he  has 
brought  out  in  his  statistics. 

Dr.  J.  T.  Cappel  (Alexandria)  : As  a general 
practitioner  whose  patients  are  principally  women, 
I greatly  appreciate  Dr.  Robards’  papei\  It  is  cer- 
tainly encouraging.  He  is  in  a position,  in  a large 
institution,  to  have  the  opportunity  of  observing 
his  patients  more  closely  than  we  can,  and  to  see 
his  treatments  carried  out.  He  is  also  in  a position 
to  make  an  early  differential  diagnosis  of  the 
different  forms  of  insanity  that  simulate  involu- 
tional melancholia.  But  we,  as  general  practi- 
tioners, have  the  advantage  of  knowing  the  pa- 
tients for  many  years  and  can  detect  slight  changes 
in  their  lxiental  status,  and  should  start  treatment 
a long  time  before  it  is  necessary  for  them  to  have 
institutional  treatment.  I do  believe  we  have 
saved  many  of  our  women  from  going  to  institu- 
tions for  treatment  by  giving  standard  prepara- 
tions of  estrogenic  hormone  in  large  enough  doses 
to  stabilize  them,  so  that  they  can  carry  on  their 
domestic  duties,  and  we  have  done  no  harm  in 
giving  these  treatments.  I do  not  believe  that 
estrogenic  hormone  in  relatively  large  doses  over 
a short  period  would  do  any  serious  harm.  In 
fact,  it  would  help  make  a differential  diagnosis. 
If  they  do  not  clear  up,  we  should  call  in  a special- 
ist to  find  out  the  cause  of  the  trouble. 

Dr.  C.  S.  Holbi-ook  (New  Orleans)  : I want  first 
to  congratulate  the  staff  of  the  East  Louisiana 
State  Hospital  on  the  splendid  work  it  is  doing. 
The  psychiatrists  there  have  been  in  recent  years 
employing  the  various  types  of  therapy  brought 
out  that  might  help  the  patients  who  are  mentally 
ill.  I think  we  may  no  longer  have  to  think  of 
the  hospital  as  an  asylum  where  patients  are  just 
sent  and  whei-e  they  receive  no  particular  treat- 
ment but  only  custodial  care.  The  institution  is 
doing  very  splendid  work,  as  exemplified  by  Dr. 
Robards’  paper. 

I am  quite  in  accord  with  what  Dr.  Robards  has 
said  as  to  the  use  of  estrogenic  hormone  therapy 
in  some  of  these  patients.  I think  it  should  be 
somewhat  on  a trial  basis;  if  it  does  not  help  the 
patient,  it  should  not  be  continued  over  a great 
length  of  time.  Many  women  patients  are  anxious 
to  place  the  l-esponsibility  of  their  inability  to  get 
along,  the  responsibility  of  their  mental  distur- 
bances, on  the  change  of  life.  After  they  get  to 
29  or  30  years  of  age  they  are  willing  to  blame 
everything  on  that.  I think  a lot  of  theelin  is  mis- 
used, and  valuable  time  is  wasted  giving  theelin, 
when  proper  investigation  might  show  the  real 
cause  of  the  trouble.  The  menopause  is  used  as  an 
explanation  for  various  troubles  entirely  too  often. 

I see  people  who  have  been  told  that  they  have 
been  going  through  the  menopause  for  ten,  fifteen, 
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or  twenty  years,  and  are  still  menstruating  regu- 
larly, having  no  particular  trouble  that  way. 
Somebody  has  suggested  that  they  should  have 
theelin  and  they  have  taken  it  over  a period  of 
time.  I think  we  as  medical  men  should  not  lend 
the  weight  of  our  judgment  and  our  opinion  to 
that  thought.  I think  we  are  too  ready  to  accept 
the  menopause  as  an  explanation  for  a woman’s 
difficulties  provided  she  is  over  thirty  years  of 
age.  If  she  continues  to  live  long  enough,  she  will 
probably  have  some  evidence  of  the  menopause  in 
ten,  fifteen,  or  twenty  years.  So,  we  should  be  on 
our  guard  not  to  let  this  type  of  therapy  get  too 
far  away  from  us.  If  we  give  large  doses  for 
six  or  eight  weeks  and  the  patient  is  not  bene- 
fited, then  probably  we  are  not  using  the  right 
therapy. 

In  involutional  melancholia  I am  sure  a number 
of  patients  benefit  by  it.  I think  one  part  of  the 
benefit  is  due  to  the  hormone  itself  and  part  of 
the  benefit  is  due  to  the  fact  that  the  psychiatrist 
gives  the  patient  something  to  hang  on  to.  They 
are  treated  as  sick  people,  given  hypodermic  in- 
jections, and  in  that  way  there  is  psychotherapy 
in  addition  to  the  actual  benefit  from  the  hor- 
mones. 

Dr.  Hugh  Newbill  (New  Orleans)  : I endorse 
Dr.  Holbrook’s  statement  as  to  the  necessity  of 
adding  psychotherapy  to  estrogenic  therapy  in  the 
treatment  of  these  patients,  for  it  is  difficult  for 
me  to  conceive  that  a reduction  in  or  complete 
absence  of  estrogen  can  be  the  sole  cause  of  men- 
tal disease.  Psychoses  develop  in  only  a very  few 
of  the  many  women  in  whom  an  artificial  meno- 
pause has  produced  a much  more  abrupt  and  more 
severe  loss  of  this  substance  than  the  natural 
menopause  causes.  Some  additional  factor  must 
be  responsible  for  the  appearance  of  mental 
disease.  The  loss  of  estrogen,  in  my  opinion,  can- 
not be  more  than  a pi’ecipitating  factor.  Its  action 
would  be  similar  to  that  of  any  other  organic 
lesion,  such  as  a gastric  ulcer  or  a broken  leg. 
Estrogenic  therapy  alone,  therefore,  does  not  offer 
much  hope  for  the  cure  of  mental  disease. 

Furthermore,  it  has  been  shown  that  the  estro- 
gens are  not  entii-ely  ovary-specific  in  their  effects. 
Injections  of  certain  vitamins  can  reproduce  many 
of  the  same  phenomena. 

It  is  very  difficult  properly  to  evaluate  a statis- 
tical study  concerned  with  psychogenic  diseases 
and  their  therapy.  Patients  differ  greatly  and  it 
is  no  simple  matter,  as  a result,  to  obtain  a proper 
group  of  controls.  It  would  be  interesting  to  study 
a series  of  patients  treated  alternately  by  estro- 
genic and  vitamin  therapy. 

Dr.  H.  Randolph  Unsworth  (New  Orleans)  : It 
is  difficult  to  make  a few  comments  as  Dr.  Robards 
asked  me  to  do,  as  the  subject  has  been  so 
thoroughly  gone  into. 

It  has  appeared  to  me  clinically  that  it  is  diffi- 
cult to  know  which  melancholic  or  involutional  type 
of  psychosis  is  benefited  by  estrogen  therapy. 


It  has  impressed  me,  however,  that  these  indi- 
viduals who  appear  to  be  endogenous  in  their 
make-up,  and  therefore,  involutional  changes  are 
more  advanced,  respond  better.  There  is  some 
question  in  a lot  of  people’s  minds,  that  with  cer- 
tain types  of  the  involutional  psychotic,  estro- 
genic therapy  is  definitely  detrimental.  I,  per- 
sonally, am  not  in  a position  to  know  that  differ- 
entiation. I do  not  know  that  estrogen  therapy  by 
itself  is  any  cure  for  the  psychotic  and  the  involu- 
tional period. 

As  Dr.  Robards  brought  out,  there  are  many 
factors  that  have  to  be  considered  diagnostically 
in  the  diagnosis  of  pure,  unadulterated  involu- 
tional psychosis.  First,  is  the  family  history.  It 
has  been  my  experience  that  these  people  who  de- 
velop a menopausal  syndrome  that  have  a family 
history  of  such  disturbances  offer  a worse  prog- 
nosis than  those  who  do  not.  Those  people  who 
have  been  perfectly  normal  all  through  their  lives 
and  reach  the  involutional  period  have  a better 
prognosis  than  those  who  have  had  more  or  less 
minor  disturbances. 

Another  differential  point  is  the  ophthalmos- 
cope. It  has  appeared  to  me  that  the  arterioscler- 
otic group  is  very  difficult  from  the  standpoint  of 
prognosis;  they  seem  to  have  a bad  prognosis,  and 
it  seems  impossible  to  say  whether  the  psychosis 
in  the  involutional  period  is  purely  endogenous, 
or  purely  involutional,  or  whether  there  are  any 
presenile  or  arteriosclerotic  factors. 

Any  active  therapy  is  the  best  type  of  psycho- 
therapy I know  of.  I think  it  is  a mistake  thera- 
peutically to  attempt  to  cure  people  by  talk  and 
talk  alone,  to  try  to  correct  their  errors  and  try 
to  render  straight  their  lives.  It  has  been  my 
practice,  no  matter  if  I think  I have  a specific 
medication  or  not,  to  give  my  patients  active 
therapeutic  doses.  It  has  been  my  observation  that 
involutional  patients  who  have  gotten  well  without 
therapy  at  all  except  psychotherapy — so  that  the 
subject  is  wide  open  and  I think  it  is  very  diffi- 
cult to  sift  down  to  specific  diagnoses  or  the 
specific  type  of  therapy. 

Dr.  E.  M.  Robards  (In  closing)  : I have  en- 

deavored to  impress  the  fact  that  actuated  me  in 
presenting  this  paper;  the  wish  to  find  a form  of 
therapy  that  would  afford  relief  in  one  of  the 
most  tragic  conditions  occurring  during  the  meno- 
pausal syndrome.  So  many  women,  particularly, 
those  with  a cyclothymic  personality,  are  potential 
candidates  for  this  condition. 

I selected  the  number  of  cases  referred  to,  all 
presenting  a similar  syndrome.  Treatment  was 
given  by  a nurse  who  was  not  familiar  with  the 
diagnosis  of  any  of  these  cases.  She  was  required 
to  make  progress  notes  for  each  case.  The  statis- 
tics submitted  were  obtained  from  these  notes  and 
my  personal  observations. 

The  purpose  of  my  paper  was  not  controversial, 
but  to  advance  that  which  I consider  a rational 
therapy  in  the  management  of  these  cases. 
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Sulfanilamide  and  certain  of  its  deriva- 
tives have  proved  to  be  very  valuable  in  the 
treatment  of  a wide  variety  of  infectious 
diseases,  but  their  good  results  are  not  a 
justification  for  their  promiscuous  use. 
Clinical  and  laboratory  experience  has 
shown  that  the  bacteriostatic  effect  of  each 
of  these  drugs  varies  according  to  the 
micro-organism  against  which  it  is  used, 
and  that  a drug  which  is  very  effective 
against  one  strain  may  be  relatively  inef- 
fective against  another  strain  of  the  same 
organism.  The  value  of  sulfanilamide  and 
its  derivatives  has  been  clearly  established 
in  infections  due  to  the  beta  hemolytic 
streptococcus  of  the  A group  of  Lancefield, 
for  instance,  but  there  is  little  convincing 
evidence  of  their  efficacy  in  the  treatment 
of  infections  due  to  streptococci  of  other 
groups. 

It  may  be  impossible  or  impractical  to 
make  elaborate  bacteriologic  studies  in 
milder  infections,  but  as  a general  rule  it 
is  important  that  in  the  selection  of  cases 
for  chemotherapy  and  in  the  choice  of  the 
drug  to  be  administered  the  decision  be 
made  on  a bacteriologic  rather  than  a clin- 
ical basis.  Failure  to  observe  this  precau- 
tion undoubtedly  helps  to  explain  apparent- 
ly conflicting  reports  on  the  use  of  sulfa- 
nilamide and  its  derivatives  in  infections 
classified  as  to  organ  or  system  involved 
rather  than  as  to  careful  bacteriologic  in- 
vestigation. 

It  is  equally  important,  in  the  use  of  sul- 
fanilamide and  its  derivatives,  to  bear  in 

*Read  as  part  of  a Symposium  on  Chemotherapy 
before  the  Orleans  Parish  Medical  Society,  June 
10,  1940. 

fFrom  the  Department  of  Medicine  of  the  School 
of  Medicine  of  Louisiana  State  University  and  the 
Medical  Division  of  Charity  Hospital  of  Louisiana 
at  New  Orleans. 


mind  that  there  is  no  known  method  of 
predicting  the  toxic  reactions  which  may 
follow  the  use  of  these  drugs  in  certain  in- 
dividuals. The  possibilities  of  danger  in  this 
regard  furnish  another  potent  argument 
against  their  promiscuous  use. 

PUERPERAL  INFECTION 

Colebrook  and  Kenny,1’ 2 in  1936,  made 
two  reports  on  the  use  of  prontosil  (neo- 
prontosil)  and  sulfanilamide  in  puerperal 
infections  caused  by  B.  hemolytic  strepto- 
coccus. One  or  the  other  of  the  drugs  was 
given  orally  and  was  supplemented,  when 
necessary,  by  intramuscular  injections  of 
prontosil  (neoprontosil)  solution.  In  the 
majority  of  cases  there  was  a prompt  drop 
of  temperature  and  a remission  of  clinical 
symptoms,  and  the  mortality  rate  was  re- 
duced from  more  than  22  per  cent  to  less 
than  5 per  cent.  The  authors  explained  the 
action  of  prontosil  (neoprontosil)  as  due  to 
its  sulfanilamide  content,  but  other  ob- 
servers do  not  believe  the  small  amount  of 
sulfanilamide  present  in  prontosil  sufficient 
to  explain  the  beneficial  effects  and  con- 
sider that  this  compound  exerts  some  other 
chemotherapeutic  action  in  the  body. 

ERYSIPELAS 

Both  sulfanilamide  and  prontosil  (neo- 
prontosil) have  proved  of  value  in  the  treat- 
ment of  erysipelas.  Snodgrass  and  Ander- 
son,3 for  instance,  reported  a mortality  of 
2.5  per  cent  in  160  patients  treated  with 
these  agents  as  compared  with  a mortality 
of  6.6  per  cent  in  a control  group  of  162 
patients  treated  by  other  methods.  They 
also  observed  that  the  duration  of  fever  and 
toxemia  was  shortened,  that  the  size  of  the 
lesion  was  decreased  and  its  spread  arrest- 
ed, and  that  the  number  of  complications 
was  smaller.  Studies  of  other  large  groups 
of  cases  have  shown  equally  good  results, 
and  there  is  no  longer  any  doubt  of  the 
superiority  of  chemotherapy  over  sero- 
therapy and  ultraviolet  ray  and  roentgen 
ray  therapy,  which  were  formerly  the  meth- 
ods of  choice  in  the  treatment  of  erysipelas. 
Oral  therapy  is  usually  sufficient,  but  par- 
enteral methods  of  administration  can  be 
employed  when  absorption  is  questionable. 
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STREPTOCOCCIC  MENINGITIS 

The  mortality  rate  of  streptococcic  men- 
ingitis has  been  strikingly  reduced  by  the 
use  of  sulfanilamide  and  neoprontosil. 
Schwentker  and  his  associates4  reported 
three  recoveries  in  four  cases  due  to  the 
hemolytic  streptococcus;  Neal  and  Appel- 
baum5’ 6 reported  three  recoveries  in  17 
cases,  and  Toomey  and  Kimball7  reported 
10  recoveries  in  12  cases. 

In  these  cases  the  oral  administration  of 
sulfanilamide  or  neoprontosil  was  supple- 
mented by  the  subcutaneous  injection  of 
sulfanilamide  (0.8  to  1.0  per  cent  in  normal 
saline  solution)  when  oral  therapy  or  ad- 
ministration by  stomach  tube  seemed  inade- 
quate. Schwentker  and  his  associates4  also 
advised  intrathecal  injection  of  sulfanila- 
mide by  gravity  (15-25  c.c.  of  0.8  per  cent 
in  normal  saline  solution).  Toomey  and 
Kimball7  consider  sulfanilamide  the  drug 
of  choice  and  emphasize  the  necessity  of 
adequate  surgical  drainage  of  any  localized 
areas  of  infection  in  addition  to  chemo- 
therapy. 

SCARLET  FEVER 

The  only  beneficial  effects  observed  in 
the  treatment  of  scarlet  fever  by  chemo- 
therapy, according  to  several  reports  in  the 
literature,  is  a reduction  in  the  incidence  of 
complications.  Various  writers  have  pointed 
out  that  to  accomplish  even  this  object 
either  neoprontosil  or  sulfanilamide  must 
be  administered  in  full  dosage  throughout 
the  entire  course  of  the  illness.  They  also 
advise  the  use  of  large  amounts  of  specific 
serum  intravenously  in  the  early  stages  of 
severe  types  of  scarlet  fever. 

STREPTOCOCCIC  BACTERIEMIA 

Excellent  results  have  been  reported  from 
specific  therapy  in  infections  of  Beta  hem- 
olytic streptococcic  origin  in  which  blood 
stream  infection  has  occurred.  Kolmer8 
treated  18  such  patients  with  a mortality  of 
22  per  cent,  and  the  method  has  also  been 
successful  in  cases  of  bacteriemia  originat- 
ing from  cellulitis,  burns  and  infected 
wounds.  Kolmer  emphasized  the  impor- 
tance of  supplementing  chemotherapy  with 
adequate  surgical  drainage  of  the  causative 
lesion,  and  Lockwood  and  Lynch9  gave  the 


same  advice,  pointing  out  the  relative  inef- 
fectiveness of  sulfanilamide  in  the  presence 
of  purulent  exudate  and  detritus  in  infected 
wounds.  The  latter  authors,  by  the  addition 
of  small  amounts  of  products  of  protein  di- 
gestion to  cultures  of  pneumococci,  strepto- 
cocci, staphylococci  and  colon  bacilli,  were 
able  to  demonstrate  inhibition  of  the  action 
of  sulfanilamide  against  these  organisms. 

STREPTOCOCCIC  PNEUMONIA 

The  largest  series  of  cases  on  record  in 
which  streptococcic  pneumonia  was  success- 
fully treated  by  sulfanilamide  was  reported 
by  Hageman  and  Blake10  and  consists  of 
only  seven  cases. 

PNEUMOCOCCIC  PNEUMONIA 

Sulfapyridine  has  been  established  as  the 
drug  of  choice  in  the  treatment  of  infec- 
tions caused  by  the  pneumococcus,  and  its 
extensive  use  in  pneumococcic  pneumonia 
has  reduced  the  mortality  of  that  disease  to 
well  below  10  per  cent.  The  use  of  type 
specific  antipneumococcic  rabbit  serum  has 
produced  almost  as  good  results,  but  tech- 
nical and  other  difficulties  have  made  the 
widespread  use  of  this  method  somewhat 
less  practical. 

Extensive  clinical  trials  have  established 
the  following  plan  of  therapy  as  satisfac- 
tory in  pneumococcic  pneumonia.31 

1.  Sulfapyridine  should  be  administered 
orally  in  all  cases.  The  sodium  salt  of  sul- 
fapyridine should  be  administered  parent- 
erally  in  cases  of  severe  infection,  in  cases 
in  which  high  blood  levels  of  sulfapyridine 
are  desirable  and  in  cases  in  which  absorp- 
tion from  the  gastrointestinal  tract  is 
questionable. 

2.  Adequate  doses  of  type  specific  anti- 
pneumococcic serum  should  also  be  injected 
intravenously  over  a period  of  one  or  two 
hours  in  the  following  instances:  (a)  All 
cases  associated  with  bacteriemia  or  with 
other  complications;  (b)  all  cases  of  type 
III  infection;  (c)  all  cases  in  which  treat- 
ment is  not  instituted  until  the  third  day  of 
the  illness  or  later;  (d)  all  cases  in  which 
more  than  one  lobe  of  the  lung  is  involved ; 
(e)  all  cases  seen  during  the  last  week  of 
pregnancy  or  the  first  week  of  the  puer- 
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perium;  (f)  all  cases  in  which  the  patients 
are  debilitated  as  the  result  of  a preceding 
operation  or  illness;  (g)  all  cases  in  pa- 
tients over  45  years  of  age. 

Flippin  and  his  associates12  have  recently 
compared  the  results  in  100  patients  with 
pneumococcic  pneumonia  treated  with  sul- 
fathiazole  and  100  control  patients  treated 
with  sulfapyridine.  Their  observations, 
which  we  have  corroborated  in  15  cases, 
were  that  both  drugs  are  equally  effective, 
but  that  sulfapyridine  seems  to  bring  the 
temperature  down  more  rapidly  while  the 
severity  and  frequency  of  nausea  and  vomit- 
ing seem  to  be  considerably  less  when  sul- 
fathiazole  is  used. 

PNEUMO'COC  CIC  MEN INGITIS 

The  mortality  of  pneumococcic  meningi- 
tis has  been  markedly  reduced  by  the  use 
of  sulfapyridine.  Kolmers  reported  one  re- 
covery in  three  patients  and  Toomey  and 
Roach13  six  recoveries  in  12  patients.  Hodes, 
Gamble  and  Burnett14  reported  eight  recov- 
eries in  17  patients,  in  contrast  to  a mortal- 
ity of  100  per  cent  in  29  patients  treated  by 
other  methods. 

Sulfapyridine  is  the  drug  of  choice  in 
pneumococcic  meningitis.  It  should  be  given 
in  sufficient  dosage  to  maintain  levels  in 
the  spinal  fluid  of  10-15  mg.  per  100  c.c.  In 
order  to  accomplish  this  result  oral  therapy 
must  usually  be  supplemented  by  the  intra- 
venous administration  of  the  sodium  salt 
at  four  to  six  hour  intervals.  In  some  cases 
it  may  be  of  value  to  administer  0.3  to  0.7 
per  cent  solution  of  the  sodium  salt  as  hypo- 
dermoclysis.  Toomey  and  Roach13  also  em- 
phasized the  importance  of  the  additional 
intravenous  use  of  type  specific  antipneu- 
mocoecie  serum  in  massive  doses. 

MENINGOCOCCIC  MENINGITIS 

The  mortality  of  meningococcic  menin- 
gitis has  been  markedly  reduced  since  the 
introduction  of  sulfanilamide  and  pronto- 
sil.  High  levels  of  the  drug  must  be  main- 
tained in  the  blood  and  spinal  fluid,  to  ac- 
complish which  oral  therapy  must  be  sup- 
plemented by  parenteral  therapy.  Sulfa- 
nilamide (8  per  cent  in  normal  saline  solu- 
tion) may  also  be  administered  as  hypo- 


dermoclysis  or  by  the  intrathecal  route. 
Anti-meningococcic  antiserum  should  be 
given  in  full  dosage. 

Kolmer8  considers  sulfanilamide  superior 
to  neoprontosil  because  of  its  more  rapid 
penetration,  and  believes  that  sulfapyridine 
may  be  even  more  effective. 

STAPHYLOCOCCIC  INFECTIONS 

Experimental  studies  on  the  value  of  the 
sulfonamide  drugs  show  that  mice  are  pro- 
tected against  massive  infections  with 
Staph,  aureus  by  sulfanilamide,  neopront- 
osil, sulfathiazole,  and  sulfamethylthiazole 
in  order  of  increasing  effectiveness.  In  hu- 
man subjects,  however,  results  with  the 
sulfonamide  drugs  have  been  less  striking 
in  staphylococcic  than  in  other  bacterial  in- 
fections, perhaps  because  of  the  massive 
tissue  injury  usually  associated  with  such 
infections  (Lockwood  and  Lynch9).  These 
authors,  as  has  previously  been  mentioned, 
have  demonstrated  that  minute  amounts  of 
products  of  protein  digestion  inhibit  the 
action  of  sulfanilamide  on  bacteria  and 
have  stressed  the  importance  of  prompt  and 
adequate  drainage  of  purulent  foci  if  good 
results  are  to  be  expected. 

Recent  literature  indicates  that  thiazole 
derivatives  are  the  drugs  of  choice  in  the 
treatment  of  staphylococcic  infections  and 
that  oral  therapy  may  be  supplemented  by 
the  intravenous  injection  of  sodium  sul- 
fathiazole to  insure  high  blood  levels. 

UNDULANT  FEVER 

Long  and  Bliss15  have  questioned  the  good 
results  reported  in  the  treatment  of  undu- 
lant  fever  with  sulfanilamide,  pointing  out 
that  unless  the  follow-up  covers  a long 
period  of  time  one  cannot  be  certain  that 
cure  has  occurred  because  of  the  tendency 
to  recurrence  in  this  disease.  They  ob- 
served five  patients  with  undulant  fever,  in 
each  of  whom  the  immediate  response  was 
good  but  four  of  whom  had  recurrences 
after  treatment  was  discontinued.  In  spite 
of  these  equivocal  results,  they  advocate  the 
oral  use  of  chemotherapy  to  shorten  the 
duration  of  the  acute  stage  of  the  disease. 

CLOSTRIDIUM  WELCH II  INFECTIONS 

Bohlman,10  who  reported  very  good  re- 
sults in  three  patients  with  gas  bacillus  in- 
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fection  treated  by  sulfanilamide,  believes 
that  the  drug  exerts  its  beneficial  action  by 
checking  the  symbiotic  growth  of  strepto- 
cocci. He  emphasizes  the  importance  of  the 
additional  use  of  surgical  measures  and 
specific  antitoxin.  Long  and  Bliss15  advo- 
cate the  use  of  sulfanilamide  as  a prophy- 
lactic measure  in  the  treatment  of  crushing 
injuries. 

TYPHOID  FEVER 

Several  reports  are  available  concerning 
the  use  of  sulfonamide  drugs  in  small  num- 
bers of  patients  with  typhoid  fever.  We 
have  personally  had  good  results  in  a small 
number  treated  with  sulfathiazole  and  sul- 
famethylthiazole,  but  have  not  yet  observed 
a sufficient  number  of  cases  to  justify  defi- 
nite conclusions.17 

TULAREMIA 

The  value  of  the  sulfonamide  drugs  in 
tularemia  has  not  yet  been  established  in 
large  groups  of  patients.  We  have  not  per- 
sonally observed  any  definite  response  to 
either  sulfanilamide  or  sulfapyridine,  but 
have  seen  striking  improvement  following 
sulfathiazole  and  sulfamethylthiazole  in 
several  patients  who  were  seriously  ill  with 
pulmonic  involvement.18 

ULCERATIVE  COLITIS 

Brown  and  his  associates,19  and  Col- 
lins20’ 21  have  treated  chronic  ulcerative 


colitis  with  sulfanilamide  and  neoprontosil 
with  good  results.  Collins  advocates  the 
maintenance  of  high  blood  levels  by  oral 
therapy,  as  well  as  the  administration  of 
neoprontosil  solution  by  rectal  instillation. 

VIRUS  DISEASES 

Although  sulfanilamide  and  sulfapyri- 
dine have  proved  of  value  in  the  treatment 
of  lymphogranuloma  venereum,  the  only 
beneficial  effect  observed  in  other  virus  dis- 
eases, according  to  Kolmer,8  can  probably 
be  attributed  to  their  effect  in  preventing  or 
limiting  the  growth  of  pyogenic  bacteria. 

MISCELLANEOUS  INFECTIONS 

It  is  difficult  to  determine  the  value  of 
the  sulfonamide  drugs  in  the  treatment  of 
infections  of  the  upper  respiratory  pass- 
ages, paranasal  sinuses  and  mastoids  be- 
cause the  proper  bacteriologic  studies  are 
lacking  in  most  of  the  cases  on  record.  Their 
use  in  milder  infections  of  this  sort  is  ques- 
tionable because  of  the  toxic  reactions 
which  may  follow,  but  their  use  in  severe 
infections  would  seem  entirely  justified. 

TOXIC  REACTIONS  FOLLOWING  CHEMOTHERAPY 

; 

As  a matter  of  convenience  the  signs,  in- 
cidence, significance  and  treatment  of  the 
toxic  manifestations  of  the  sulfonamide 
drugs  are  presented  in  the  form  of  a table, 
which  has  been  modified  from  the  similar 


COMMON  TOXIC  MANIFESTATIONS  OF  THE  SULFONAMIDE  DRUGS 


Signs 

Incidence 

Treatment 

Significance 

Skin 

Cyanosis 

50%  plus 

None 

Not  serious 

Rash 

1-6% 

■Stop  drug ; avoid  exposure  to 

Usually  subsides 

ultraviolet  light 

Blood 

Neutropenia 

mild 

40%  plus 

Stop  drug  if  progressive 

Usually  rapid  return  to  normal 

i 

severe 

Uncommon. 

Stop  drug ; pentnucleotide  ; 

transfusion 

Sometimes  fatal 

Hemolytic  anemia 

1 

mild 

Common 

Stop  drug  if  progressive 

Usually  rapid  return  to  normal 

severe 

1-10% 

Stop  drug ; transfusion 

Usually  subsides  ; may  be  fatal 

Kidney 

Hematuria 

5%  plus 

Stop  drug  if  marked 

Usually  responds 

Ureteral  obstruction  due  to  uroliths 

may  develop 

Alimentary 

Anorexia, 

50%  plus 

May  require  parenteral  the- 

Usually subsides  and  continued  treat- 

tract* 

nausea  and 

rapy  if  severe 

ment  possible 

vomiting 

Nervous 

Dizziness 

Common 

May  require  bed  rest 

Not  serious 

system 

Depression,  dis- 

Not common 

Stop  drug ; force  fluids 

Serious 

orientation, 

psychosis 

Neuritis 

Not  common 

Stop  drug ; vitamin  therapy 

Usually  subsides  after  long  period  oi 

time 

Fever 

3-9% 

Stop  drug 

Difficult  to  be  certain  if  of  drug  crigis 

•Toxic  hepatitis  has  been  observed. 
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tables  presented  by  Keefer,22  Long  and  his 
associates,23  and  Kolmer.8 

SUMMARY 

The  therapeutic  effect  of  the  sulfonamide 
drugs  in  streptococcic,  pneumococcic,  sta- 
phylococcic and  miscellaneous  infections 
has  been  briefly  reviewed.  The  results  in 
many  such  infections  are  extremely  good. 
Such  therapy  is  both  safer  and  more  ef- 
fective if  it  is  based  upon  careful  laboratory 
studies. 
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The  lack  of  unanimity  in  the  treatment 
of  lymphogranuloma  inguinale,  especially 
in  the  ambulatory  patients,  has  prompted 
this  study.  We  have  attempted  to  give  max- 
imum therapeutic  dosage  to  these  patients 
and  at  the  same  time  keep  them  at  their 
regular  employment. 

It  has  been  our  plan  in  both  the  acute  and 
chronic  cases  to  give  a dosage  of  1/3  grain 
of  neoprontosil  per  pound  of  body  weight 
daily  for  one  week,  then  1/4  grain  per 
pound  daily  for  at  least  four  weeks.  Patients 
returned  at  weekly  intervals  for  new  sup- 
plies of  the  drug,  gland  measurements, 
rectal  examinations  and  in  some  cases  pho- 
tographic studies  (see  cases  #3,  #4).  The 


* Neoprontosil  furnished  by  Medical  Research 
Department,  Winthrop  Chemical  Company. 

fFrom  the  Department  of  Dermatology  and 
Syphilology,  Louisiana  State  Charity  Hospital, 
New  Orleans,  Louisiana. 


Fig.  la.  Case  No.  3 showing  patient  before 
treatment. 


Fig.  lb.  Case  No.  3 showing  patient  after  treat- 
ment over  a period  of  30  days. 


only  contraindication  to  the  use  of  neopron- 
tosil has  been  a history  of  sensitivity  to 
drugs  of  the  sulfanilamide  group.  Safe- 
guards included  frequent  blood  counts, 
urine  examinations,  together  with  instruc- 
tions to  the  patients  to  keep  a daily  temper- 
ature chart  and  to  avoid  alcohol,  other 
drugs,  and  prolonged  exposure  to  sunlight. 
The  importance  of  regular  diet  and  suffi- 
cient sleep  was  stressed.  Patients  were  in- 
structed to  stop  the  drug  in  the  event  of 
headache,  nausea,  vomiting,  diarrhea,  and 
skin  rashes. 


Fig.  2a.  Case  No.  4 showing  patient  before 
treatment. 
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Fig.  2b.  Case  No.  4 showing  patient  after  treat- 
ment over  a period  of  40  days. 

In  the  acute  cases  there  was  a prompt 
alleviation  of  local  signs  and  symptoms.  We 
have  shown  in  Chart  1 the  results  of  our 
series  of  19  cases.  Fourteen  were  com- 
pletely healed,  three  were  responding  to 
treatment  but  did  not  return  for  check  up 
and  have  been  lost  sight  of.  Two  have  been 
improving  under  therapy,  but  it  is  too  early 
to  report  on  the  results  as  yet.  It  required 
an  average  of  98.7  grams  and  34.9  days  to 
produce  a clinical  cure.  In  two  of  our 
patients  relapses  occurred  three  weeks  after 
neoprontosil  was  discontinued.  In  both  of 
these,  resumption  of  drug  produced  prompt 
healing.  We  attempted  to  evaluate  our  re- 
sults by  a comparison  with  results  of  acute 
cases  treated  in  the  same  clinic  by  other 
methods.  Under  treatment  with  tartar 
emetic  5 c.c.  of  1 per  cent  solution  intra- 
venously in  conjunction  with  bismuth  sali- 
cylate 1 c.c.  in  oil  intramuscularly  at 
weekly  intervals,  sodium  iodide  and  sodium 
salicylate  gram  1 intravenously,  at  weekly 
intervals,  the  average  duration  of  35  cases 
was  497.5  days.  In  66  cases  collected  from 
the  American  literature  treated  with  sul- 
fanilamide compounds  a clinical  cure  was 
produced  in  56  patients,  a fair  result  in 


seven,  there  was  no  improvement  in  one, 
two  patients  were  lost  sight  of.  Their  time 
under  treatment  varied  from  30  to  60  days 
and  the  total  amount  of  drug  from  75  to 
150  grams.  In  34  cases  collected  from  the 
foreign  literature  treated  with  related  com- 
pounds there  were  28  with  clinical  cures, 
five  with  improvement,  and  one  with  no  im- 
provement. Both  total  amount  of  drugs  and 
duration  of  treatment  were  much  less  than 
in  our  series. 

In  our  clinic,  chronic  cases  were  treated 
for  an  average  of  46.2  days  with  an  average 
total  of  93.7  grams.  In  six  of  our  nine 
patients  there  was  an  improvement  in  the 
general  health,  gain  in  weight  and  a return 
to  more  normal  bowel  movements.  There 
was  no  change  in  pathology  present  in  the 
rectum.  In  two  of  the  remaining  three 
patients  the  drug  had  to  be  discontinued 
because  of  diarrhea ; in  the  other,  continued 
treatment  failed  to  produce  improvement. 
Chronic  cases  in  our  clinic  treated  with 
other  methods  showed  no  improvement.  In 
24  cases  collected  from  the  American  litera- 
ture treated  with  sulfanilamide  compounds 
in  amounts  comparable  to  those  we  used, 
16  showed  marked  improvement,  four 
slight  improvement,  two  no  improvement, 
and  two  were  lost  sight  of.  In  16  cases 
collected  from  the  foreign  literature  treated 
with  sulfanilamide  compounds  the  results 
were  very  good  in  nine  patients  and  poor 
in  seven  patients.  In  many  of  the  improved 
patients  reported  in  both  American  and  for- 
eign literature,  softening  of  the  scar  tissue 
in  the  rectum  and  a lessening  of  the  peri- 
rectal infiltration  was  noted ; in  none  of  our 
patients  did  we  note  a corresponding 
change  in  pathology. 

It  is  of  interest  to  note  that  sulfanila- 
mide compounds  have  produced  in  the  acute 
stage  of  this  virus  disease  a clinical  cure. 
Other  virus  diseases  in  which  the  drug  has 
been  tried  have  not  responded.  Also  of  in- 
terest is  its  effectiveness  even  in  the  pres- 
ence of  suppuration.  In  other  diseases  sup- 
puration tends  to  impede  the  action  of  the 
drug.  As  a matter  of  interest  the  Frei 
changed  from  positive  to  negative  in  two 
acute  cases  after  treatment. 
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CHAR1*  1 

PERTINENT  CLINICAL  DATA  IN  19  ACUTE  CASES 


Days 

under 

Rx 

No. 

clinic 

visits 

Clinical  findings 
before  treatment 

Laboratory 

data 

Total 

amount 

drugs 

Remarks 

42 

8 

Bilateral  adenopathy 
with  draining 
sinuses 

Frei — pos. 
Wass. — neg. 

150  grams 

None 

42 

7 

Right  adenopathy 
3"  x 2" 

Frei — pos. 
Ducrey — pos. 
Dark  field — neg. 
Donovan — neg. 

112  grams 

Ducrey  negative  end  of 
treatment.  Frei — neg- 
ative 

42 

10 

Right  adenopathy 

2y2" 

Wass. — pos. 
Frei — pos. 

56  grams 

None 

56 

12 

Right  adenopathy 
3",  left  2%" 

Frei — pos. 
Wass. — pos. 
Ducrey — neg. 

135  grams 

Frei  negative  end  of 
treatment 

49 

11 

Right  gland  1", 
left 

Frei — pos. 
Wass. — neg. 

119  grams 

Frei  remained  positive 

70 

11 

Left  gland  1" 

Frei — pos. 
Ducrey — pos. 
Wass. — pos. 

Dark  field — neg. 
Donovan — neg. 

168  grams 

None 

42 

11 

Left  gland  3", 
right  gland  1" 

Frei — pos. 
Wass. — neg. 

105  grams 

Frei  weakly  positive  com- 
pletion of  treatment 

27 

6 

Right  gland  2" 

Frei — pos. 
Wass. — neg. 

86  grams 

None 

28 

6 

Left  gland  2" 

Frei — pos. 
Wass. — pos. 

60  grams 

None 

49 

8 

Right  gland  3" 
draining  sinus 

Frei — pos. 

75  grams 

Small  dosage  because  of 
vomiting  of  pregnancy 

120 

14 

Right  gland  2"  x 
1"  with  draining 
sinus 

Frei — pos. 
Wass. — pos. 

263  grams 

Relapse  3 weeks  after 
drug  was  discontinued 

19 

4 

Left  gland  3”  x 2" 

Frei — pos. 
Wass. — pos. 

47  grams 

None 

14 

3 

Right  gland  3"  x 1", 
left  6 discrete 
glands 

Frei — pos. 

Dark  field — pos. 
Ducrey — pos. 

44  grams 

None 

14 

2 

Left  gland  1%", 
right  gland  1" 

Frei — pos. 
Wass. — neg. 

42  grams 

Did  not  return  for  check- 
up 

21 

3 

Right  gland  3"  x 1" 
with  sinus 

Frei- — -pos. 
Wass. — pos. 

63  grams 

Delinquent  after  three 
weeks 

28 

5 

Left  gland  3"  x 2" 

Frei— pos. 
Wass. — pos. 

70  grams 

Still  under  treatment 

15 

3 

Right  gland  3"  x 
2%",  left  2"  x 2" 

Frei — pos. 
Ducrey — pos. 
Wass.— neg. 

42.6  grams 

Still  under  treatment 

21 

0 

Left  gland  2"  x 4" 
with  draining  sinus 

Frei — pos. 
Wass. — pos. 

60  grams 

Incision  and  drainage 
nine  days  before  treat- 
ment was  started 

28 

4 

Right  gland  1" 

Frei — pos. 
Wass. — neg. 

60  grams 

Did  not  return  for  treat- 
ment 
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CHART  2 

PERTINENT  CLINICAL  DATA  IN  9 CHRONIC  CASES 


Administra- 

Duration 

before  Rx  Duration 

Clinic 

Subjective 

Total 

tive  data 

(years)  Rx  (days) 

visits  Pathology 

signs 

Laboratory 

amount 

Remarks 


1.  # 124549  5 Vs  77 

CP — 38 
Wt.  119 


2.  # 2791  9 7 

CF — 30 
Wt.  105 


3.  # 136423  3 56 

CF— 24 
Wt.  98 


4.  # 120070  8 21 

CF — 24 
Wt.  110 


5.  # 23315  5 109 

CF — 65 
Wt.  135 


6.  #73524  4 104 

CF— 65 
Wt.  139 


7.  #51868  4 14 

CF — 22 
Wt.  107 


8.  #22423  1 14 

CF— 20 
Wt.  115 


9.  #88876  % 14 

CF— 20 
Wt.  136 


11 


3 


8 


10 


11 


16 


2 


2 


2 


Rectal  stric- 
ture 

Tenesmus, 
bloody 
stool,  mu- 
co-purulent 
discharge, 
diarrhea. 

Frei — pos. 
Blood  Wass. 
— neg. 

Spinal  fluid 
— neg. 

158  grams 

Dilated  32,  Bi.  84,  TE 
70  with  no  improve- 
ment before  starting 
neoprontosil.  Now 
feels  better,  gaining 
weight,  appetite  bet- 
ter. 

Rectal  stric- 
ture, multi- 
ple rectal 
sinuses 

Cbnstipation, 
muco-puru- 
lent  dis- 
charge 

Frei — pos. 
Blood  Wass. 
— pos. 

28  grams 

Colostomy  1936,  Bi. 
27,  neo  7 before 
neoprontosil  start- 
ed. General  improve- 
ment with  neopron- 
tosil. 

Rectal  stric- 
ture 

Constipation, 
blood  mu- 
cous stool, 
tenesmus 

Frei — pos. 
Wass. — neg. 

93  grams 

Dilated  2,  TE  3,  with  no 
improvement.  Rectal 
complaint  improved, 
bowel  movements 
normal  with  neo- 
prontosil. 

Rectal  stric- 
ture 

Diarrhea, 
constipa- 
tion, blood 
& mucous 
stool,  te- 
nesmus 

Blood  Wass. 

— pos. 

Frei — pos. 

56  grams 

Bi.  25,  neo  10  with  no 
improvement.  Drug 
discontinued  due  ta 
diarrhea. 

Rectal  stric- 
ture 

Constipation, 
blood,  mu- 
cous & pus 
in  stool, 
tenesmus 

Frei — pos. 
Wass. — neg. 

179  grams 

Dilated  24,  TE  44 
with  no  improve- 
ment. Rectal  com- 
plaint better,  appe- 
tite better  and  gen- 
eral improvement. 

Rectal  stric- 
ture, rt. 
ing.  gland 
2"  x 3" 
with  drain- 
ing sinus 

Constipation, 

inguinal 

mass 

Frei — pos. 
Wass. — neg. 

231  grams 

Bi.  22,  TE  8,  dilated  2 
with  no  improve- 
ment. Rectal  com- 
plaint improved. 
Adenopathy  healed 
with  treatment,  re- 
curred three  weeks 
after  stopping  drug. 
Healed  on  resuming 
treatment. 

Rectal  stric- 
ture 

Constipation, 
tenesmus, 
anorexia, 
loss  of 
weight 

Frei — pos. 
Wass — pos. 

30  grams 

Bi.  16,  neo  11.  Feels 
better  in  general. 
Bowels  about  the 
same.  Still  under 
treatment 

Edema  of  the 
labia,  rec- 
tal stric- 
ture 

Constipated, 
muco-puru- 
lent  dis- 
charge 

Frei — pos. 
Wass. — neg. 

32  grams 

TE  9 and  sulfanila- 
mide. Drug  caused 
illness  and  was  dis- 
continued. Patient 
receiving  neopron- 
tosil and  toleration 
good. 

Stricture 
with  in- 
guinal 
adenopathy 

Constipated, 

bloody 

stool 

Frei — pos. 
Wass. — neg. 

37  grams 

Bi.  10,  TE  9 before 
using  neoprontosil. 
Still  under  treat- 
ment, condition 
about  the  same. 

CONCLUSIONS 

1.  Neoprontosil  is  a safe  drug  for  am- 
bulatory treatment  in  acute  lymphogranu- 
loma inguinale  and  produces  clinical  cure 
in  a majority  of  cases. 

2.  Chronic  cases  are  symptomatically 
benefited  by  its  use,  but  no  change  in  rectal 
pathology  has  been  noted  in  our  series. 
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STUDIES  ON  THE  BLEEDING  TEN- 
DENCY AND  VITAMIN  K THERAPY 
IN  NEWBORN  CHILDREN* 
HENRY  LEIDENHEIMER,  JR.,  M.  D.f 

AND 

ANDREW  STIRLING  ALBRITTON,  M.  D.f 

New  Orleans 

Although  Whipple,1  as  early  as  1912,  had 
suggested  that  the  cause  of  the  hemor- 
rhagic diathesis  in  obstructive  jaundice 
might  be  a deficiency  of  prothrombin,  the 
suggestion  could  not  be  turned  to  practical 
account  until  some  method  had  been  de- 
vised for  determining  the  prothrombin  con- 
tent of  the  blood.  Such  a test  was  published 
by  Quick  and  his  associates2  in  1935,  at 
approximately  the  same  time  that  the  work 
begun  by  Dam  and  his  associates3-4  in  1929 
on  a certain  hemorrhagic  disease  in  chicks 
had  been  proved  to  be  due  to  a deficiency 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, June  10,  1940. 

f From  the  Departments  of  Obstetrics  and  Gyne- 
cology and  of  Pediatrics  of  the  School  of  Medicine 
of  Louisiana  State  University  and  Charity  Hos- 
pital of  Louisiana  at  New  Orleans. 


of  a vitamin  found  in  cereals,  green  vege- 
tables, alfalfa,  hay,  hog  liver  fat  and  simi- 
lar sources.  Other  experimental  observa- 
tions,6 which  also  culminated  at  approxi- 
mately the  same  psychologic  time,  completed 
the  concept  of  the  hemorrhagic  diathesis  in 
jaundice  which  is  held  at  the  present  time 
and  which  may  be  stated  as  follows : A de- 
ficiency of  prothrombin  in  the  blood  is  the 
immediate  source  of  the  bleeding.  A de- 
ficiency of  the  fat-soluble  vitamin  K causes 
the  diminution  in  the  prothrombin.  A de- 
ficiency of  bile  salts  in  the  intestinal  tract 
causes  inadequate  absorption  of,  and  thus 
the  deficiency  in,  vitamin  K.  Hepatic  dam- 
age is  probably  responsible  for  and  is  posi- 
tively associated  with  the  diminished  pro- 
thrombin content  of  the  blood. 

With  the  establishment  of  this  hypo- 
thesis, even  though  the  various  premises 
which  make  it  up  are  still  not  entirely  un- 
derstood, the  control  of  the  hemorrhagic 
diathesis  became  an  entirely  practical  mat- 
ter. It  was  natural  that  an  endeavor 
should  be  made  to  apply  these  discoveries 
to  other  diseases  in  which  bleeding  is  a 
factor.  This  has  been  done,  either  with  no 
success  at  all  or  with  very  indifferent  suc- 
cess, except  in  the  bleeding  tendency  of  the 
newborn,  the  control  of  which  seems  to 
have  become  as  practical  as  the  control  of 
the  hemorrhagic  diathesis  of  obstructive 
jaundice. 

PREVIOUS  STUDIES  IN  THE  BLEEDING  TENDENCY 
OF  THE  NEWBORN 

In  1937  Brinkhous,  Smith  and  Warner,6 
in  a study  of  young  infants  of  various  ages, 
published  results  which  showed  that  the 
plasma  prothrombin  levels  (by  their  two- 
stage  titration  technic)  were  only  about 
half  as  high  as  in  adults.  Further  studies 
(by  the  Quick  prothrombin  time  test  and 
their  own  two-stage  and  bedside  tests)  on 
38  normal  infants  revealed  that  between 
the  second  and  sixth  days  of  life  there  oc- 
curred a sharp  though  transient  fall  in 
values  which  had  not  been  recognized  in 
their  first  studies.  At  the  end  of  five  to 
seven  days  of  life  all  tests  revealed  prac- 
tically the  same  values  as  prevailed  at 
birth. 
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In  1939  Quick  and  Grossman7  published 
a study  of  10  newborn  infants  which 
showed  that  the  prothrombin  time  level  at 
six  hours  of  life  is  not  strikingly  different 
from  that  of  cord  blood,  that  the  level  be- 
gins to  fall  at  the  end  of  24  hours,  and  that 
an  upward  tendency  is  apparent  at  the  end 
of  48  hours.  Other  observations  to  the 
same  general  effect  were  made  by  Dam, 
Tage-Hansen  and  Plum,8  Waddell  and 
Guerry,9  Heilman  and  Shettles,10  Shettles, 
Delfs  and  Heilman,11  and  others. 

Since  the  highly  fatal  bleeding  of  new- 
born infants  occurs  within  the  period  in 
which  a decreased  prothrombin  concentra- 
tion had  been  observed  in  these  various 
studies,  the  cause  and  effect  relationship 
was  immediately  apparent.  The  explana- 
tion of  the  decrease  and  of  the  subsequent 
elevation  was,  however,  somewhat  more 
obscure.  Owen  and  his  associates12  sug- 
gested that  in  the  plasma  of  newborn  in- 
fants prothrombin  conversion  occurs  quite 
rapidly,  thus  compensating  for  a relative 
deficiency  in  amount.  Quick  and  Grossman 
reasoned  that  there  is  apparently  no  built- 
up  reserve  of  vitamin  K in  the  fetus  and 
that  in  the  first  24  hours  of  life  the  clotting 
factor  may  be  reduced  to  such  a degree  that 
all  newborn  infants  are  in  definite  jeopardy 
of  hemorrhage.  During  the  first  24  hours, 
furthermore,  not  sufficient  food  is  taken 
to  furnish  any  significant  amount  of  the 
antihemorrhagic  vitamin.  Why,  then,  do  all 
infants  not  bleed  instead  of  only  a few? 
Quick  and  Grossman  pointed  out  that  vita- 
min K is  produced  by  bacterial  action,  it 
having  been  shown  that  significant  amounts 
are  produced  in  the  feces  by  rats  and  chicks 
fed  a vitamin  K-free  diet.  It  is  logical  to 
assume,  therefore,  that  as  soon  as  the  baby 
ingests  food  or  water,  regardless  of  the 
amount  or  kind,  the  intestinal  contents, 
normally  sterile  at  birth,  immediately  be- 
come infected,  and  the  synthesis  of  vitamin 
K is  thus  begun.  Its  absorption  is  brought 
about  with  the  aid  of  bile,  and  the  risk  of 
bleeding  due  to  prothrombin  deficiency  is 
usually  ended. 

This  is  substantially  the  explanation  now 
accepted  by  most  workers  in  this  field. 


Some  have  considered  hemorrhagic  disease 
in  infancy  a nutritional  disease.  At  present 
it  seems  better  merely  to  describe  it  as  a 
disease  of  newborn  infants  characterized 
by  subcutaneous,  intramuscular  and  gastro- 
intestinal hemorrhages,  and  anemia,  and 
attended  by  a death  rate  which  may  be  as 
high  as  50  to  80  per  cent.  It  is  also,  as 
Waddell  and  Guerry  note,  attended  with  a 
high  percentage  of  remote  physical  and 
mental  disability. 

With  the  demonstration  of  lowered  pro- 
thrombin concentration  levels  in  newborn 
infants,  the  method  of  correction  was  ob- 
vious, the  provision  of  an  adequate  supply 
of  vitamin  K.  This  form  of  therapy  was 
employed,  with  striking  success,  at  almost 
the  same  time,  by  a number  of  observers, 
including  Dam  and  his  associates,  Heilman 
and  his  group,  and  Waddell  and  Guerry, 
the  study  by  the  latter  investigators  being 
particularly  complete  and  carefully  con- 
trolled. In  most  instances  the  vitamin  K 
was  administered  directly  to  the  children. 
Heilman  and  his  associates  also  adminis- 
tered it  to  the  mothers  prior  to  delivery, 
finding  an  improvement  in  the  plasma  pro- 
thrombin of  the  infants  even  when  the  ma- 
ternal administration  covered  only  the 
period  of  24  hours  immediately  preceding 
delivery. 

PERSONAL  STUDIES 

Our  first  studies13  on  the  bleeding  ten- 
dency of  the  newborn  consisted  of  a series 
of  control  determinations  on  infants  and 
their  mothers  by  the  Quick  prothrombin 
time  test,  the  bedside  test  of  Ziffren  and 
his  associates,11  and  the  Boyce  serum  vol- 
ume index.15  All  tests  (table  1)  revealed 
practically  the  same  general  tendencies : 
The  maternal  values,  generally  speaking, 
were  somewhat  lower  than  normal,  perhaps 
because  the  studies  were  made  during  the 
winter  months,  when  the  natural  supply  of 
vitamin  K in  the  diet  is  somewhat  less  than 
in  the  summer  months.  The  values  for  new- 
born children  (by  all  three  tests)  were  sub- 
stantially lower  than  normal  adult  values 
on  the  first  day  and  were  still  further  de- 
creased on  the  third  day  of  life.  There  was 
a notable  increase  in  values  in  most  cases, 
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usually  to  considerably  above  the  level  at 
birth,  on  the  fifth  day. 

The  values  in  infants  in  some  cases  at 
birth,  in  many  cases  on  the  third  day,  and 
in  occasional  cases  on  the  fifth  day  were 
well  within  the  range  which  by  the  usual 
standards  in  all  tests  would  be  considered 
potentially  or  actually  indicative  of  hemor- 
rhage, yet  none  of  these  children  bled. 
Quick  and  Grossman  had  reported  two 
cases  in  which  infant  prothrombin  concen- 
tration values  were  as  low  as  7 per  cent, 
and  others  had  made  similar  observations. 
There  seems  no  doubt,  therefore,  that  a 
fresh  set  of  standards  will  have  to  be  de- 
vised for  infants,  regardless  of  the  test  of 
bleeding  tendency  used. 

Following  the  control  studies  just  de- 
scribed, studies  were  made  with  various 
types  of  vitamin  K therapy.  Vitamin  K,  in 
the  form  of  thyloquinone  (Squibb)  was  ad- 
ministered to  21  mothers  for  periods  vary- 
ing from  two  days  to  two  weeks  before  de- 
livery with  no  perceptible  results  except 
that  the  fall  in  values  on  the  third  day  was 
somewhat  less  than  in  the  control  cases,  the 
results  being  approximately  the  same 
whether  1 mg.  or  2 mg.  doses  were  used 
(table  1).  This  observation  is  not  in  agree- 
ment with  the  observations  of  Heilman  and 
his  group,  who  found  a marked  increase  in 
the  prothrombin  concentration  values  of 
newborn  children  when  the  maternal  ad- 
ministration of  vitamin  K took  place  even  a 
few  hours  before  delivery.  The  discrepancy 
in  the  findings  may  perhaps  be  explained  by 
variations  in  the  thromboplastin  used  for 


the  tests.  It  has  been  pointed  out  by  several 
observers  that  this  is  a definite  source  of 
error.  In  the  light  of  the  well  established 
fact  that  there  is  no  storage  of  vitamin  K 
within  the  body,  we  consider  our  own  fail- 
ure to  affect  infant  values  by  its  maternal 
administration  to  be  entirely  reasonable. 

The  vitamin  was  next  administered  di- 
rectly to  the  infants  at  birth  and  for  a 
period  of  four  days  thereafter.  When  it  was 
used  in  1 mg.  doses  the  usual  fall  in  values 
did  not  occur  on  the  third  day  of  life  and 
the  values  on  the  fifth  day  were  somewhat 
higher  than  at  birth  (table  1).  When  the 
vitamin  wras  administered  in  2 mg.  doses, 
the  values  on  the  third  day  were  consider- 
ably higher  than  at  birth,  and  by  the  fifth 
day  they  were  still  further  increased,  in 
most  cases  being  within  the  safe  normal 
adult  range  (table  1) . 

MATERIALS  AND  METHODS 

The  observations  described  were  made  on 
41  mothers  and  111  children  (63  white,  48 
colored)  and  involved  a total  of  more  than 
450  single  tests.  No  appreciable  racial  dif- 
ferences were  noted  in  the  values.  Also  no 
differences  in  values  were  noted  between 
children  with  physiologic  jaundice  and 
those  in  whom  it  was  not  present. 

After  an  adequate  number  of  compara- 
tive tests  had  been  made  to  make  clear  that 
the  trend  of  values  was  the  same  whatever 
test  was  used,  the  great  majority  of  the  re- 
maining tests  were  made  by  the  Boyce 
serum  volume  index.  It  requires  only  a 
syringe  and  a test  tube  for  its  performance, 


TABLE  1 

SUMMARY  OF  STUDIES  ON  THE  BLEEDING 
TENDENCY  IN  NEWBORN  INFANTS* 


Birth 

Third  day 

Fifth  Day 

94% 

92% 

92% 

Prothrombin  concentration  (Ziffren  et  al.  bedside  test)  in  10  mothers 

66%, 

49% 

66% 

Prothrombin  concentration  (bedside  test)  in  10  children  born  of  these  mothers 

0.82 

0.85 

0.86 

Boyce  serum  volume  index  in  11  mothers 

0.78 

0.63 

0.74 

Serum  volume  index  in  11  infants  born*of  these  mothers 

0.75 

0.71 

0.81 

Serum  volume  index  in  10  infants  born  of  mothers  treated  with  1 mg.  thyloquinone 
for  varying  periods  before  delivery 

0.76 

0.70 

0.83 

Serum  volume  index  in  9 infants  born  of  mothers  treated  with  2 mg.  thyloquinone 
as  above 

0.67 

0.71 

0.78 

Serum  volume  index  in  11  infants  treated  with  1 mg.  thyloquinone  immediately 
after  birth  and  for  four  days  thereafter 

s*0.71 

0.83 

0.95 

Serum  volume  index  in  11  infants  treated  with  2 mg.  thyloquinone  as  above 

*A11  figures  represent  averages. 

**Note  the  absence  of  the  usual  third-day  fall  and  the  rise  to,  normal  adult  values  in  children  thus  treated. 
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and  its  extreme  simplicity  therefore  made  it 
the  most  generally  applicable  for  our  pur- 
poses. It  was  used  in  more  than  350  single 
tests.  Commercial  thromboplastin  has  be- 
come available  to  us  since  we  began  our 
studies  and  should  eliminate  the  previous 
sources  of  error  resulting  from  variations 
in  the  laboratory-prepared  material. 

Securing  the  blood  for  these  studies  has 
furnished  something  of  a problem,  particu- 
larly in  children  with  a hemorrhagic  dia- 
thesis, in  whom  the  loss  of  even  a small 
amount  of  blood  might  sometimes  introduce 
a factor  of  risk.  Blood  for  the  tests  made 
when  we  first  began  the  study  was  taken 
from  the  cord  and  the  values  were  compared 
with  the  values  in  blood  secured  from  the 
fontanel  or  vein.  We  found  that  the  values 
for  the  blood  from  the  cord  were  somewhat 
higher  than  for  blood  secured  from  other 
sources  (the  serum  volume  index  for  the 
cord  blood  in  11  cases  was  0.82,  as  com- 
pared with  0.78  for  venous  blood).  This  is 
at  variance  with  the  observations  of  Rush16 
who  found  the  values  in  the  two  sources  ap- 
proximately the  same  by  the  Quick  pro- 
thrombin time  test. 

Blood  for  succeeding  (postnatal)  tests 
was  secured  either  from  the  anterior  fon- 
tanel or  from  the  external  jugular  vein. 
Securing  it  is  not  always  easy  and  is  some- 
times not  entirely  free  from  risk  in  a new- 
born infant,  particularly  a child  who  is  pre- 
mature or  who  should  not  for  other  reasons 
be  subjected  to  any  avoidable  strain.  We 
have  had  no  experience  with  the  plan  sug- 
gested by  Bray  and  Kelley17  of  securing 
blood  from  the  heel. 

The  vitamin  K used  was  either  in  the 
form  of  klotogen  Abbott,  a natural  concen- 
trate, or  in  the  form  of  thyloquinone  Squibb, 
a synthetic  preparation  (2-methyl-l, 
4-naphthoquinone).  Klotogen  is  available  in 
gelatin  capsules  containing  1,000  Almquist 
units,  and  in  oil,  each  cubic  centimeter  of 
which  contains  1,250  Almquist  units  of  vita- 
min K ; each  Almquist  unit  is  equivalent  to 
37.5  Dam  units.  Thyloquinone  is  available  in 
1 mg.  capsules  containing  2,000  Ansbacher 
or  40,000  Dam  units,  and  in  oil  solution, 
each  cubic  centimeter  of  which  contains  the 


same  number  of  units  as  the  capsule.  Both 
preparations  were  put  directly  into  the 
child’s  mouth  by  medicine  dropper.  With 
neither,  regardless  of  the  amount  used,  was 
there  any  evidence  of  toxicity  or  any  other 
disturbance  from  its  use. 

FRANK  HEMORRHAGIC  DISEASE  OF  THE  NEWBORN 

Four  cases  of  frank  hemorrhagic  disease 
were  studied  by  the  bedside  test  and  treated 
with  klotogen  and  one  by  the  Boyce  serum 
volume  index,  and  treated  with  thyloqui- 
none. The  summarized  histories  follow : 

CASE  NO.  1 

A negro  female  infant,  born  of  a 15  year  old 
primiparous  mother,  delivered  by  low  forceps, 
weighed  eight  pounds  four  ounces  at  birth.  Bleed- 
ing from  the  cord  began  on  the  first  day  of  life. 
On  the  fourth  day  ecchymotic  spots  appeared  over 
the  entire  body  and  a large  hematoma  was  seen 
in  the  left  cephalo-parietal  region.  On  the  fifth 
day  profuse  bleeding  occurred  for  10  minutes  after 
venipuncture.  Local  applications  of  silver  nitrate 
and  the  intramuscular  injection  of  20  c.  c.  of  whole 
blood  had  had  no  perceptible  effect  on  the  hem- 
orrhage, and  on  the  sixth  day  the  prothrombin 
concentration  was  too  low  to  estimate.  At  this 
time  klotogen  (10  drops)  was  given  every  three 
hours,  administration  being  continued  for  10  days. 
Within  24  hours  all  bleeding  had  ceased,  and  on 
the  seventeenth  day  of  life  the  prothrombin  con- 
centration was  84  per  cent.  The  child  was  dis- 
charged in  good  condition  at  the  age  of  three 
weeks. 

CASE  NO.  2 

A white  female  infant,  born  of  a 25  year  old 
mother  (para  I,  gravida  III)  delivered  by  low 
cesarean  section  because  of  fetopelvic  dispropor- 
tion, weighed  10  pounds  eight  ounces  at  birth.  Two 
days  after  birth  the  baby  vomited  blood  and  on 
the  third  day  ecchymotic  spots  appeared  over  the 
body,  the  stools  were  tarry,  and  the  prothrombin 
concentration  was  too  low  to  calculate.  A trans- 
fusion of  50  c.  c.  of  whole  blood  had  been  without 
perceptible  effect.  At  this  time  klotogen  (10 
drops)  was  given  every  three  hours  before  each 
feeding,  the  administration  being  continued  until 
the  tenth  day  of  life.  Bleeding  ceased  entirely 
within  48  hours  after  the  medication  was  begun. 
The  prothrombin  concentration  was  16  per  cent  on 
the  eighth  day  of  life  and  100  per  cent  on  the 
eleventh  day.  The  baby  was  discharged  in  ex- 
cellent condition  on  the  twelfth  day. 

CASE  NO.  3 

A colored  female  infant,  born  of  a 25  year  old 
mother  (para  IV,  gravida  V)  delivered  spon- 
taneously, weighed  six  pounds  at  birth.  Tarry 
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stools  were  observed  two  days  after  birth,  at  which 
time  the  red  blood  cell  count  was  2,460,000  and 
the  hemoglobin  66  per  cent.  The  prothrombin  con- 
centration was  too  low  to  calculate.  A transfusion 
of  45  c.  c.  was  given  on  the  second  day,  together 
with  60  c.  c.  of  whole  blood  by  intramuscular  in- 
jection, and  a second  transfusion  of  60  c.  c.  of 
whole  blood  was  given  on  the  third  day.  At  this 
time  klotogen  (10  drops)  was  begun  and  was 
given  every  three  hours  for  the  next  seven  days. 
Bleeding  stopped  entirely  on  the  fourth  day.  The 
prothrombin  concentration  was  100  per  cent  on 
the  seventh  and  eighth  days.  The  child  was  dis- 
charged in  good  condition  on  the  twenty-second 
day  of  life. 

CASE  NO.  4 

A colored  female  infant,  born  of  a 17  year  old 
primiparous  mother,  delivered  by  low  forceps, 
weighed  seven  pounds  three  ounces  at  birth.  Bleed- 
ing from  the  cord  occulted  on  the  fourth  day  and 
was  treated  by  local  application  of  silver  nitrate 
and  a compression  bandage.  On  the  fifth  day 
ecchymotic  spots  appeared  over  the  arms  and  body, 
and  bleeding  occurred  from  the  nose  and  rectum. 
The  bleeding  time  was  8 minutes,  the  coagulation 
time  9 1/2  minutes,  and  the  prothrombin  concen- 
tration too  low  to  calculate.  Fifteen  cubic  centi- 
meters of  whole  blood  was  given  intramuscularly, 
and  klotogen  (10  drops)  was  given  every  three 
hours  for  six  days.  Bleeding  stopped  within  24 
hours  of  its  administration.  The  prothrombin  con- 
centration was  25  per  cent  on  the  sixth  day  and 
97  per  cent  on  the  seventh.  The  child  was  dis- 
charged in  good  condition  on  the  eighth  day. 

CASE  NO.  5 

A colored  male  child,  born  of  a 24  year  old 
mother  (para  IV,  gravida  VII)  delivered  spon- 
taneously, weighed  five  pounds  three  and  a half 
ounces  at  birth.  On  the  third  day  of  life  the  child 
vomited  blood.  At  this  time  the  serum  volume 
index  was  0.50  and  the  clot  extremely  friable. 
Thyloquinone  (10  drops)  was  begun  immediately 
every  three  hours  and  was  continued  for  the  next 
four  days.  Bleeding  did  not  recur.  Two  days 
after  the  hematemesis  a resident,  who  for  some 
reason  had  not  secured  the  history  of  previous 
bleeding,  clipped  a frenulum  under  the  child’s 
tongue,  a procedure  which  in  such  cases  would 
ordinarily  be  attended  by  serious  risk.  There  was 
no  bleeding  in  this  instance.  The  serum  volume 
index  on  the  seventh  day  of  life  was  0.56  and  the 
clot  fair;  on  the  fourteenth  day  it  was  0.72,  and 
the  clot  was  firm  and  well  retracted.  The  child 
was  discharged  in  good  condition  on  this  day. 

COMMENT 

It  is  not  unreasonable  to  assume  that  in 
the  last  case  the  bleeding  did  not  progress  to 
the  point  to  which  it  progressed  in  the  four 


other  cases  because  vitamin  K was  admin- 
istered immediately,  whereas  its  adminis- 
tration was  delayed  for  from  24  to  more 
than  100  hours  in  the  other  cases.  The  last 
case  is  also  of  interest  for  two  other 
reasons:  (1)  It  is  the  only  instance  in 

which  no  other  type  of  therapy  was  used, 
and  the  control  of  the  hemorrhagic  tendency 
can  thus  be  attributed  to  nothing  but  the 
specific  therapy;  (2)  the  clipping  of  the 
frenulum  under  the  tongue,  as  has  already 
been  noted,  subjected  the  child  to  an  addi- 
tional risk  which  was  not  present  in  any  of 
the  other  cases. 

SUMMARY  AND  CONCLUSIONS 

1.  The  bleeding  tendency  in  newborn  in- 
fants has  been  studied  by  the  Quick  pro- 
thrombin time  test,  the  Ziffren  et  al.  bed- 
side test  and  the  Boyce  serum  volume  index. 
In  all,  more  than  450  single  tests  were  made 
on  41  mothers  and  111  children. 

2.  All  tests  showed  that  infants  are  born 
with  lower  than  normal  values,  which  fall 
still  lower  on  the  third  day  of  life,  but  which 
reach  the  birth  values  or  higher  by  the 
fifth  day. 

3.  The  prepartal  administration  of  vita- 
min K to  the  mothers  had  no  perceptible  ef- 
fects on  the  infant  blood  values.  The  ad- 
ministration of  vitamin  K directly  to  the 
children  in  1 mg.  doses  practically  elimi- 
nated the  usual  fall  in  values  on  the  third 
day  of  life.  When  the  vitamin  was  used  in  2 
mg.  doses  the  values  rose  steadily  from 
birth  and  approximated  normal  adult  values 
on  the  fifth  day  of  life. 

4.  The  majority  of  the  tests  were  made 
with  the  Boyce  serum  volume  index  which 
showed  precisely  the  same  trends  as  the 
other  tests  used,  and  is  infinitely  simpler  to 
perform. 

5.  Five  cases  of  frank  hemorrhagic 
disease  are  reported,  the  bleeding  in  all  of 
which  was  promptly  and  permanently 
checked  by  the  use  of  vitamin  K.  None  of 
these  children  had  any  vitamin  K until  after 
the  bleeding  began.  The  bleeding  was  least 
in  the  case  in  which  vitamin  K was  admin- 
istered as  soon  as  it  appeared,  though  this 
particular  child  was  unwittingly  subjected 
to  the  additional  risk  of  a minor  procedure 


Leidenheimer  and  Albritton — Vitamin  K 


469 


on  the  tongue  two  days  after  the  initial 
hemorrhage. 

6.  Bleeding  did  not  occur  in  any  instance 
in  which  vitamin  K was  administered  at 
birth  and  continued  throughout  the  first 
five  days  of  life. 

7.  The  suggestion  of  Waddell  and  Guerry, 
that  no  surgical  procedure  be  performed  on 
any  newborn  infant  without  the  prophylac- 
tic administration  of  vitamin  K,  is  eminent- 
ly sensible. 

8.  The  present  cost  of  vitamin  K prepara- 
tions makes  their  routine  administration  to 
newborn  infants,  at  least  in  public  practice, 
entirely  impractical.  With  the  reduction  in 
cost  which  will  undoubtedly  be  achieved 
soon,  it  would  be  a wise  precaution  to  em- 
ploy it  routinely  in  all  cases  for  the  first 
several  days  of  life,  since  there  is  still  no 
way  of  determining  at  birth  which  child- 
ren are  likely  to  bleed. 

9.  It  is  not  too  much  to  say  that  the  prop- 
er application  of  vitamin  K therapy  should 
reduce  to  negligible  figures  the  mortality 
from  the  type  of  hemorrhagic  disease  of  the 
newborn  due  to  this  specific  deficiency. 

ADDENDUM 

After  this  article  had  been  completed,  another 
report  on  their  work  was  published  by  Heilman 
and  his  associates  at  Johns  Hopkins  Hospital 
(Heilman,  L.  M.,  Moore,  W.  T.,  and  Shettles,  L. 
B.:  Factors  influencing  plasma  prothrombin  in  the 
newborn  infant.  III.  A study  of  the  vitamin  K 
activity  of  various  naphthohydroquinone  deriva- 
tives, Bull.  Johns  Hopkins  Hosp.,  46:379,  June, 
1940).  Their  conclusions  are  added  for  the  sake 
of  completeness: 

1.  Small,  unit-equivalent  doses,  2-methyl-l, 
4-naphthoquinone,  2-methyl-l,  4-naphthohydroqui- 
none  dipropionate,  and  2-methyl-3-phytyl-l,  4 naph- 
thoquinone, dissolved  in  oil  are  capable  of  raising 
the  plasma  prothrombin  of  the  newborn  infant 
when  given  by  mouth  to  the  mothers  during  labor. 

2.  In  similar  doses  intravenous  2-methyl-l,  4- 
naphthohydroquinone-3-sodium  sulfonate  is  shown 
to  possess  significant  vitamin  K activity. 

3.  On  the  contrary,  under  identical  conditions, 
2-methyl-l,  4-naphthoquinone  in  milk-sugar  pills, 
and  vitamin  K concentrate,  by  mouth,  and  2- 
methyl-1,  4-naphthohydroquinone-3-sodium  sulfo- 
nate, intramuscularly,  could  not  be  shown  to  be 
effective  in  raising  the  plasma  prothrombin  levels 
of  the  newborn  infants. 

NOTE. — Our  thanks  are  due  to  Drs.  E.  L.  Levert  and 
Bertha  Wexler  of  the  Pediatric  Service  of  the  Tulane 
University  School  of  Medicine,  who  cooperated  with  us 


in  several  of  the  reported  cases ; to  Dr.  Frederick  F.  Boyce, 
who  assisted  us  throughout  the  investigation  with  advice 
and  suggestions ; and  to  the  Abbott  Laboratories  and 
E.  R.  Squibb  and  Sons,  who  supplied  the  materials  with 
which  the  studies  were  carried  out. 
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DISCUSSION 

Dr.  Frederick  F.  Boyce  (New  Orleans)  : So  far 
as  I know,  Dr.  Leidenheimer’s  study  of  hemor- 
rhagic disease  in  the  newborn  is  the  first  to  be 
made  from  this  particular  part  of  the  country. 
For  that  matter,  only  a very  limited  number  of 
such  studies  are  on  record  either  here  or  abroad. 
In  general,  his  data  and  results  corroborate  those 
of  other  observers. 

Hemorrhagic  disease  of  the  newborn  differs  in 
an  important  respect  from  the  similar  diathesis  in 
jaundice.  Both  ai'e  unquestionably  due  to  a de- 
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ficiency  in  the  prothrombin  content  of  the  blood, 
which  in  turn  is  due  to  a deficient  absorption  of 
vitamin  K.  But  in  the  jaundiced  patient  the  de- 
ficient absorption  is  due  to  the  absence  of  bile 
salts  in  the  gastrointestinal  tract.  In  the  newborn 
child  it  is  due  to  an  actual  absence  of  vitamin  K. 

It  has  been  rather  generally  established  that  the 
level  at  which  infants  bleed  is  considerably  lower 
than  the  level  at  which  adults  bleed,  regardless  of 
the  test  used  to  demonstrate  the  hemorrhagic  dia- 
thesis. This  statement  holds  for  the  serum  volume 
index,  which  Dr.  Leidenheimer  has  used  in  most  of 
his  cases. 

Since  the  bleeding  tendency  in  newborn  infants 
is  due  to  a vitamin  K deficiency,  the  logical  method 
of  prophylaxis  would  seem  to  be  the  routine  ad- 
ministration to  all  infants  of  some  concentrated  or 
synthetic  preparation.  This  is  not  so  simple  as  it 
seems,  for  the  price  of  either  type  of  preparation 
is  still  too  high  to  make  routine  administration 
possible.  A satisfactory  alternative  would  be  the 
testing  of  all  newborn  children  for  a possible  bleed- 
ing tendency,  with  the  immediate  administration 
of  vitamin  K when  the  values  fell  within  the  range 
which  previous  experience  has  shown  to  be  dan- 
gerous. There  seems  to  be  no  reason  for  failure  to 
administer  vitamin  K immediately  to  any  child  who 
bleeds,  without  waiting  for  tests  or  trying  any 


FURTHER  STUDIES  OF  THE  CAUSES 
OF  BLINDNESS  IN  LOUISIANA*! 

H.  F.  BREWSTER,  M.  D. 

New  Orleans 

Next  to  death,  perhaps  the  greatest  trag- 
edy befalling  a human  being  is  blindness. 
Viewed  in  the  other  direction  eyesight,  next 
to  life  itself,  is  our  most  cherished  posses- 
sion. Yet,  it  is  remarkable  how  uninformed 
and  indifferent  the  great  majority  of  peo- 
ple are  concerning  the  eyes  and  their  prop- 
er care.  They  seem  not  to  realize  that  the 
eye  is  a complicated,  delicate  and  highly 
specialized  organ  of  the  body,  reacting  to 
all  body  ailments  and  that  it  is  afflicted  by 
over  three  hundred  diseases.  They  fail  to 
realize  that  the  eye  is  an  inseparable  organ 
of  the  body  requiring  the  same  medical 
skill  and  meticulous  care  as  do  the  heart, 
lungs,  kidneys,  central  nervous  system,  di- 


*Read  before  the  Orleans  Parish  Medical  So- 
ciety, May  13,  1940. 

fFirst  Report,  New  Orleans  M.  & S.  J..  91:166, 
1938. 


other  method  of  treatment.  If  the  bleeding  proves 
to  be  due  to  some  other  cause  than  vitamin  K 
deficiency,  as  happens  in  a certain  proportion  of 
cases,  the  tentative  administration  will  have  done 
no  harm.  If  it  is  proved  to  be  due  to  this  de- 
ficiency, the  prompt  administration  may  be  life- 
saving. The  prompt  control  of  the  bleeding  in  Dr. 
Leidenheimer’s  fifth  case,  in  which  vitamin  K 
was  administered  at  the  first  sign  of  bleeding,  as 
compared  with  the  results  in  the  other  cases,  in 
which  other  methods  were  tried  first,  makes  this 
point  apparent. 

Dr.  Leidenheimer  has  commented  on  his  failure 
to  influence  the  infant  values  by  the  maternal  ad- 
ministration of  vitamin  K and  the  success  of  cer- 
tain other  observers  by  this  method.  The  explana- 
tion may  lie  in  variations  in  the  thromboplastin 
used,  or  some  other,  less  apparent  factor  may  be 
the  cause.  For  my  own  part,  I do  not  see  how  the 
maternal  administration  of  vitamin  K could  be 
expected  to  secure  any  but  the  most  transient  im- 
provement in  the  child.  If  the  present  concept  of 
prothrombin  production  and  concentration  is  cor- 
rect, there  is  no  preformed  storage  of  vitamin  K 
in  the  body,  and  treatment  of  the  mother  could 
affect  the  child  only  so  long  as  the  child  remained 
in  utero.  Once  the  cord  is  divided,  only  direct  ad- 
ministration of  vitamin  K to  the  child  could  per- 
manently raise  the  prothrombin  of  the  blood. 


gestive  apparatus  and  other  tissue  systems 
of  the  body. 

This  very  lack  of  information,  coupled 
with  profound  indifference  on  the  part  of 
both  the  medical  profession  and  the  pub- 
lic, can  be  held  responsible  for  a great  por- 
tion of  the  blindness  in  Louisiana  and  the 
nation.  This  statement  can  be  readily  under- 
stood when  it  is  realized  that  a great  num- 
ber of  the  blind  in  our  State  have  never 
consulted  or  had  the  services  of  an  eye  phy- 
sician and  surgeon.  Nearly  all,  however, 
have  bought  numerous  pairs  of  glasses  with 
which  to  cover  up  their  progressive  or- 
ganic diseases. 

This  study  of  the  causes  of  blindness  in 
Louisiana  was  first  reported  on  in  this 
journal  in  October  1938,  at  which  time  an 
analysis  of  700  cases  was  presented,  and  a 
series  of  observations  and  recommenda- 
tions  set  forth.  Over  eleven  hundred  cases 
have  now  been  subjected  to  analysis.  Per- 
centages have  been  figured  for  all  causes 
of  blindness  of  1 per  cent  or  more.  Those 
etiologic  factors  causing  less  than  1 per 
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cent  blindness  are  listed  last.  Conservative- 
ly estimated  it  can  be  stated  that  73  per 
cent  of  this  blindness  could  have  and  should 
be  prevented. 

CAUSES  OP  BLINDNESS  AND  PERCENTAGES 


Syphilis  15.1 

Glaucoma  10.9 

Congenital  diseases  and  defects 9.9 

Lacerations  and  burns  4.9 

Senility  4.3 

Gonococcal  infections  4.1 

Hereditary  diseases  4.0 

Pyogenic  infections  in  infants  3.9 

(nongonococcal) 

Gunshot  wounds  3.3 

Toxic  poisoning  3.0 

Consanguinity  ‘2.0 

Typhoid  fever  1.7 

Juvenile  cataract  1.7 

Meningitis  1.6 

Trachoma  1.6 

Diabetes  1.4 

Not  known  1.4 

Infections  undifferentiated  10.6 

Secondary  cataract  1.3 

Injuries  undifferentiated  1.1 

Sinusitis  1.0 

Infected  teeth  1.0 


The  following  conditions  were  respon- 
sible for  less  than  1 per  cent:  Pterygium, 
pemphigus,  trichiasis,  scarlet  fever,  small- 
pox, tuberculosis,  pneumococcus,  influenza, 
encephalitis,  infections  not  specified,  fire- 
works, industrial  injuries,  diseased  tonsils, 
Banti’s  disease,  malaria-quinine,  gallblad- 
der disease,  brain  abscess,  brain  tumors, 
toxic  goiter,  faulty  diet,  pellagra,  anemia, 
nephritis,  vascular  disease,  multiple  scler- 
osis, toxemia  of  pregnancy. 

It  must  be  pointed  out  that  in  many  cases 
the  blindness  resulted  not  from  one,  but 
from  several  causes  often  acting  at  the  same 
time.  An  example  would  be  a syphilitic  hav- 
ing diabetes,  foci  of  infection  and  subsist- 
ing on  an  improper  diet.  Another  example 
would  be  a tuberculous  patient  with  foci  of 
infection,  ulcerative  colitis  and  anemia.  In 
actual  practice,  private  and  clinical,  in- 
numerable combinations  of  etiologic  factors 
are  encountered  and  proper  treatment  must 
be  just  as  variable.  Often  eye  complications 
develop  in  the  course  of  infectious  diseases 
but  are  overlooked  or  considered  lightly 
until  the  eye  is  either  gravely  damaged  or 
even  lost.  Eye  injuries  are  always  serious 
but  should  invariably  receive  very  special 
care  in  persons  having  some  general  de- 
bility already  such  as  anemia,  diabetes, 


thyroid  dysfunction,  foci  of  infection  or 
other  conditions. 

CONCLUSIONS 

The  prevention  of  blindness  and  con- 
servation of  vision  is  primarily  a task  for 
the  medical  profession.  However,  the  re- 
sponsibility must  be  shared  with  other 
groups  and  organizations  especially  in  the 
realm  of  public  education  concerning  the 
eye  and  its  proper  care  in  health  and  dis- 
ease. 

o 

TEN- YEAR  SURVEY  OF  ANTILUETIC 
THERAPY  AT  THE  EYE,  EAR,  NOSE 
AND  THROAT  HOSPITAL* 

W.  E.  KITTREDGE,  M.  D. 

New  Orleans 

This  presentation  is  intended  as  a brief 
survey  of  the  results  obtained  in  the  treat- 
ment of  syphilis  at  the  Eye,  Ear,  Nose  and 
Throat  Hospital  since  the  inception  of  the 
antiluetic  clinic  ten  years  ago. 

During  this  time  272  persons  have  ap- 
plied for  treatment.  It  is  interesting  to  note 
that  48  per  cent  of  that  number  have  ap- 
peared in  the  last  two  years,  showing  a 
greater  general  awakening  to  the  ever  pres- 
ent possibility  of  syphilitic  etiology  for 
various  common  lesions  and  also  a better 
system  for  the  diagnosis  of  syphilis.  In  this 
connection  it  is  interesting  to  note  that  64 
patients,  or  23  per  cent  of  the  total,  had  no 
complaint  at  all  and  were  diagnosed  by 
routine  Wassermann  tests. 

There  were  a total  of  16  different  types 
of  lesions  of  the  eye  diagnosed  as  luetic,  11 
of  the  nose,  seven  of  the  throat  and  two  of 
the  ear.  Of  these  the  five  most  common 
were : 


Per 

Case 

cent 

No. 

Optic  atrophy 

7 

18 

Keratitis 

14 

37 

Pharyngitis 

9 

23 

Cataract 

(5 

16 

Iritis 

5 

14 

Total 

41 

108 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, May  13,  1940. 
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The  total  number  of  treatments  given 
were:  Arsenicals,  1,763;  bismuth,  3,316; 
mercury  (weeks)  709.  It  is  an  interesting 
and  sad  commentary  on  the  present  lack  of 
control  of  syphilitics  to  note  that  105  pa- 
tients, or  nearly  40  per  cent  of  the  total, 
received  less  than  eight  weeks  of  treatment. 
This  is  all  the  more  important  when  it  is 
considered  that  eight  weeks  of  treatment 
has  been  established  as  the  minimum 
amount  with  which  any  definite  clinical  im- 
provement may  hope  to  be  obtained.  Of  the 
total  patients  treated  only  14,  or  5 per  cent, 
received  sufficient  treatment  to  be  classed 
as  cured. 

Of  those  patients  receiving  adequate  or 
semi-adequate  treatment,  it  was  possible  to 
arrive  at  the  following  grouping  in  regard 
to  prognosis  and  results.  Good  results  were 
obtained  generally  in  cases  of  keratitis, 


ACUTE  EUSTACHIAN  TUBE 
OBSTRUCTION* 

E.  GARLAND  WALLS,  M.  D. 

New  Orleans 

The  eustachian  tube,  in  its  normal 
healthy  state,  serves  the  important  func- 
tions of  maintaining  atmospheric  pressure 
in  the  middle  ear  and  of  allowing  secretions 
to  leave  the  middle  ear  cavity.  The  tube  is 
about  one  and  one-half  inches  long,  extend- 
ing from  the  anterior  inferior  portion  of 
the  middle  ear  medially,  downward,  and 
forward  to  its  orifice  on  the  lateral 
pharyngeal  wall  just  above  the  level  of  the 
soft  palate  and  behind  the  posterior  end 
of  the  inferior  nasal  turbinate  (concha).  In 
infancy  and  childhood,  the  tube  is  shorter 
and  is  almost  in  a horizontal  position.  The 
lining  epithelium  is  of  the  ciliated,  col- 
umnar type  and  is  continuous  with  the 
pharyngeal  mucous  membrane. 

The  pharyngeal  orifice  of  the  eustachian 
tube  is  bounded  above  and  behind  by  a 
ridge,  the  eustachian  cushion,  which  is 
formed  by  the  projection  of  the  cartilage  of 
the  tube.  There  are  many  lymph  follicles  in 


*Read  before  the  Orleans  Parish  Medical  So- 
ciety, May  13,  1940. 


iritis,  iridocyclitis,  corneal  ulcers,  uveitis, 
conjunctivitis,  pharyngitis,  ethmoiditis  and 
facial  paralysis.  Results  were  poor  in  cases 
of  glaucoma,  optic  atrophy,  macular  degen- 
eration, gumma  of  the  septum  and  sinusitis. 

Fortunately,  I am  able  to  report  that  the 
number  of  adverse  reactions  to  treatment 
were  negligible.  One  case  of  arsenical  der- 
matitis occurred  but  no  other  serious  reac- 
tion was  seen  in  any  case.  This  good  record, 
I think,  is  attributable  to  two  factors : First, 
that  preliminary  courses  of  bismuth  are 
usually  given  to  these  patients  in  order  to 
begin  treatment  more  or  less  gradually; 
second,  that  no  excessive  doses  of  arsenic 
are  ever  used,  and  for  the  past  several  years 
we  have  used  mapharsen  almost  exclusively 
which  enables  us  to  provide  adequate  ar- 
senical treatment  with  a minimum  amount 
of  actual  arsenic  administration. 


and  about  the  orifice,  and  the  adenoid  is 
nearby  when  it  is  present.  In  its  vulnerable 
position,  the  pharyngeal  end  of  the  tube  is 
subjected  to  risk  of  infection  by  extension 
from  the  nose  or  throat  or  may  be  the  site 
of  reactionary  swelling  due  to  inflammation 
in  the  tonsils,  pharynx,  or  nose.  The  swell- 
ing may  cause  obstruction  at  the  pharyn- 
geal orifice  or  at  the  narrow  isthmus  of  the 
eustachian  tube.  It  has  been  shown  that  the 
ciliary  flow  of  mucous  and  other  nasal  se- 
cretions divides  so  as  to  avoid  the  eusta- 
chian tube  orifice,  but,  in  acute  rhinitis  and 
sinusitis,  where  the  exudates  are  profuse, 
the  mechanism  is  insufficient  for  its  pro- 
tection. A swollen  adenoid  very  often  may 
be  the  cause  of  closure  of  the  eustachian 
tube  orifice. 

symptoms 

The  first  symptom  referable  to  the  ear, 
noticed  when  the  eustachian  tube  has  been 
closed,  is  that  the  ear  feels  stopped  up,  and 
there  is,  perhaps,  an  impairment  of  hear- 
ing. When  blocking  is  not  complete  and  the 
tube  allows  air  to  enter  the  middle  ear 
periodically,  a popping  or  cracking  noise  is 
heard  in  the  affected  ear  which  is  followed 
by  a period  of  relief  from  the  stopped-up 
feeling.  This  popping  is  noticed  particularly 
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after  swallowing  or  forceful  opening  of  the 
mouth  which  opens  the  eustachian  tube 
orifice. 

If  the  tube  remains  closed,  air  within  the 
middle  ear  is  absorbed,  and  pressure  is  re- 
duced below  atmospheric  pressure.  The 
tympanic  membrane  is  retracted,  and  the 
more  serious  effects  of  eustachian  tube 
blocking  begin  to  take  place.  A transudation 
of  serum  occurs,  and  any  effort  (swallow- 
ing) on  the  part  of  the  patient  to  clear  the 
ear  is  futile.  This  serum  is  a fertile  culture 
medium,  and,  usually,  pathogenic  organisms 
from  the  nasopharynx  and  eustachian  tube 
find  their  way  to  start  an  active  infection 
in  the  middle  ear.  Ear  pain  may  occur  at 
any  time  during  this  chain  of  events ; first, 
from  inflammation  of  the  tube  itself,  and, 
finally,  from  acute  otitis  media.  Eustachian 
tube  blocking  is  one  of  the  most  frequent 
causes  of  loss  of  hearing,  and  it  is  the  most 
important  because  almost  all  cases  can  be 
cured.  Hearing  of  all  tones  is  affected  in 
complete  obstruction  with  the  loss  in  the 
low  tones  most  noticeable.  It  is  noteworthy, 
however,  that  in  partial  or  intermittent 
blocking,  the  very  high  tones  (above  8,000 
double  vibrations)  are  the  first  to  be  af- 
fected. 

TREATMENT 

The  treatment  of  this  condition  begins 
with  the  removal  of  the  cause.  Nasopharyn- 
geal inflammation  should  be  treated,  and 
sinus  infection  cleared  up.  The  upper  air 
passages  should  be  kept  open  by  using  vaso- 
constrictor drugs,  and  they  should  be  kept 
free  of  secretions.  If  tonsillitis  and  adenoid- 
itis are  present,  these  parts  should  be  treat- 
ed preparatory  to  removal  later.  Lymphoid 
masses  about  the  pharyngeal  orifice  may  be 
treated  by  radiation  if  they  persist  after  the 
acute  stage  subsides.  Applications  may  be 
made  under  vision  by  using  the  naso- 
pharyngoscope  when  necessary. 

Daily  pneumatic  massage  of  the  drum  is 
helpful,  especially  in  early  cases  in  prevent- 
ing progress  of  the  middle  ear  pathology 
and  in  promoting  the  comfort  of  the  patient. 


Inflation  of  the  eustachian  tube  is  to  be 
avoided  when  acute  inflammation  is  pres- 
ent in  the  nose  or  nasopharynx  because  of 
the  obvious  danger  of  forcing  contami- 
nated material  into  the  middle  ear. 

Acute  eustachian  tube  blocking  without 
complications  and  with  prompt  treatment 
usually  has  an  uneventful,  complete  recov- 
ery. Careful  hearing  tests,  preferably  with 
an  audiometer,  should  be  done  before  dis- 
charging the  patient.  Very  often,  there  are 
losses  at  one  or  more  tones  which  may  be 
regained  by  gentle,  periodic  inflation  of  the 
tube,  either  by  the  Politzer  method  or  by 
catheterization.  Hearing  losses  not  restored 
promptly  may  be  permanent.  The  patient 
who  has  developed  a serous  or  purulent 
otitis  media  must  be  taken  care  of  as  such 
and  so  should  other  complications. 

The  prevention  of  recurrences  is  impor- 
tant. Nasal  infections  or  deformities  are 
eliminated,  and  excess  lymphoid  tissue  in 
the  nasopharynx  is  removed  or  treated  by 
radiation. 

SUMMARY 

1.  The  eustachian  tube  is  important  in 
the  maintenance  of  air  pressure  and  in  pre- 
venting accumulation  of  secretions  in  the 
middle  ear. 

2.  It  is  in  a position  that  makes  it  vul- 
nerable to  inflammations  and  blocking  of 
the  nasopharynx. 

3.  Blocking  of  the  tube  is  serious  be- 
cause (a)  hearing  loss  will  follow,  and  (b) 
middle  ear  infection  is  likely. 

4.  The  treatment  is,  essentially,  the  re- 
moval of  causes,  followed  by  treatment  of 
the  tube  and  ears  to  get  the  hearing  back  to 
normal. 
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THE  USE  OF  PROSTIGMIN 

METHYLSULFATE  IN  DEAFNESS 

A PRELIMINARY  REPORT* 

L.  W.  ALEXANDER,  M.  D.f 
New  Orleans 

The  addition  of  prostigmin  to  otolaryn- 
gology is  an  advance  in  therapy  that  is 
worthy  of  consideration.  This  drug  has 
been  used  in  other  branches  of  medicine  to 
stimulate  peristalsis  and  overcome  bladder 
atony,  but  it  was  not  until  May,  1939,  when 
an  article  entitled  “The  Treatment  of  Deaf- 
ness and  Contiguous  Nervous  Disorders 
with  Prostigmin”  appeared  in  the  Archives 
of  Otolaryngology  by  Davis  and  Rom- 
mell,  that  this  drug  was  used  in  the 
treatment  of  deafness.  So  far  as  I am 
aware  no  other  authors  have  reported  their 
observations  in  otolaryngology  with  pros- 
tigmin. This  preliminary  report  prompted 
me  to  try  prostigmin.  In  this  paper  I will 
attempt  to  give  my  results. 

CHEMISTRY  OF  THE  DRUG 

Chemically  prostigmin  methylsulfate  is 
the  dimethyl-carbamic  ester  of  m-oxyphenyl- 
trimethyl  ammonium  methylsulfate.  It  is 
a white,  odorless,  crystalline  powder  with  a 
bitter  taste,  freely  soluble  in  water  and  to 
a lesser  degree  in  alcohol.  It  is  a synthetic 
compound  manufactured  by  Hoffman-La- 
Roche,  Inc.,  and  resembles  physostigmin, 
but  differing  from  this  alkaloid  chemically 
by  its  less  complicated  structure  and  its 
greater  stability.  Prostigmin  bromide,  for 
oral  use,  is  the  di-methyl-carbamic  ester  of 
m-oxyphenyl-trimethyl  ammonium  bromide. 
Pharmacologically,  prostigmin  is  marked 
by  the  almost  complete  absence  of  cardiac 
by-effects. 

ACTION  OF  PROSTIGMIN 

The  action  of  prostigmin  in  otology  may 
come  up  for  discussion.  Davis  and  Rom- 
mell  have  brought  out  the  fact  that  the 
muscles  of  the  ear  and  face  have  a common 
embryologic  origin  and  a common  innerva- 

*Read before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  23,  1940. 

f From  the  Department  of  Otolaryngology,  School 
of  Medicine,  Tulane  University  of  Louisiana. 


tion.  In  cases  of  myasthenia  if  the  muscles 
of  the  face  are  stimulated  by  prostigmin, 
the  muscles  of  the  ear  are  also  stimulated. 
Prostigmin  is  a stimulant  to  the  para- 
sympathetic nervous  system.  In  otology 
the  internal  carotid  plexus  must  be  con- 
sidered to  understand  the  action  of  prostig- 
min. It  communicates  by  five  branches 
with  (a)  abducens  nerve,  and  (b)  semi- 
lunar ganglion  and  gives  off  (c)  the  great 
deep  petrosal  and  (d)  the  carotico-tym- 
panic  nerves.  The  deep  petrosal  nerve 
joins  the  greater  superficial  petrosal  nerve 
from  the  geniculate  ganglion  of  the  facial, 
in  the  foramen  lacerum.  By  their  union 
the  pterygoid  nerve  is  formed,  which  after 
traversing  the  pterygoid  canal,  ends  in  the 
sphenopalatine  ganglion.  The  carotico- 
tympanic nerves  pass  to  the  tympanic 
plexus.  This  plexus,  formed  by  the  caro- 
tico-tympanic  nerves,  the  tympanic  branch 
of  the  glossopharyngeal,  and  a twig  from 
the  geniculate  ganglion  of  the  facial  nerve, 
is  placed  on  the  labyrinth  wall  of  the  tym- 
panum. It  supplies  the  mucous  lining  of 
the  tympanum  and  the  auditory  tube,  and 
the  lesser  superficial  petrosal  nerve  passes 
from  it  to  the  otic  ganglion.  By  giving 
prostigmin,  the  tympanic  plexus  that  sup- 
plies the  mucous  lining  of  the  tympanum 
and  the  auditory  tube  are  stimulated. 

From  the  above  it  will  be  seen  that  pros- 
tigmin is  of  value  in  cases  where  there  is 
pathology  in  the  tympanum  and  the  audi- 
tory tube.  The  pathology  may  be  an  accu- 
mulation of  mucous,  desquamated  cells,  or 
other  products  that  have  arisen  from  an 
inflammatory  process  in  the  tympanum  or 
eustachian  tube.  By  stimulating  the  para- 
sympathetic system  with  prostigmin,  the 
tympanic  cavity  or  eustachian  tube  is  freed 
of  any  foreign  matter. 

Clinically  I have  found  prostigmin  to  be 
of  value  in  several  types  of  conductive  deaf- 
ness. In  cases  of  acute  tubotympanitis, 
prostigmin  hastens  recovery.  It  does  not 
supplant  other  treatment,  but  it  is  an  ad- 
junct to  the  present  accepted  treatment. 
Another  type  of  conductive  deafness  is  in 
cases  that  present  the  end  stage  of 
acute  suppurative  or  non-suppurative  otitis 
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media,  where  there  is  present  an  accumu- 
lation of  pathologic  material  in  the  tym- 
panic cavity.  Prostigmin  hastens  a return 
to  normal  hearing  in  this  type  of  case  along 
with  other  accepted  treatment. 

In  chronic  catarrhal  otitis  with  or  with- 
out tinnitus,  there  is  another  type  of  con- 
ductive deafness  that  is  improved  by  pros- 
tigmin. This  type  of  patient  goes  from 
physician  to  physician  seeking  some  im- 
provement in  his  hearing ; any  improve- 
ment is  greatly  appreciated  by  the  patient. 
Likewise,  the  patient  with  the  tinnitus  is 
most  grateful  if  you  can  help  him.  Prostig- 
min does  improve  the  hearing  and  diminish 
the  tinnitus  in  50  per  cent  of  the  chronic 
catarrhal  types  of  conductive  deafness. 
Prostigmin  is  of  no  value  in  otosclerosis  or 
nerve  deafness. 

In  my  series  of  80  cases,  20  were  cases 
of  acute  tubotympanitis,  six  were  cases 
presenting  the  end  stage  of  acute  suppura- 
tive or  non-suppurative  otitis  media,  44 
were  chronic  catarrhal  otitis  media,  five 
were  cases  of  tinnitus  alone,  five  were 
cases  of  facial  neuralgia.  The  20  patients 
with  acute  tubotympanitis  were  given  1 c.  c. 
of  1-2000  solution  of  prostigmin  methyl- 
sulfate  every  48  hours,  along  with  the  usual 
accepted  treatment.  None  of  these  patients 
required  more  than  three  doses.  This  treat- 
ment was  used  in  several  patients  after  the 
usual  treatment  had  been  used  and  the 
hearing  had  not  improved.  Prostigmin  in 
these  cases  produced  almost  an  immediate 
improvement  in  hearing,  as  well  as  the 
tinnitus.  The  six  patients  who  presented 
the  end  stage  of  acute  suppurative  or  non- 
suppurative otitis  media,  were  given  pros- 
tigmin and  the  hearing  returned  to  normal 
after  three  doses,  which  were  given  at  48 
hour  intervals.  Gentle  politzerization  and 
massage  were  also  used  along  with  local 
treatment  of  the  nasal  pharynx. 

RESULTS  OF  TREATMENT 

My  results  with  the  44  cases  of  chronic 
catarrhal  otitis  media  with  or  without  tin- 
nitus may  be  summarized  as  follows : Six- 
teen patients  showed  good  recovery  in  hear- 
ing ; 13  patients  stated  that  their  acuity  of 
hearing  was  better,  but  audiograms  failed 


to  reveal  any  improvement;  five  persons 
with  tinnitus  were  relieved  with  no  im- 
provement in  hearing;  the  remaining  ten 
patients  showed  no  improvement.  It  was 
interesting  to  note  in  cases  of  bilateral 
chronic  catarrhal  otitis  media  where  the 
hearing  was  only  partly  lost  in  one  ear  and 
almost  completely  lost  in  the  other  ear,  that 
prostigmin  produced  an  improvement  in  the 
good  ear  only. 

These  patients  were  given  1 c.  c.  of  1-2000 
prostigmin  methylsulfate  twice  a week, 
along  with  catheterization  and  massage. 
Two  patients  had  a recurrence  of  tinnitus; 
one  patient  reported  after  a month  and  the 
other  after  two  months  with  a return  of 
the  tinnitus.  These  two  patients  are  still 
under  treatment  and  have  shown  a definite 
improvement. 

In  the  five  cases  of  tinnitus  with  no  loss 
of  hearing,  prostigmin  changed  the  charac- 
ter of  the  tinnitus  after  the  first  injection. 
Three  patients  were  completely  relieved, 
and  in  the  other  two  the  tinnitus  was  les- 
sened to  such  an  extent  that  it  was  hardly 
noticed.  These  patients  were  given  pros- 
tigmin twice  a week  and  no  other  treatment. 

Five  cases  of  facial  neuralgia  were  im- 
mediately relieved  with  prostigmin  alone. 
These  patients  are  now  under  observation 
and  so  far  only  one  has  had  a recurrence 
and  he  was  relieved  by  a single  dose  of 
prostigmin. 

CONCLUSIONS 

1.  Prostigmin  is  a stimulant  to  the  para- 
sympathetic nervous  system  which  supplies 
the  mucous  lining  of  the  tympanum  and 
auditory  tube.  It  is  of  value  in  the  follow- 
ing types  of  conductive  deafness : (1)  Acute 
tubotympanitis;  (2)  end  stage  of  acute 
suppurative  or  non-suppurative  otitis 
media,  (3)  chronic  catarrhal  otitis  media 
with  or  without  tinnitus. 

2.  .Prostigmin  should  be  used  as  an  ad- 
junct to  other  accepted  treatments.  Tablets 
of  prostigmin  bromide  may  be  given  three 
times  a day. 

3.  Patients  with  acute  pathology  in  the 
tympanum  or  eustachian  tube,  usually  do 
not  require  more  than  three  doses  of  pros- 
tigmin. 
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4.  Patients  with  chronic  catarrhal  otitis 
media  with  or  without  tinnitus  require 
several  months  of  treatment,  prostigmin 
being  given  twice  a week. 

5.  Prostigmin  has  a definite  value  in 
cases  of  facial  neuralgia. 

6.  No  contraindications  were  found  in 
any  of  my  cases;  two  patients  experienced 
slight  nausea,  which  was  relieved  by  eating. 

7.  The  scientific  rationale  of  this  treat- 
ment may  be  questioned.  Since  the  results 
have  been  better  than  treatments  previously 
employed  I recommend  them  for  your  con- 
sideration and  study. 
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DISCUSSION 

Dr.  Charles  L.  Cox  (New  Orleans)  : Otolaryn- 
gologists for  years  have  been  criticized  for  the  lack 
of  advancement  in  the  treatment  for  the  hard  of 
hearing.  A patient  beginning  to  get  deaf  had  lit- 


tle, if  any,  prospect  of  having  his  deafness  treated 
with  any  degree  of  success.  Since  the  advent  of 
sulfanilamide  there  has  been  a revival  of  interest 
and  hope  in  chemotherapy  for  many  conditions 
formerly  believed  incurable  and  beyond  help. 

Prostigmin  methylsulfate  has  shown  great  pos- 
sibilities in  relieving  deafness.  My  experience  with, 
the  drug  has  been  more  or  less  limited,  but  I have 
been  gratified  by  the  results  in  most  of  my 
patients  in  whom  it  was  used.  Audiometric  read- 
ings must  be  made  before  and  after  treatment 
so  as  to  record  the  amount  of  improvement.  Pros- 
tigmin alone  is  not  enough.  All  existing  sinusitis 
must  be  treated,  and  the  eustachian  tubes  must  be 
inflated  periodically. 

Dr.  J.  C.  Howard  (New  Orleans)  : In  the  last 
six  months,  I have  treated  about  forty  cases  of 
deafness  with  the  use  of  prostigmin  in  the  Hard 
of  Hearing  Clinic  at  the  Eye,  Ear,  Nose  and 
Throat  Hospital.  My  results  have  been  similar  to 
those  of  Dr.  Alexander. 

I found  in  five  cases  of  young  women,  with  ten- 
derness almost  unbearable,  immediate  relief  after 
a series  of  ten  shots.  However,  we  found  that  dur- 
ing the  menstrual  and  before  the  menstrual  period 
these  head  noises  came  back  and  we  combated  this 
with  an  increase  of  the  number  of  injections  the 
week  prior  to  menstruation  and  gave  another  in- 
jection on  the  day  of  onset  of  menstruation.  We 
have  had  very  gratifying  results  and  all  reported 
absolute  relief  or  a great  deal  of  relief  and  there 
was  no  effect  on  menstruation  in  any  way. 

Dr.  Alexander  (In  closing)  : We  have  a hard 
of  hearing  clinic  conducted  at  the  Eye,  Ear,  Nose 
and  Throat  Hospital,  where  we  are  comparing  re- 
sults with  prostigmin  methylsulfate  and  hope  to 
give  a final  report  later. 
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THE  PHYSICAL  DEFECTS  IN  THE 
DRAFTEES 

In  order  that  the  physicians  who  are 
making  examinations  of  the  men  who  are 
appearing  before  the  several  Selective  Serv- 
ice Boards  might  be  acquainted  with  the 
results  of  the  examinations  that  were  made 
prior  to  the  induction  into  service  of  men 
in  1917-18,  the  United  States  Public  Health 
Service  has  published  a summary  of  the 
defects  per  1,000  total  drafted  men  in  this 
period.  First  it  might  be  explained  that 


roughly  one-third  of  the  men  examined  had 
defects  which  would  be  sufficiently  serious 
to  prevent  their  induction  into  service. 
However,  minor  defects  were  found  in  52 
per  cent  of  these  examinees.  That  they 
were  only  minor  defects  is  shown  by  the 
fact  that  40  per  cent  of  them  were  called 
to  arms. 

Orthopedic  impairments  were  the  com- 
monest of  the  defects  that  were  discovered 
at  this  time.  Some  213  per  1,000  of  the 
men  who  were  examined  had  this  type  of 
disability  or  defect.  Eye  troubles  came  next 
in  frequency  with  6.1  per  cent,  followed  by 
hernia  and  cardiovascular  renal  disease  in 
slightly  over  5 per  cent  of  all  examined. 
Venereal  disease  claimed  a fairly  large 
number,  46  per  1,000,  but  other  conditions 
dropped  off  rather  abruptly,  for  example 
tuberculosis  in  all  forms  was  found  in  only 
a little  over  2.4  per  cent  of  the  men ; defec- 
tive teeth  in  approximately  the  same  num- 
ber, and  of  nervous  and  mental  diseases 
exactly  the  same  number.  Such  conditions 
as  goiter,  asthma,  arthritis,  varicose  veins 
and  the  like  were  under  1 per  cent. 

A great  deal  of  discussion  has  been  raised 
as  to  the  physical  rehabilitation  of  these 
registrants  who  were  disqualified  from 
military  service  on  the  basis  of  one  or 
another  abnormal  physical  finding.  It 
should  be  taken  into  account,  however,  that 
in  the  present  draft  undoubtedly  there  will 
be  fewer  men  discovered  who  have  heart 
disease,  fewer  men  found  who  have  tuber- 
culosis and  fewer  men  who  have,  for  exam- 
ple, goiter;  such  conditions  as  far  as  these 
particular  diseases  are  concerned  have 
vastly  improved  during  the  last  twenty-five 
years.  The  death  rate  from  tuberculosis, 
for  example,  has  dropped  from  509  per 
100,000  to  61  per  100,000  white  males.  Or- 
ganic heart  disease  has  diminished  in  fre- 
quency as  well.  It  should  also  be  pointed 
out  that  most  of  the  defects  are  due  to 
structural  abnormalities  which  are  classi- 
fied in  most  instances  as  orthopedic  im- 
pairments. There  is  not  much,  on  the  whole, 
that  needs  to  be  done  for  these  men,  nor  is 
it  necessary  to  do  much  about  flat  feet  or 
bowlegs.  In  civilian  life  these  men  can 
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function  as  well  and  as  satisfactorily  as 
men  who  do  not  have  these  abnormal  con- 
ditions. Therefore,  it  is  unlikely  that  many 
of  these  people  need  to  be  “rehabilitated” 
and  because  one-third  of  the  men  are  being 
rejected  is  no  reason  for  the  socialistic- 
minded  to  put  out  loud  calls  for  state  medi- 
cine. Causes  for  rejection  in  most  instances 
do  not  handicap  a man  in  civilian  life.  The 
causes  for  rejection  for  the  most  part  have 
no  relation  to  the  man’s  ability  to  make  a 
livelihood.  The  army  wants  the  best  and 
only  the  best,  and  borderline  instances  are 
rejected  although  in  all  probability  most 
of  the  rejected  men  could  function  equally 
as  efficiently  in  the  field  or  in  the  camp 
as  the  men  accepted. 

It  has  been  pointed  out  that  it  is  quite 
possible  that  rejections  will  be  fewer  than 
anticipated  and  the  causes  for  rejection  will 
be  extremely  minor  conditions.  It  should 
be  stressed  that  for  years  physicians  and 
educators  and  others  have  been  urging  pe- 
riodic health  examinations,  or  collaborating 
in  obtaining  them.  Certainly  many  minimal 
defects  would  have  been  picked  up  and 
would  have  been  remedied  had  such  ex- 
aminations been  as  extensively  employed  as 
they  should  have  been. 

o 

MILK 

Milk  is  one  of  the  most  valuable  foods 
which  is  available  to  man.  It  is  an  essential 
in  the  diet  of  children.  Unfortunately 
throughout  the  State  of  Louisiana  there  are 
certain  glaring  faults  with  our  milk  and 
with  the  milk  supply  that  should  be  cor- 
rected. Only  by  assuring  the  public  that  the 
quality  and  the  pureness  of  the  milk  can  be 
guaranteed  will  this  invaluable  food  be 
more  generally  used.  Milk  sanitation  is  one 
of  the  important  functions  of  the  state 
authorities. 

The  value  of  milk  products  is  greater 
than  any  other  farm  product  in  the  United 
States.  As  a matter  of  fact  cash  income 
from  the  sale  of  milk  is  more  than  twice 
that  of  cotton  and  cotton  seed,  and  almost 
three  times  that  of  corn.  Of  all  the  states 
in  the  south-central  region,  Louisiana  farm- 


ers obtain  less  income  from  the  sale  of  milk 
than  any  other  state.  Our  farmers  in  1939 
received  $6, 627, 000  for  the  sale  of  milk, 
whereas  in  Mississippi  the  income  was  over 
$10,000,000,  in  Tennessee  over  $15,000,000 
and  Oklahoma  over  $21,000,000.  The  chief 
explanation  for  this  is  the  fact  that  Louisi- 
ana has  the  smallest  number  of  cows  of  any 
of  these  states.  This  seems  to  be  a short- 
sighted policy  by  the  farmers.  The  value 
of  the  cows  themselves  is  very  much  less 
than  other  south-central  states. 

Louisiana  produced  292,000,000  quarts, 
whereas  Mississippi  produced  more  than 
twice  that  amount.  The  milk  production 
per  cow  averaged  slightly  over  1,000  quarts 
per  year  per  cow,  whereas  in  Oklahoma  fig- 
ures were  1,684  quarts  and  in  some  states, 
California  for  example,  the  figures  were 
over  3,000.  Evidently  farmers  not  only  are 
not  raising  enough  cows  but  they  are  not 
feeding  them  properly.  In  the  production 
of  butter,  Louisiana  is  so  low  that  it  cannot 
be  compared  to  most  of  the  states  in  the 
Union.  The  same  thing  applies  to  cheese, 
334,000  pounds  produced  in  Louisiana  as 
contrasted  with  2,000,000  pounds  in  Oregon 
and  284,000,000  in  Wisconsin. 

As  it  is  true  that  milk  is  a farm  product 
for  which  the  farmer  receives  a greater 
share  of  the  consumer’s  dollar  than  prac- 
tically any  other  farm  product,  the  farmer 
should  be  encouraged  by  the  physician  to 
produce  more  milk  from  better  cows.  The 
reasons  for  this  procedure  are  obvious: 
First,  in  order  to  increase  the  farmer’s  in- 
come so  that  he  might  have  more  to  spend, 
and  secondly  in  order  that  this  most  valua- 
ble of  foods  should  be  produced  locally 
where  its  quality  can  have  proper  sanitary 
supervision  and  where  the  physician  is  as- 
sured of  its  safety  so  that  he  can  be  more 
insistent  than  ever  on  his  child  clientele  im- 
bibing large  quantities  of  the  lacteal  fluid. 

o 

SULFONAMIDE  DRUGS 

The  last  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association  which  appeared 
in  the  month  of  January  (Vol.  116,  Janu- 
ary 25,  1941)  had  a series  of  articles  on 
the  sulfonamide  compounds.  As  a matter  of 
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fact,  practically  the  entire  issue  was  de- 
voted to  this  subject.  As  some  of  the  arti- 
cles had  to  do  with  rather  unusual  types  of 
cases,  and  some  rather  rare  complications, 
it  might  be  well  to  point  out  the  salient  fea- 
tures of  these  presentations. 

The  first  paper  had  to  do  with  the  treat- 
ment of  pneumonia  in  infancy  and  child- 
hood, using  in  one  group  of  children  sul- 
fathiazole  and  in  the  other  sulfapyridine. 
The  study  showed  that  sulfathiazole  is  just 
as  effective  as  sulfapyridine.  It  might  be 
mentioned  that  sulfathiazole  has  certain 
advantages  over  sulfapyridine  which,  if  the 
two  drugs  are  equally  effective,  would  make 
it  the  drug  of  choice.  Friedberg,  in  the 
next  paper,  gives  an  account  of  two  patients 
with  lobar  pneumonia  who  had  leukopenia ; 
he  mentions  that  leukopenia  does  not  con- 
traindicate the  use  of  sulfapyridine,  on  the 
contrary  it  definitely  indicates  it  as  such 
cases  are  severe  with  a high  mortality.  In 
these  instances  the  improvement  was 
prompt  and  the  leukocyte  count  rapidly  be- 
came elevated.  A San  Francisco  group 
called  attention  to  the  value  of  sulfanila- 
mide in  the  treatment  of  actinomycosis. 
They  cured  three  patients  with  this  drug 
plus  iodide  and  x-ray  therapy. 

The  treatment  of  gonococcic  infection 
with  sulfanilamide  has  been  equivocal  in 
the  various  reports  that  have  been  pub- 
lished. Van  Slyke,  Wolcott  and  Mahoney 
deal  with  300  cases  of  gonococcic  infection 
treated  with  sulfapyridine,  curing  85  per 
cent  of  the  patients  who  had  not  previously 
had  the  drug  and  70  per  cent  of  those  who 
had  not  been  benefited  by  sulfanilamide. 
They  say  that  sulfapyridine  therapy  should 
not  be  continued  for  longer  than  ten  days 
and  it  “appears  applicable  to  the  compre- 
hensive treatment  needs  of  the  disease.” 
The  treatment  of  pericarditis  is  usually  un- 
successful. Nathanson  finds  that  sulfanila- 
mide and  sulfathiazole  diffuse  freely  in  the 
pericardium  and  that  these  drugs  are  in- 
dicated when  there  is  a pericarditis  due  to 
any  one  of  the  coccal  organisms.  The  next 
paper  is  likewise  an  experimental  study 


having  to  do  with  the  pharmacology  of  sul- 
fapyridine and  sulfathiazole.  This  is  of 
practical  value  because  the  authors  point 
out  that  the  sodium  salts  of  these  two  drugs 
are  absorbed  more  readily  than  the  free 
acids  and  that  if  alkali  in  the  form  of  bi- 
carbonate of  soda,  or  heavy  magnesium,  is 
given  at  the  same  time,  the  drugs  are  ab- 
sorbed more  rapidly  from  the  gastroin- 
testinal tract. 

The  succeeding  paper  has  to  do  with  the 
present  status  of  the  treatment  of  subacute 
bacterial  endocarditis.  The  two  New  York 
contributors  recount  that  in  200  cases  of 
this  condition  due  to  the  Streptococcus  viri- 
dans,  recovery  occurred  in  6.0  per  cent  in 
the  patients  to  whom  sulfonamide  drugs 
were  given;  in  43  patients  treated  with 
these  drugs  and  heparin  the  recovery  was 
11.5  per  cent,  in  24  patients  treated  by 
chemotherapy  and  hyperthermia  recovery 
was  16.0  per  cent,  while  in  21  patients 
treated  by  chemotherapy  and  hyperthermia 
induced  by  typhoid  vaccine  five  recovered, 
or  25  per  cent.  Heparin  therapy  has  been 
proved  to  be  of  value  by  others  in  the  treat- 
ment of  this  disease.  The  blood  stream 
should  be  sterilized  with  the  chemicals  and 
then  the  heparin  should  be  started.  An- 
other paper  on  the  same  subject  deals  more 
fully  with  artificial  hyperpyrexia  plus 
chemotherapy.  These  authors  point  out 
that  the  effectiveness  of  the  sulfonamide 
drugs  is  enhanced  when  there  are  high 
elevations  of  temperature. 

A clinical  report,  having  to  do  with  re- 
current pneumococcic  meningitis  treated 
with  sulfapyridine,  is  presented  by  Crad- 
dock and  Bowers.  Their  results  were  a 
cure.  Sadusk  and  Nielson  likewise  effected 
a cure  in  a patient  who  had  meningitis, 
staphylococcic  in  type,  to  whom  sulfathia- 
zole was  given.  The  last  paper  in  the  scien- 
tific section  has  to  do  with  the  incidence 
of  hematuria  in  patients  treated  with 
sulfonamide  preparations.  This  complica- 
tion occurred  in  14.8  per  cent  of  those 
treated  with  sulfathiazole  and  10.7  per  cent 
in  those  taking  sulfapyridine. 


480 


Hospital  Staff  Transactions 


Lastly,  there  is  a report  from  the  Coun- 
cil on  Pharmacy  and  Chemistry  on  sul- 
fathiazole  which  should  be  read  by  every 
one  who  administers  this  drug.  This  ac- 


count has  to  do  with  the  pharmacologj^  of 
sulfathiazole,  with  the  toxicity  and  lastly 
with  the  dosage.  It  is  a splendid  summary 
in  every  respect. 


o 

HOSPITAL  STAFF  TRANSACTIONS  AND  CLINICAL  MEETINGS 


J.  T.  NIX  CLINIC 
New  Orleans 

At  the  meeting  held  in  February,  Dr.  James  T. 
Nix,  Jr.,  presented  the  following  paper: 

THE  COLLODION  SPRAY  IN  THE 
PREPARATION  OP  THE  OPERATIVE  FIELD 

In  the  surgical  scene,  the  skin  alone  defies 
sterilization.  Micro-organisms  float  forth  from  its 
pores  in  a continual  stream  of  sudoriferous  and 
sebaceous  fluid.  The  hands  of  the  operating  team 
are  sheathed  in  rubber;  the  operative  site  receives 
no  such  mechanical  protection.  Ordinary  preopera- 
tive preparation  offers,  at  best,  a relative  sterility. 

To  circumvent  the  possibility  of  contamination, 
many  forms  of  mechanical  protection  of  the  skin 
have  been  advocated:  (1)  Murphy’s  rubber  dam; 
(2)  liquid  rubber;  and  (3)  skin  varnish. 

The  above  preparations  are  opaque,  obscure  the 
operative  site,  and  require  elaborate,  expensive  and 
unwieldy  equipment.  They  have  never  come  into 
general  use. 

The  sterile  collodion  spray  or  sheet  of  sterile 
cellophane,  obviates  the  above  difficulties  and,  in 
addition,  presents  the  following  advantages:  (1) 
transparency;  (2)  ease  of  application;  and  (3) 
ease  of  removal. 

An  ordinary  atomizer  sprays  the  collodion,  and 
thus  furnishes  a smooth  sterile  protective  coating 
at  the  operative  site.  The  rapid  preparation  of 
emergency  surgery  would  emphasize  its  advan- 
tages. 

This  article  is  preliminary;  a more  complete 
study  will  follow  further  investigation. 


TOURO  INFIRMARY 
New  Orleans 

A meeting  of  the  Medical  Staff  was  held  on 
January  14,  1941. 

The  Clinico-pathologic  Conference  consisted  of 
case  reports.  Six  cases  which  represented  various 
forms  of  heart  disease  were  presented  by  Dr.  Col- 
vin and  discussed  by  Drs.  Wirth  and  Eshleman. 

Following  the  Clinico-pathologic  Conference,  a 
presentation  on  rat  bite  fever  was  made  by  Dr. 
Charles  Eshleman  as  follows:  Rat  bite  fever  is 
widespread,  but  exists  chiefly  in  Japan,  where  it  is 
said  that  about  3 per  cent  of  the  rats  are  infected. 
The  organism  is  Spirillum  minus  described  by  H. 
V.  Carter  in  1887.  Futaki  and  his  co-workers  in 
Japan  in  1915  described  the  same  organism  and 
called  it  Spirocheta  morsus  muris.  The  former  is 
the  accepted  name.  Schottmueller,  Blake  and  Tu- 


minello,  between  1914  and  1917,  isolated  a strepto- 
thrix  from  the  lesion  in  cases  of  infection  follow- 
ing a rat  bite,  but  Col.  Charles  F.  Craig  warns 
against  the  possible  error  of  confusing  this  condi- 
tion and  the  organism  with  true  rat  bite  fever. 

The  incubation  period  is  one  to  six  weeks.  Usual- 
ly the  person  is  bitten  by  a rat  at  night  during 
sleep.  The  wound  heals;  several  weeks  later  the 
site  of  the  bite  becomes  swollen,  red  and  painful 
and  a lesion  develops  very  much  like  that  seen 
following  smallpox  vaccination.  Headache,  severe 
chills,  high  fever  and  prostration  occur,  and  lymph- 
angitis and  lymphadenitis  in  the  region  of  the  bite. 
Often  an  entire  extremity  becomes  swollen,  in- 
durated and  edematous.  In  a few  days  to  one  week, 
the  high  fever  drops  to  noi'mal  and  a period  of 
remission  occurs  during  which  the  patient  feels 
quite  well.  After  an  interval  of  usually  three  to 
seven  days,  a sudden  recurrence  of  chills  and  fever 
takes  place.  The  patient  may  have  six  to  12  such 
paroxysms;  the  disease  lasts  several  months  if 
untreated.  A maculo-papular  eruption  of  the  mea- 
sles type  often  occurs  during  the  first  or  second 
paroxysm.  There  is  usually  a leukocytosis  of  10,- 
000  to  20,000.  The  organism  is  rarely  found  in  the 
blood  stream,  but  can  be  demonstrated  in  scrapings 
from  the  initial  lesion  and  in  the  material  aspi- 
rated from  inflamed  lymph  glands.  The  Wasser- 
mann  is  said  to  be  positive  in  about  50  per  cent 
of  the  cases.  Rat  bite  fever  was  formerly  rare  in 
this  country,  but  is  becoming  increasingly  common. 

We  are  greatly  indebted  to  Dr.  Rudolph  Matas 
of  this  hospital  who  showed  to  this  Staff  about 
1924,  what  was  I think  the  first  recognized  case 
in  this  community.  A most  thorough  and  detailed 
description  of  the  case  and  the  disease  was  demon- 
strated. The  case  was  later  reported  in  the  litera- 
ture by  Drs.  Lanford  and  Lawson.  Our  hospital 
records  show  six  cases  have  been  admitted  to 
Touro  from  1924  to  1941  including  Dr.  Matas’ 
original  case  and  the  one  I am  reporting  tonight. 

My  patient  was  admitted  recently,  several  weeks 
after  having  been  bitten  by  a rat.  She  was  par- 
tially asleep,  but  heard  the  rat  scamper  away.  The 
lesion  was  red  and  swollen  and  tender  on  the  outer, 
anterior  surface  of  the  left  arm,  near  the  bend 
of  the  elbow.  The  arm  above  this  point  was  greatly 
swollen  as  far  as  the  shoulder  and  there  was 
marked  tenderness  and  swelling  of  the  glands  in 
the  axilla.  Her  chills  and  high  spikes  of  tempera- 
ture had  developed  about  four  weeks  after  being 
bitten  and  the  lesion  on  the  arm  had  developed 
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with  the  fever.  Scrapings  from  the  lesion  showing 
the  organism  will  be  shown  you  by  Dr.  Colvin.  The 
blood  culture  was  negative.  No  very  definite  skin 
eruption  was  present.  She  remained  in  the  hospital 
about  a week  and  became  free  of  fever  without  in- 
ternal treatment,  and  it  being  during  Christmas 
week,  she  was  allowed  to  go  home,  but  about  10 
days  later  returned  with  her  second  bout  of  high 
fever  and  chills.  She  has  had  two  doses  of  neoars- 
phenamine  recently  and  you  see  by  the  chart  that 
her  fever  has  been  promptly  controlled  and  re- 
mained normal  for  the  past  several  weeks.  She 
should  remain  well  under  this  treatment. 

Dr.  Howies  stated  that  rat  bite  fever  was  used 
instead  of  malarial  infections,  in  treating  syphilitic 
conditions,  but  that  the  organism  was  hard  to 
grow.  It  was  more  easily  controlled  in  the  human 
body  than  malarial  infection,  which  was  an  ad- 
vantage. The  rash  is  atypical  and  may  resemble 
any  number  of  other  rashes,  drug  rash,  toxic  rash 
and  secondary  syphilitic  rash. 

Dr.  Holbrook  had  treated  one  case  of  syphilis 
with  sodoku.  However,  with  the  intervention  of 
fever  cabinets,  it  is  useless  to  use  these  infections 
for  hyperpyrexia. 

Dr.  Charles  J.  Bloom  stated  he  had  two  cases 
in  1930.  He  reported  that  in  1933,  seventy  cases 
had  been  reported  in  the  United  States,  which  rep- 


resented 23  states  and  Canada.  The  mortality  was 
11.1  per  cent. 

Dr.  W.  Rogers  Brewster  stated  he  had  seen 
three  cases  of  rat  bite  fever;  one  case  was  treated 
as  an  acute  abscess,  and  the  swollen  lesion  was 
incised,  which  of  course,  did  not  lead  to  a speedy 
recovery.  He  stated  salvarsan  readily  controlled 
the  cases. 

This  concluded  the  scientific  part  of  the  meet- 
ing. 

Drs.  Collins  and  Wirth  were  elected  to  the  Ex- 
ecutive Committee  from  the  Staff  at  large. 

It  was  moved  and  passed  by  the  Staff  that  a 
committee  be  appointed  to  erect  a tablet  in  mem- 
ory of  Dr.  J.  A.  Lanford. 


The  regular  monthly  meeting  of  the  Medical 
Staff  of  Touro  Infirmary  was  held  Wednesday, 
February  12.  The  program  consisted  of  a clinico- 
pathologic  conference  conducted  by  Dr.  Harvey 
Colvin;  three  papers  were  presented,  the  first  by 
Dr.  Sidney  Copland  on  bilateral  double  inguinal 
hernia,  the  second  was  some  case  reports  on  beri- 
beri heart  by  Dr.  Allan  Eustis,  and  the  third  por- 
tion of  the  scientific  program  was  a paper  by 
Dr.  John  C.  Weed  on  double  ovarian  malignancy 
following  irradiation  for  carcinoma  of  the  cervix. 

David  R.  Womack,  M.  D.,  Sec. 


0 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


CALENDAR 

March  -3.  Orleans  Parish  Medical  Society  Board 
of  Directors,  8 p.  m. 

Clinico-pathologic  Conference,  Hotel 
Dieu,  8:15  p.  m. 

New  Orleans  Graduate  Medical  As- 
sembly. 

March  4.  Eye,  Ear,  Nose  and  Throat  Staff, 
8 p.  m. 

New  Orleans  Graduate  Medical  As- 
sembly. 

March  5.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Hutchinson  Memorial  Clinic  Staff,  8 
p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

New  Orleans  Graduate  Medical  As- 
sembly. 

March  6.  Joint  meeting  Orleans  Parish  Medical 
Society  with  the  New  Orleans  Gradu- 
ate Medical  Assembly,  8 p.  m. 

Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

March  11.  Eye,  Ear,  Nose  and  Throat  Society,  8 

p.  m. 


March  12.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 

Woman’s  Auxiliary  to  the  Orleans  Par- 
ish Medical  Society,  Orleans  Club, 
3 p.  m. 


March  17.  Hotel  Dieu  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Baptist 
Hospital,  8 p.  m. 

March  18.  Charity  Hospital  Medical  Staff,  8 p.  m. 

March  19.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Charity  Hospital  Surgical  Staff,  8 p.  m. 

The  Orleans  Tuberculosis  Hospital 
Staff,  8 p.  m. 

March  20.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 


March  21.  I.  C.  R.  R.  Hospital  Staff,  12  noon. 

New  Orleans  Dispensary  for  Women 
and  Children  Staff,  8 p.  m. 


March  24.  Scientific  Meeting  Orleans  Parish  Med- 
ical Society,  8 p.  m. 


March  25.  Baptist  Hospital  Staff,  8 p.  m. 
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March  26.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

French  Hospital  Staff,  8 p.  m. 

March  27.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

March  28.  L.  S.  U.  Faculty  Club,  8 p.  m. 

During  the  month  of  February  the  Society  held 
one  regular  scientific  meeting,  at  which  the  follow- 
ing program  was  presented: 

1.  Case  Report:  Primary  Carcinoma  of  the  Liver 

By  Dr.  Samuel  H.  Colvin,  Jr. 

2.  Symposium  on  Water  Balance: 

a.  Parenteral  Fluid  Therapy 

By  Dr.  Samuel  B.  Nadler 

b.  Blood  Volume  as  Modified  by  Disease 

By  Dr.  Roy  H.  Turner 

c.  Therapeutic  Problems  in  Water  Balance 
from  the  Viewpoint  of  the  Surgeon 

By  Dr.  Urban  Maes  and 

(by  invitation)  Dr.  Harry  A.  Davis 

TREASURER’S  REPORT 


Bank  Balance,  December  31,  1940 $3,701.23 

January  Credits  3,785.87 


Total  Credits  $7,487.10 

January  Expenditures  1,976.44 


Actual  Book  Balance,  January  31,  1941-.. $5, 510. 66 


NEWS  ITEMS 

Drs.  C.  Grenes  Cole,  Daniel  N.  Silverman,  P.  T. 
Talbot,  and  Edwin  L.  Zander  attended  the  reor- 
ganization meeting  of  the  Bienville  Parish  Medical 
Society  at  Ringgold,  December  17.  Dr.  Silverman 
presented  a paper  on  “Common  Errors  in  Gastric 
Diagnosis”;  Dr.  Zander  spoke  on  “Uterine  Cervix 
- — Its  Diseases  and  Their  Treatment.” 


Dr.  Charles  C.  Bass  presented  a paper  entitled 
“Further  Observations  on  the  Specific  Cause  and 
the  Nature  of  Quail  Disease  or  Ulcerative  Enteritis 
of  Quail”  at  a meeting  of  the  Southern  Section 
of  the  Society  for  Experimental  Biology  and  Medi- 
cine, December  20.  Dr.  Albert  E.  Casey  spoke  at 
the  same  meeting  on  “Diurnal  Variation  of  the 
Blood  Leukocytes  in  Normal  Rabbits.” 


Dr.  Donovan  C.  Browne  was  recently  elected 
vice-chairman  of  the  Gastro-enterologic  Section  of 
the  Southern  Medical  Association. 


Drs.  W.  C.  Rivenbark  and  M.  Lyon  Stadiem  at- 
tended the  meeting  of  the  St.  Mary  Parish  Medical 


Society  at  Franklin,  December  17.  Dr.  Rivenbark 
presented  a paper  on  “Diarrhea  in  Infancy  and 
Childhood”;  Dr.  Stadiem  spoke  on  “Office  Endoc- 
rinology.” 


Dr.  Alton  Ochsner  read  a paper  on  “Thrombo- 
phlebitis and  Phlebothrombosis”  before  the  West 
Texas  Post-Graduate  Medical  Assembly  in  Abilene, 
December  20. 


Dr.  Edwin  L.  Zander  presented  a paper  on  “Of- 
fice Gynecology”  at  the  Fifth  District  Medical  So- 
ciety Meeting  at  Monroe,  December  18.  At  the  same 
meeting  Dr.  Daniel  N.  Silverman  spoke  on  “Plasma 
Treatment  in  Gastrointestinal  Diseases.” 


Dr.  E.  Z.  Browne  was  elected  president  of  the 
Stars  and  Bars  Chapter  of  Alpha  Omega  Alpha, 
national  honorary  medical  fraternity,  at  a meeting 
of  this  organization  on  January  10.  Other  officers 
elected  were:  Dr.  W.  P.  Gardiner,  president-elect; 
Dr.  Joseph  N.  Ane,  councilor;  and  Dr.  Michael 
DeBakey,  secretary-treasurer. 


Dr.  Theodore  F.  Kirn  was  installed  as  president 
of  the  staff  of  Mercy  Hospital  to  succeed  Dr.  R. 
A.  Oriol  at  a meeting  of  this  group  on  January  9. 
Other  officers  inducted  were:  Dr.  E.  J.  Richard, 
vice-president;  Dr.  N.  J.  Tessitore,  secretary;  and 
Dr.  Clifford  J.  Vedrenne,  treasurer.  Drs.  Charles 
Gelbke  and  R.  A.  Oriol  were  elected  additional 
members  of  the  board  of  directors. 


Dr.  Clarence  P.  May  was  recently  appointed  sen- 
ior associate  in  the  Department  of  Neurology  at 
Touro  Infirmary. 


Dr.  Walter  J.  Otis  attended  a meeting  of  the 
Military  Mobilization  Committee  of  the  American 
Psychiatric  Association  in  New  York  City,  Decem- 
ber 20-21.  Dr.  Otis  also  read  a paper  on  “Diseases 
of  the  Basal  Ganglia”  before  the  twenty-first  an- 
nual meeting  of  the  Association  for  Research  in 
Nervous  and  Mental  Diseases  in  New  York,  De- 
cember 20-21. 


Dr.  Henry  W.  E.  Walther  was  elected  president 
of  the  Friends  of  the  Howard-Tilton  Memorial  Li- 
brary of  Tulane  University  of  Louisiana  at  their 
organization  meeting  held  January  10. 


Dr.  Julian  Graubrath  has  been  appointed  pedi- 
atrician of  the  City  Board  of  Health  to  succeed 
the  late  Dr.  Frank  Kinberger. 


Edwin  L.  Zander,  M.  D.s  Sec. 
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LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

CALENDAR 


PARISH 

Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 
Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


COMPONENT  SOCIETY 
OFFICERS  1941 

BO'SSIER  PARISH 

President:  Dr.  D.  C.  McCuller,  Bossier 
Vice-President:  Dr.  W.  F.  Bell,  Plain  Dealing 
Secretary-Treasurer:  Dr.  J.  B.  Hall,  Benton 


ST.  TAMMANY  PARISH 
President:  Dr.  J.  K.  Griffith,  Slidell 
Vice-President:  Dr.  W.  L.  Stevenson,  Covington 
Secretary-Treasurer:  Dr.  H.  E.  Gautreaux,  Cov- 
ington 


THIRD  DISTRICT 

President:  Dr.  J.  J.  Burdin,  Lafayette 
Vice-President:  Dr.  Henry  Voorhies,  Lafayette 
Secretary-Treasurer:  Dr.  E.  E.  Guilbeau,  Jr., 

Lafayette 


ST.  TAMMANY  PARISH  MEDICAL  SOCIETY 

A meeting  of  the  St.  Tammany  Parish  Medical 
Society  was  held  at  the  Southern  Hotel  in  Coving- 
ton on  Friday,  January  31,  at  8 p.  m. 

In  the  absence  of  the  outgoing  president  and 
outgoing  secretary,  upon  motion  unanimously 
passed,  Dr.  F.  F.  Young  was  named  acting  presi- 
dent and  Dr.  H.  E.  Gautreaux,  acting  secretary. 
The  minutes  of  the  previous  meeting  were  read 
and  unanimously  adopted.  The  scientific  pro- 
gram was  dispensed  with  due  to  the  absence  of 
the  two  essayists,  and  the  election  of  officers  for 
1941  followed. 

Our  ex-Congressman,  Dr.  J.  K.  Griffith,  of  Sli- 
dell, who  has  been  a charter  member  of  the  So- 
ciety for  twenty-eight  years  and  who  had  been 
president  several  times  previously,  was  unani- 
mously elected  president;  Dr.  Wm.  L.  Stevenson, 
vice-president;  Dr.  H.  E.  Gautreaux,  secretary, 
and  Dr.  Roy  Carl  Young  was  named  delegate  to 
the  State  Medical  Society  with  Dr.  F.  R.  Single- 
ton,  of  Slidell,  alternate. 

The  next  meeting  will  be  held  the  second  Wed- 
nesday in  March  for  installation  of  the  new  of- 
ficers. 

NEW  APPOINTMENTS  AT  L.  S.  U. 

Dr.  Chester  Arthur  Stewart,  pediatrician  and 
authority  on  childhood  tuberculosis,  has  been  ap- 


pointed Professor  and  Head  of  the  Department  of 
Pediatrics  in  the  Louisiana  State  University 
School  of  Medicine,  effective  July  1,  1941. 

Dr.  Stewart  is  a native  of  Missouri  and  re- 
ceived his  A.  B.  degree  from  the  University  of 
Missouri  in  1914,  where  he  completed  the  first 
two  years  of  the  medical  course.  He  transferred 
to  the  University  of  Minnesota  where  he  received 
a Master’s  degree  in  Anatomy  in  1915,  a Ph.D, 
degree  in  Anatomy  in  1917,  and  an  M.D.  in  1919. 
In  1921,  he  received  a Ph.D.  in  Pediatrics.  From 
1914  to  1917,  he  served  as  Instructor  in  the  De- 
partment of  Anatomy  at  the  University  of  Minne- 
sota School  of  Medicine  and,  from  1917  to  1919, 
as  Instructor  in  Pathology  in  the  same  institution. 
In  1920-21,  he  was  a fellow  in  Pediatrics  at  the 
University  of  Minnesota.  He  was  promoted  to  the 
position  of  Assistant  Professor  of  Pediatrics  in 
1922  and  is  at  present  Clinical  Professor  of  Pe- 
diatrics and  Director  of  the  Out-patient  Depart- 
ment at  the  University  of  Minnesota.  This  is  a 
part-time  position  and  he  takes  care  of  a large 
pediatric  practice  as  well. 

Dr.  Stewart  is  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Medical  As- 
sociation, the  National  Tuberculosis  Association, 
and  the  Northwestern  Pediatric  Society.  In  1937, 
he  represented  the  National  Tuberculosis  Associa- 
tion and  the  American  Academy  of  Pediatrics  at 
the  Fourth  International  Congress  of  Pediatricians 
in  Rome. 

Several  other  appointments  in  the  School  of 
Medicine  have  been  announced.  They  are  Dr. 
Charles  A.  Bahn,  named  part-time  Professor  of 
Ophthalmology;  Dr.  Isidore  Cohn,  Professor  of 
Surgery,  part-time;  Dr.  Samuel  Karlin,  part-time 
Clinical  Assistant  in  Surgery;  Dr.  E.  R.  Bowie, 
part-time  Clinical  Professor  of  Radiology  and  Di- 
rector of  the  Department  of  Radiology;  and  Dr. 
Sam  Levi,  Lecturer  in  Radiology,  also  on  a part- 
time  basis.  Dr.  Fred  King  Vaughan  was  promoted 
to  the  position  of  part-time  Assistant  Professor  of 
Obstetrics  and  Gynecology. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  has  ar- 
ranged a series  of  postgraduate  lectures,  demon- 
strations and  clinics  at  various  centers  through- 
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out  the  United  States.  Ten  of  these  courses  will 
be  given  in  all.  Three  will  take  place  during  Feb- 
ruary and  will  be  for  a duration  of  two  weeks. 
These  will  be  held  respectively  in  St.  Louis,  New 
York  City,  and  Rochester,  Minnesota.  Pre-meet- 
ing courses,  coming  just  before  the  annual  meet- 
ing, will  be  held  April  21-25,  and  will  be  of  varying 
duration  from  three  weeks  to  one  week.  The 
centers  for  these  courses  will  be  Boston,  Ann 
Arbor,  Columbus,  Ohio,  Philadelphia  and  Wash- 
ington. Courses  are  arranged  primarily  for  Fel- 
lows and  Associates  of  the  College  but  will  be 
open  to  others  who  are  interested  in  internal 
medicine.  The  fee  for  the  course  is  $20  for  each 
week.  Further  information  may  be  obtained  from 
E.  R.  Loveland,  executive-secretary,  4200  Pine 
Street,  Philadelphia,  Pennsylvania. 


Applications  for  examinations  for  the  position 
of  Senior  Medical  Officer,  $4,600  a year,  Medical 
Officer,  $3,800  a year,  and  Associate  Medical  Of- 
ficer, $3,200  a year,  in  the  Public  Health  Service, 
Federal  Security  Agency;  Food  and  Drug  Admin- 
istration, Federal  Security  Agency;  Veterans’  Ad- 
ministration, Civil  Aeronautics  Administration, 
Department  of  Commerce;  and  Indian  Service, 
Department  of  the  Interior,  must  be  filed  with  the 
United  States  Civil  Service  Commission,  Wash- 
ington, D.  C. 


NEW  BOARD  OF  HEALTH 

The  new  Board  of  Health  met  in  the  office  of 
the  State  Health  Department  on  Friday,  February 
7,  with  the  following  members  present:  Dr.  J.  E. 
Knighton,  of  Shreveport;  Mrs.  C.  R.  Cline,  of  Lake 
Charles;  Mr.  V.  C.  Cupp,  of  Ruston;  Dr.  E.  B. 
Vickery,  of  New  Orleans;  Mr.  A.  Bruce  Mouton, 
of  Maurice;  Dr.  L.  J.  Schoeny,  of  New  Orleans; 
Mr.  Monte  M.  Lemann,  of  New  Orleans.  The 
other  member  of  the  Board,  Dr.  King  Rand  of 
Alexandria,  was  unable  to  be  present.  The  new 
members  elected  Dr.  Vickery  chairman,  Dr. 
Knighton  vice-chairman,  and  Dr.  Schoeny  secre- 
tary. The  Board  was  given  a complete  and  de- 
tailed picture  of  the  workings  of  the  State  Board 
of  Health  and  then  passed  on  certain  matters  of 
administrative  importance.  The  Board  plans  to 
meet  four  times  a year,  on  the  second  Friday  in 
January,  April,  July,  and  October. 


A.  M.  A.  LOAN  COLLECTION 

The  American  Medical  Association  has  a large 
collection  of  hygiene  material.  There  are  collec- 
tions available  on  82  topics  and  with  these  go  a 
speaker’s  outline.  A collection  may  be  borrowed 
for  a ten  day  period  without  cost.  Any  physician 
having  to  talk  before  a group  of  lay  individuals 
on  such  subjects  as  the  family  medicine  chest, 
first-aid,  growing  old  gracefully,  infantile  paraly- 
sis, menstruation  and  the  menopause,  narcotics,  to 


select  a few  of  the  subjects  in  the  collection,  could 
make  use  of  this  material. 

The  complete  list  of  the  subjects  is  on  file  in 
the  Journal  office. 


THE  SOUTHEASTERN  SURGICAL  CONGRESS 
This  Congress  will  be  held  in  Richmond,  Vir- 
ginia, March  10-12,  with  headquarters  at  the  Hotel 
John  Marshall.  A most  interesting  program  has 
been  arranged  for  this  meeting  which  will  be  pre- 
isded  over  by  Dr.  Irvin  Abell.  The  speakers  come 
not  only  from  the  South  but  also  from  the  North 
and  West.  The  C.  Jeff  Miller  Lecture  will  be 
delivered  by  Dr.  F.  H.  Lahey,  president  of  the 
American  Medical  Association.  The  title  of  his 
address  will  be  “The  Surgical  Treatment  of  Gas- 
tric, Duodenal  and  Jejunal  Lesions.” 


1941  JOHN  PHILLIPS  MEMORIAL  AWARD 

On  the  recommendation  of  the  Committee  on 
Fellowships  and  Awards,  the  Board  of  Regents  of 
the  American  College  of  Physicians,  by  unanimous 
resolution,  has  voted  that  the  John  Phillips  Me- 
morial Medal  for  1941  be  awarded  to  Dr.  William 
Christopher  Stadie,  Associate  Professor  of  Re- 
search Medicine  at  the  University  of  Pennsylvania, 
Philadelphia,  for  his  significant  chemistry  of 
hemoglobin,  and  more  especially  for  his  recent 
studies  on  the  subject  of  fat  metabolism  in  dia- 
betes mellitus. 

This  award  was  established  by  the  College, 
October  27,  1929,  to  be  given  periodically  for 
some  outstanding  piece  of  work  in  internal  medi- 
cine. Internal  medicine  in  this  instance  is  in- 
terpreted to  include  not  only  clinical  science,  but 
all  of  those  subjects  which  have  a direct  bearing 
upon  the  advancement  of  clinical  science.  The 
work  must  have  been  done  in  whole  or  in  part 
in  the  United  States  or  in  Canada. 

Nominations  for  the  award  are  made  to  the 
Committee  on  Fellowships  and  Awards  of  the 
American  College  of  Physicians.  The  recipient 
must  file  with  the  College  a written  account  of 
his  work,  and  present  his  results  as  a paper 
before  the  next  annual  session,  at  which  time  the 
award  of  a bronze  medal  is  made  by  the  president 
of  the  College. 


NEWS  ITEMS 

Acting  Governor  Dr.  Marc  M.  Mouton  has  an- 
nounced the  appointment  of  Dr.  Leon  J.  Menville 
as  a member  of  the  State  Board  of  Medical  Ex- 
aminers. Dr.  Menville  did  sei’ve  for  many  years 
on  this  Board  and  is  a well  qualified  man  to  suc- 
ceed Dr.  C.  Grenes  Cole  who  is  retiring  from  the 
Board. 


Dr.  Mouton  announced  also  the  appointment  of 
Dr.  C.  Walter  Mattingly  as  a member  of  the  State 
Nurses  Board  of  Examiners  to  succeed  Dr.  M.  H. 
Foster,  of  Alexandria,  who  is  now  the  director  of 
the  hospital  at  Pineville. 
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At  a meeting  of  the  Rapides  Medical  Society 
held  February  3,  the  organization  practically 
unanimously  endorsed  the  resolution  presented  by 
Dr.  Barber  urging  the  Mayor  and  the  City  Coun- 
cil to  assist  in  establishing  an  Alexandria-Rapides 
Parish  Health  Unit. 


DR.  S.  F.  MIOTON 

Dr.  S.  F.  Mioton  was  killed  accidentally  by  being 
hit  by  an  automobile  Sunday,  February  9,  Dr. 
Mioton,  a graduate  of  Tulane  University,  at  one 
time  was  assistant  coroner  of  Orleans  Parish. 


MEDICAL  CARE 

A new  journal,  published  under  the  auspices  of 
the  Bureau  of  Research  in  Medical  Economics  and 
called  Medical  Care,  will  shortly  make  its  appear- 
ance. The  advance  notice  of  its  publication  calls 
attention  to  several  articles:  One  concerns  the  care 
of  air  raid  victims;  another  by  Dr.  Nathan  Van 
Etten  is  entitled  “Preparedness  through  Fitness.” 
Still  another  is  on  the  cost  of  physicians’  services 
under  a voluntary  health  insurance  plan,  by  Helen 
Hershfield  Avnet  of  the  Group  Health  Coopera- 
tive, New  York. 

There  is  a group  of  forty-five  editorial  advisors 
for  this  new  journal. 


The  U.  S.  P.  H.  S.  announces  a new  department 
of  the  National  Institute  of  Health  to  be  known 
as  the  Division  of  Chemotherapy  under  the  direc- 
tion of  Surgeon  W.  H.  Sebrell  who  will  have  asso- 
ciated with  him  Dr.  Harris  Isbell.  This  division  is 
set  up  for  the  purpose  of  facilitating  research  in 
the  new  sulfanilamide  products  and  new  synthetic 
drugs  with  anti-malarial  properties,  and  to  extend 
the  work  relating  to  opium  and  morphine  deriva- 
tives. The  research  work  on  nutritional  problems 
will  still  be  continued. 


The  attention  of  the  medical  professsion  is  di- 
rected to  the  appearance  of  a special  issue  of 
Harofe  Haivri  (The  Hebrew  Medical  Journal),  a 
semi-annual  publication,  edited  by  Dr.  Moses  Ein- 
horn.  This  volume  commemorates  the  thirteenth 
anniversary  of  this  journal  and  is  dedicated  to 
Prof.  Sigmund  Freud. 

The  founders  had  faith  in  the  vitality  and 
growth  of  modern  Hebrew  and  foresaw  that  a 
Hebrew  medical  publication  would  be  of  inesti- 
mable value  in  the  development  and  advancement 
of  Hebrew  medical  literature;  also,  it  has  proved 
to  be  of  particular  service  to  the  medical  depart- 
ment of  the  Hebrew  University  in  Jerusalem. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  morbidity  report  of  the  Bureau  of  Epidemi- 
ology of  the  Louisiana  State  Board  of  Health 
for  the  week  ending  January  18,  the  third  week 
of  the  year,  showed  that  influenza  was  by  far  the 
most  important  disease  numerically  with  2,164 


cases  listed.  Other  diseases  in  numbers  greater 
than  ten  included  112  cases  of  syphilis,  58  of 
pneumonia,  28  of  pulmonary  tuberculosis,  20  of 
cancer,  12  of  gonorrhea,  and  11  of  typhoid  fever. 
During  this  week  there  were  two  cases  of  polio- 
myelitis, one  from  Bossier  and  one  from  Rapides; 
there  was  one  case  of  typhus  fever,  two  of  tulare- 
mia, and  one  of  undulant  fever.  Four  of  the 
typhoid  fever  cases  came  from  East  Baton  Rouge 
Parish.  The  influenza  epidemic  was  decidedly  on 
the  wane  according  to  the  statistics  reported  for 
the  week  ending  January  25,  660  cases  being  re- 
ported, followed  by  236  of  syphilis,  72  of  pneu- 
monia, 38  of  hookworm,  30  of  gonorrhea,  27  of  pul- 
monary tuberculosis,  11  each  of  cancer  and 
chickenpox,  and  10  of  scarlet  fever.  Tensas  Par- 
ish reported  two  cases  of  poliomyelitis  this  week. 
For  the  fifth  week  of  the  year,  which  closed  Feb- 
ruary 1,  there  was  another  marked  drop  in  the 
influenza  cases,  there  being  only  308  reported  for 
this  week.  However,  the  72  pneumonia  cases  re- 
ported was  up  to  double  the  five  year  average  for 
this  particular  week.  Other  diseases  reported  in 
double  figures  included  99  cases  of  syphilis,  41  of 
gonorrhea,  25  of  pulmonary  tuberculosis,  16  of 
hookworm  infestation,  14  of  septic  sore  throat, 
and  13  of  cancer.  In  this  week  a case  of  polio- 
myelitis was  discovered  in  Claiborne  and  two  cases 
of  typhus  fever  in  Orleans  Parish  and  three  of 
tularemia.  For  the  week  ending  February  8,  the 
sixth  week  of  the  year,  only  218  cases  of  influenza 
were  reported,  whereas  there  were  356  cases  of 
syphilis.  This  latter  disease  obtained  this  week  its 
usual  position  at  the  head  of  the  list.  There  were 
only  five  diseases  in  addition  to  these  two  which 
appeared  in  figures  greater  than  ten,  including  81 
cases  of  hookworm,  39  of  pneumonia,  26  of 
gonorrhea,  17  of  pulmonary  tuberculosis,  and  15 
of  cancer.  Two  cases  of  typhus  fever  were  dis- 
covered this  week  in  Ascension  and  Avoyelles,  and, 
strange  to  say,  two  cases  of  smallpox,  one  each  in 
Caddo  and  St.  Tammany. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  reports  that  for  the  week  ending  Janu- 
ary 11,  there  were  162  deaths  in  the  City  of  New 
Orleans,  divided  111  white,  51  negro,  and  11  in- 
fants. This  is  a remarkably  low  incidence  of 
death  in  the  city  considering  the  many  hundreds 
of  influenza  cases  which  were  prevalent  at  that 
time.  This  indicates  quite  definitely  that  the  epi- 
demic was  of  minor  importance  in  so  far  as  severi- 
ty and  morbidity  are  concerned.  In  the  week  of 
January  18,  192  deaths  were  listed,  divided  racial- 
ly 112  white  and  80  negro.  Fourteen  were  in 
children  under  one  year  of  age,  practically  three- 
quarters  of  which  were  negro  babies.  For  the 
week  ending  January  25,  187  of  the  citizenry  of 
New  Orleans  expired;  of  these,  130  were  in  the 
white  and  57  in  the  negro  races.  Fifteen  of  the 
deaths  were  in  children  under  one  year  of  age. 
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In  spite  of  the  epidemic  of  influenza  which  was 
prevalent  throughout  the  state  in  the  month  of 
January,  the  death  rate  remained  under  the  three 
year  average  for  the  corresponding  weeks  of  the 
month.  For  the  next  week,  terminating  February 
1,  1941,  of  the  166  reported  deaths,  13  were  in 
children  under  one  year  of  age  and  the  racial  dis- 
tribution was  99  white  and  67  negro. 

WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 

President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 

First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Mon- 
roe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Can- 
non, Covington. 


Subscribe  to  the  Bulletin,  the  official  publica- 
tion of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association;  issued  quarterly,  $1  a year. 
Send  subscriptions  to  Mrs.  H.  E.  Christenberry, 
Highland  Drive,  Knoxville,  Tenn.,  or  the  State 
Bulletin  Chairman,  Mrs.  Jules  M.  Davidson,  5133 
St.  Charles  Avenue,  New  Orleans. 


PUBLIC  RELATIONS 

I have  the  pleasure  and  privilege  of  serving  as 
Public  Relations  Chairman  with  Mrs.  Roy  Carl 
Young’s  administration  this  year,  and  I am  writ- 
ing this  article  to  urge  all  parish  presidents  and 
public  relations  chairmen  to  put  forth  an  effort 
to  accomplish  something  worthwhile  in  this  very 
important  phase  of  our  work.  If  you  have  not 
already  appointed  a Public  Relations  Chairman, 
please  appoint  one  at  your  next  meeting  in  order 
that  she  may  have  time  to  send  in  a report  of 
any  activity  before  the  April  meeting  in  Shreve- 
port. 

As  we  all  know,  Public  Relations  Committees 
are  simply  to  create  good  will  for  an  organiza- 
tion and  build  for  the  public  a correctly  informed 
opinion  of  our  aims.  I have  prepared  and  mailed 
an  outline  or  questionnaire  for  each  chairman  in 
order  that  she  may  keep  an  accurate  record  of  all 
work  for  public  relations  and  add  anything  I have 
omitted. 


With  the  National  Defense  Program  in  full 
swing  the  medical  profession  has  a better  oppor- 
tunity than  ever  before  to  awaken  the  masses  to 
the  unselfish  work  done  by  our  doctors.  Also,  to 
make  clear  its  vast  possibilities.  Thousands  of 
doctors  are  doing  active  military  service  while 
countless  others  are  serving  on  draft  and  service 
boards  at  home,  thus  causing  the  medical  profes- 
sion to  contribute  its  part  to  patriotism  in  a big 
way. 

Thanking  each  and  everyone  for  any  interest  or 
cooperation  with  me  on  this  committee, 

Sincerely  yours, 

Mrs.  John  David  Frazar, 
Public  Relations  Chairman. 


NEWS  OF  LOCAL  AUXILIARIES 
CADDO  PARISH 

The  Woman’s  Auxiliary  to  the  Shreveport  Med- 
ical Society  entertained  at  a Christmas  dinner 
party  at  the  Shrine  Club,  which  was  attended  by 
a large  group  of  doctors  and  their  wives. 

The  reception  room  was  decorated  with  greens 
and  candles,  and  in  the  banquet  room  the  large 
E-shaped  table  was  appointed  in  a red  and  white 
scheme,  carrying  out  the  theme  of  carnations  in 
the  snow.  In  the  center  of  each  table  was  a large 
mound  of  cotton  snow  from  which  extended  an  ar- 
rangement of  red  carnations,  and  tall  red  tapers 
carried  out  the  color  scheme  further. 

Mrs.  J.  M.  Gorton  served  as  mistress  of  cere- 
monies and  presented  a Dr.  I.  Q.  program,  Christ- 
mas carols,  and  the  Virginia  Reel. 


SECOND  DISTRICT 

The  regular  monthly  meeting  of  the  Second 
District  Medical  Society  was  held  at  the  home  of 
Mrs.  J.  J.  Massony  in  Westwego  on  January  21 
with  Mrs.  J.  Earle  Clayton  presiding. 

Mrs.  S.  L.  Gill,  of  Norco,  Red  Cross  Chairman, 
distributed  layette  garments  to  be  made. 

Mrs.  Robert  Sharp,  of  Metairie,  was  appointed 
Membership  Chairman. 

Plans  are  under  way  for  a gala  Doctors’  Day 
Celebration  with  Mrs.  P.  A.  Donaldson,  of  Re- 
serve, acting  as  chairman. 

Delicious  and  dainty  refreshments  were  served 
by  the  hostess.  Among  those  enjoying  her  hos- 
pitality were  Mmes.  Clayton,  Clark,  Sharp,  Gill, 
Guillotte,  LaBruyere,  and  Donaldson. 

Mrs.  P.  A.  Donaldson, 
Publicity  Chairman. 


OUACHITA  PARISH 

The  Woman’s  Auxiliary  to  the  Ouachita  Parish 
Medical  Society  held  its  monthly  luncheon  and 
business  meeting  on  Thursday,  January  9,  at  the 
Lotus  Club.  The  hostesses  at  this  time  were 
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Mines.  Coon,  Graves,  and  O’Donnell;  Mrs.  A.  D. 
Tisdale  presided. 

Mrs.  John  Pracher  read  pieces  from  the  Bulle- 
tin. Mrs.  A.  G.  McHenry  gave  an  article  on 
“Blood  Plasma”  from  the  Hygeia  magazine. 

Mrs.  John  H.  Parrott,  who  just  recently  moved 
to  Monroe,  was  introduced  to  the  auxiliary. 


It  was  decided  that  our  next  meeting  be  a din- 
ner and  the  doctors  are  to  be  invited, 

Mrs.  C.  B,  Flinn, 

Publicity  Chairman. 


Respectfully  submitted, 

Mrs.  Jonas  W,  Rosenthal, 
Press  and  Publicity  Chairman, 


BOOK  REVIEWS 


The  Role  of  the  Liver  in  Surgery:  By  Frederick 

Fitzherbert  Boyce,  M.  S.,  M.  D.  Springfield, 

Charles  C Thomas,  1941.  Pp.  365.  Price  $5.00. 

In  this  monograph  the  winner  of  the  quinquen- 
nial Samuel  D.  Gross  prize  for  research  in  sur- 
gery integrates  the  clinical  and  experimental 
observations  upon  which  present  concepts  of  the 
role  of  the  liver  in  surgical  practice  are  based. 
Case  histories  illustrative  of  various  liver  dis- 
turbances are  discussed  in  relation  to  bedside, 
operative  theater,  and  laboratory  studies  made  by 
the  author,  or  reported  by  others. 

In  addition  to  considering  the  changes  in  liver 
structures  and  function  which  are  associated  with 
biliary  tract  disease,  the  liver  factor  in  other 
surgical  diseases,  such  as  hyperthyroidism,  is  pre- 
sented. Special  chapters  are  devoted  to  latent 
hepatic  dysfunctions,  and  the  “liver  weakling;” 
the  hemorrhagic  diathesis  in  jaundice;  “liver 
death”  and  the  “hepatorenal  syndrome”;  autolytic 
peritonitis;  and  experimental  observations  and 
clinical  possibilities  in  respect  to  the  occlusion  of 
the  portal  vein. 

The  numerous  tests,  including  the  author’s 
serum  volume  index  test,  which  have  been  devised 
for  determining  bleeding  tendency,  and  those  for 
estimating  the  manifold  functions  of  the  liver, 
are  presented  and  evaluated.  In  reviewing  the 
tests  for  liver  function,  special  consideration  is 
given  to  those  which  are  used  in  conjunction 
with  modern  methods  of  conditioning  the  liver  in 
preparation  for  major  surgical  operations.  In  a 
section  devoted  to  studies  in  biliary  tract  disease 
by  the  Quick  hippuric  acid  test  of  liver  function, 
this  test  and  serum  bilirubin  tests  are  compared. 

The  chapter  on  treatment  includes  discussions 
of  the  use  of  glucose,  vitamin  K and  other  vita- 
mins, transfusions,  oxygen,  and  dehydrocholic 
acid,  as  well  as  special  points  in  surgical  technic, 
including  common  duct  drainage,  cholangiography, 
gradual  decompression  of  the  biliary  tract,  and 
non-suture  of  the  gallbladder  fossa  and  cholecy- 
stectomy. 

The  book  contains  44  illustrations,  consisting  of 
photomicrographs  of  liver  tissue,  charts,  and 
graphs.  In  an  appendix,  the  physiology  of  the 
liver  is  reviewed.  This  carefully  edited  book  is 
well  indexed  according  to  subjects  and  there  is 
also  an  extensive  name  index. 

Ambrose  H.  Storck,  M.  D. 


Manson’s  Tropical  Diseases:  Edited  by  Philip  H. 

Manson-Bahr,  C.  M.  G.,  D.  S.  0.,  M.  A,,  D.  T.  M. 

and  H.  Cantab.,  F.  R.  C.  P.  Lond.  Baltimore, 

Williams  and  Wilkins  Co.,  1940.  Pp.  1083.  Price 

$11.00. 

The  eleventh  edition  of  the  well-known  standard 
work  originally  prepared  by  Sir  Patrick  Manson  is 
revised  and  edited  by  a well  known  British  author- 
ity on  tropical  medicine. 

One  may  say  that  this  work  continues  to  be  a 
very  valuable  source  of  information  and  that  the 
revision  before  us  incorporates  most  of  the  ad- 
vances of  the  recent  past  but  does  not  always  omit 
the  obsolete.  The  volume  consists  of  1043  pages, 
excluding  the  index,  and  is  divided  into  ten  sec- 
tions, each  dealing  with  a group  of  diseases  and  an 
appendix  of  two  sections;  one  devoted  to  medical 
zoology,  the  other  to  laboratory  methods. 

In  a chapter  on  “Life  in  the  Tropics”  in  its 
general  aspects,  the  subject  of  acclimatization  is 
dealt  with  briefly  and  the  view  set  forth  that  the 
white  race  cannot  long  survive  or  multiply  in  a 
pure  state  in  the  tropics,  though  some  striking 
exceptions  are  noted.  It  is  suggested  that  Euro- 
pean children  after  four  or  five  years  of  tropical 
residence  should  be  sent  to  a temperate  climate  to 
be  educated.  In  connection  with  the  use  of  alcohol, 
the  opinion  is  expressed  that  a healthy  adult  male 
can  deal  satisfactorily  with  about  1%  ounces  of 
alcohol  daily,  preferably  as  a “sun  downer”,  and 
in  the  same  paragraph,  while  noting  differences  of 
opinion,  the  majority  view  is  to  regard  alcohol  as 
beneficial. 

Malaria  as  the  most  important  tropical  disease 
is  treated  fully  and  there  is  a very  satisfactory 
section  on  preventive  aspects.  Quinine  prophylaxis 
is  regarded  as  advisable,  though  it  is  pointed  out 
that  there  is  much  evidence  against  this  view. 

In  a classification  of  the  typhus  (p.  252)  group 
of  fevers,  Rocky  Mountain  spotted  fever  is  listed 
as  equivalent  to  tick-borne  typhus,  — a grouping 
that  ignores  some  important  features  of  the  differ- 
ence between  typhus  and  Rocky  Mountain  spotted 
fever.  In  the  same  tabulation  the  squirrel  and  the 
woodchuck  are  listed  as  reservoirs  for  the  virus  of 
Rocky  Mountain  spotted  fever;  so  far  as  the  re- 
viewer is  aware  this  never  has  been  proved.  The 
geographic  distribution  of  Rocky  Mountain  spotted 
fever  is  incomplete. 
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Under  plague  the  observation  is  made  that  the 
plague  organism  is  hard  to  find  in  the  feces  by  di- 
rect observation — why  any  one  should  seek  it  there 
is  not  made  clear  (p.  278). 

On  page  281  is  an  extraordinary  statement  re- 
garding plague  in  farm  animals,  — a heritage  of 
views  long  since  discredited. 

Under  the  differential  diagnosis  of  plague  (p. 
292)  the  statement  is  made  that  tularemia  may  re- 
semble plague.  The  reviewer  doubts  that  this  is  of 
frequent  occurrence.  Mercurochrome  (p.  293)  is 
reported  to  have  given  encouraging  results  in  the 
treatment  of  plague;  a statement  which  must  be 
evaluated  in  the  light  of  the  author’s  belief  in  the 
value  of  this  drug  in  various  septicemic  conditions. 

The  discussion  of  tularemia  fails  to  recognize  (p. 
305)  the  work  of  Wherry  in  establishing  the  first 
human  case  of  the  disease,  and  the  division  of  the 
cases  by  clinical  types  is  hardly  mentioned.  The 
author  (p.  306)  regards  the  prevention  of  tular- 
emia as  simple,  laying  stress  on  the  wearing  of 
rubber  gloves  by  those  likely  to  be  exposed.  Prac- 
tically the  prevention  of  this  disease  is  by  no 
means  easy. 

Undulant  fever  is  discussed  under  infections  of 
the  melitensis  type  and  separately  under  those  of 
the  abortus  type.  The  bacteriologic  phases  of  both 
organisms  are  well  covered.  Under  prophylaxis  (p. 
320)  there  is  a warning  to  avoid  insect  bites,  — the 
necessity  for  this  warning  is  not  clear  to  the 
American  reviewer. 

Under  the  heading  of  “pock  diseases”  (p.  408) 
the  statement  is  made  that  smallpox  of  the  classi- 
cal type  is  confined  almost  entirely  to  tropical  and 
sub-tropical  countries.  In  making  this  restriction 
Dr.  Manson-Bahr  generously  overlooks  some  glar- 
ing exceptions  of  the  relatively  recent  past.  In  “A 
Note  on  the  Treatment  of  Variola”  the  editor  sug- 
gests (a)  sulfanilamide  (p.  411)  on  the  ground 
that  the  mortality  “is  largely  due  to  secondary 
pyogenic  infection  of  the  respiratory  tract”,  and 
(b)  “large  doses  of  concentrated  multivalent  anti- 
streptococcal  serum.”  The  reviewer  doubts  the 
soundness  of  this  advice,  especially  as  relates  to 
the  serum.  The  author  also  suggests  further  trial 
of  antivaccinial  serum.  Alastrim  is  treated  as  a 
separate  entity,  though  “variola  minor”  is  given  as 
a synonym  and  the  statement  made  that  vaccination 
is  highly  protective  against  alastrim. 

Under  amebic  hepatic  abscess  (p.  555)  the  author 
states  that  this  is  the  most  frequently  overlooked 
of  the  grave  tropical  diseases,  — a serious  indict- 
ment of  our  diagnostic  abilities,  but  doubtless  one 
well  founded. 

The  author  (p.  599)  apparently  overlooks  the 
importance  of  geographic  location  as  an  important 
factor  in  the  communicability  of  leprosy,  but  he 
believes  that  the  clinical  type  is  influenced  by  cli- 
mate. The  author  holds  to  the  view  which  the  re- 


viewer considers  correct,  that  leprosy  of  itself  may 
give  a positive  serologic  test  for  syphilis.  A much 
needed  word  of  caution  is  provided  in  assessing  the 
value  of  therapeutic  agents  in  leprosy.  Under  the 
prophylaxis  of  this  disease  the  experience  in  the 
segregation  in  the  Philippines  is  mentioned,  and  the 
reviewer  believes  a too  optimistic  picture  is  drawn. 

The  author  is  convinced  that  neurasthenia  is  of 
great  importance  and  considers  it  identical  with 
anxiety  psychoneurosis  (p.  650)  which  develops  in 
temperate  climates.  Hard  mental  and  physical  work 
are  regarded  as  likely  to  hinder  development  of 
neurasthenia  rather  than  the  reverse.  Removal  to 
a cool  climate  is  the  essential  feature  of  success- 
ful treatment  (p.  693). 

The  National  Institute  of  Health  anal  swab  (mis- 
called a sprayer)  for  the  diagnosis  of  Enterobius 
vermiculaids  infection  is  mentioned  but  the  reader 
is  given  no  idea  of  its  appearance  or  manner  of 
use  (p.  943) . 

The  statement  that  “sitting  upon  a night  com- 
mode containing  steaming  hot  water  is  said  to  en- 
tice the  tapeworm  down  the  bowel  and  render  the 
head  more  easily  detachable”  seems  sufficiently 
illogical  to  merit  mention  (p.  822). 

Contrary  to  the  statement  in  the  book,  it  has  been 
definitely  demonstrated  that  monkeys  do  give  posi- 
tive reactions  for  amebiasis  (p.  534).  Under 
neither  technic  nor  diagnosis  of  amebiasis  is  there 
a description  of  the  zinc  sulphate  centrifugal  flo- 
tation technic  for  the  detection  of  protozoan  cysts 
and  helminth  eggs  and  larvae. 

There  are  many  examples  of  carelessness  of 
proof  reading;  thus  Parker  is  given  as  Parkes  (p. 
303)  and  Filaria  malayi  is  spelled  with  a “z” 
(malazi)  (p.  775). 

These  and  so  many  other  examples  of  inadequate 
handling  of  details  might  be  pointed  out,  that  one 
is  left  with  the  feeling  that  much  more  care  should 
have  been  taken  in  the  preparation  of  the  volume. 
Nevertheless,  the  book  probably  is  as  satisfactory 
a treatise  on  tropical  diseases  as  is  to  be  found  in 
English. 

G.  W.  McCoy,  M.  D. 


Complete  Guide  for  the  Deafened:  By  A.  F.  Nie- 
moeller,  A.  B.,  M.  A.,  B.  S.;  foreword  by  Harold 
Hays,  M.  D.,  F.  A.  C.  S.  New  York,  Harvest 
House,  1940.  Pp.  256.  Price  $3.00. 

In  the  foreword,  Harold  Hays  points  out  that  a 
revolutionary  change  in  the  treatment  of  deafness 
has  taken  place  in  the  last  thirty  years,  concerned 
largely  with  the  attempt  at  actual  rehabilitation 
of  the  handicapped,  deafened  individual. 

Niemoeller  says:  “This  book  is  intended  to  help 
the  hard  of  hearing  to  help  themselves;  to  supply 
information,  leads,  and  hints  on  how  to  go  about 
bettering  their  condition  after  medicine  has  done 
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all  it  can  for  them The  book  is  definitely 

not  a manual  for  the  self-treatment  of  the  ear.” 
There  is  much  interesting,  readable,  and  on  the 
whole  accurate,  information  contained  in  the 
seventy-seven  short  chapters.  It  will  be  a useful 
help  to  the  deafened  individual. 

H.  L.  Kearney,  M.  D. 


Modern  Dermatology  and  Syphilology : By  S.  Wil- 
liam Becker,  M.  D.,  and  Maxmillian  E.  Ober- 
mayer,  M.  D.  Philadelphia,  J.  B.  Lippincott 
Company,  1940.  Pp.  871;  pi.  Price  $12.00. 

This  recent  textbook  in  English  on  dermatology 
presents  a different  approach  to  the  subject  mat- 
ter in  a new  style,  and  gives  up-to-date  informa- 
tion which  has  been  slow  to  appear  in  the  more 
orthodox  texts.  Becker  and  Obermayer  have  writ- 
ten their  text  in  a “modern”  style,  and  have  used 
clear  and  simple  language.  Their  classification  of 
diseases  of  the  skin  differs  from  the  encyclopedic 
arrangement  of  most  texts.  Emphasis  has  been 
placed  upon  subjects  considered  important  by  the 
authors,  and  certain  rarer  dermatoses,  as  well  as 
tropical  diseases  of  the  skin,  have  been  omitted. 

One  feature  of  this  modern  book  which  greatly 
f enhances  its  value  is  the  introduction  to  each 
| chapter,  termed  “Orientation,”  which,  as  the  au- 
thors state,  is  an  intimate  approach  of  the  demon- 
strator to  the  reader.  Another  feature  is  the  clear- 
cut  language  used  in  the  discussions  on  treatment, 
which  enables  the  student  or  practitioner  to  get  the 
authors’  ideas  in  a short  and  concise  space. 

There  is  a personal  touch  throughout  the  text. 
The  Standard  Classified  Nomenclature  of  Diseases 
1 is  used;  illustrations  are  numerous  and  well  se- 
lected. The  chapters  on  general  therapy  and  on 
syphilis  and  the  neurodermatoses  are  modern.  All 
in  all,  this  text  is  a desirable  addition  to  the  book 
shelf  of  texts  on  dermatology  and  will  prove  to  be 
equally  valuable  as  a reference  text  for  the  derma- 
tologist, the  student,  and  the  practitioner. 

M.  T.  Van  Studdiford,  M.  D. 


Proctoscopic  Examination  and  Diagnosis  and  Treat- 
ment of  Diarrheas:  By  M.  H.  Steicher,  M.  S., 
M.  D.  Springfield,  111.,  Charles  C Thomas,  1939. 
Pp.  149.  Price  $3.00. 

This  compact  edition  contains  a brief  discussion 
of  the  various  types  of  diarrhea.  The  first  part  of 
the  book  has  to  do  with  the  armamentarium  and 
technic  of  a proctoscopic  examination.  In  the  sec- 
ond part,  the  diagnosis  and  treatment  of  the  more 
common  forms  of  diarrhea  are  outlined. 

The  subject  matter  included  in  this  small  volume 
has  been  accurately  and  more  completely  covered 
in  other  well-known  books.  It  should  appeal  to  only 
a few  who  are  interested  in  a brief  summary  of 
the  subject. 

Warren  H.  Hebert,  M.  D. 


Simplified  Diabetic  Manual;  With  163  Internation- 
al Recipes:  By  Abraham  Rudy,  M.  D.,  New  York, 
W.  Barrows  & Co.,  Inc.,  1940.  Pp.  216.  Price 
$2.00. 

Diabetes  is  described  in  a simplified  and  easily 
readable  manner,  for  the  benefit  of  the  patient. 
The  predisposing  causes  such  as  heredity,  obesity 
and  infection  are  discussed  in  full.  Such  important 
social  problems  as  marriage  and  pregnancy  are 
presented  in  an  accurate  and  understandable  man- 
ner. Emphasis  is  placed  on  the  importance  of  diet 
and  the  necessity  of  adequate  vitamin  intake. 

The  more  common  complications,  coma  and  in- 
sulin reaction,  are  described,  and  means  of  pre- 
vention as  well  as  treatment  of  these  conditions 
are  explained.  The  procedures  of  insulin  injection 
and  urine  examination  for  sugar  are  discussed. 

The  book  contains  tables  of  food  values,  and 
recipes  for  dishes  of  many  nationalities. 

Norton  Voorhies,  M.  D. 


Electrocardiography : By  C.  C.  Maher,  M.  D.,  B.  S., 
and  P.  H.  Wosika,  M.  D.,  M.  S.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1940.  Pp.  341.  Price  $4.00. 
In  this  third  edition  errors  of  the  others  have 
been  corrected.  Tracing  of  the  fourth  lead  has  been 
adopted  as  standard  procedure  and  appears  in  many 
of  the  diagrams  in  the  book.  Serial  tracings  in  acute 
coronary  thrombosis  are  featured.  An  effort  to 
utilize  the  standard  nomenclature  advocated  by  the 
American  Heart  Association  is  made  by  the  au- 
thors. 

The  method  of  presentation  is  interesting  and 
tends  greatly  to  simplify  and  clarify  the  subject, 
and  those  in  the  know  say  the  book  in  this  edition 
is  quite  correct. 

I.  L.  Robbins,  M.  D. 


Gynecological  and  Obstetrical  Pathology  ■'  By  Emil 
Novak,  A.  B.,  M.  D.,  D.  Sc.  (Hon.  Dublin), 
F.  A.  C.  S.  Philadelphia,  W.  B.  Saunders  Co., 
1940.  Pp.  496.  Price,  $7.50. 

This  excellent  text  fills  the  need  created  when 
Frank’s  splendid  monograph  on  the  subject,  first 
issued  in  1922,  began  to  become  antiquated.  In 
the  interval  no  really  worth-while  single  volume  on 
gynecologic  and  obstetric  pathology  has  appeared, 
and  this  volume  of  Novak’s,  long  awaited,  fills  a 
definite  need. 

The  pathology  of  all  but  a few  of  the  rarer 
lesions  of  the  female  genital  tract  is  to  be  found 
sufficiently  covered  in  this  monograph,  for  general 
reference  and  study.  The  chapters  on  special 
ovarian  tumors  are  extensive,  and  especially  in- 
teresting in  view  of  the  author’s  work  in  the  field. 

The  arrangement  of  material  follows  the  ana- 
tomic method  with  pathology  of  the  vulva,  vagina, 
cervix,  endometrium,  uterus,  tubes  and  ovary  dis- 
cussed in  that  order,  being  preceded  by  a chapter 
on  the  endocrinology  of  the  menstrual  cycle  and 
pregnancy,  and  followed  by  chapters  on  ectopic 
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pregnancy,  pelvic  endometricus,  implantation  and 
placentation,  and  placental  pathology. 

This  volume  should  find  a welcome  place  in  the 
library  of  those  interested  in  obstetrics,  gynecology 
and  pathology. 

B.  Bernard  Weinstein,  M.  D. 


Arthritis-'  By  Bernard  I.  Comroe,  A.  B.,  M.  D., 

F.  A.  C.  P.  Philadelphia,  Lea  and  Febiger,  1940. 

Pp.  752.  Price,  $8.50. 

The  author  has  attempted  to  bring  to  the  student 
and  to  the  general  practitioner  the  most  modern 
conception  of  the  diagnosis,  treatment  and  prog- 
nosis of  this  too  common  disease.  There  are  few 
important  details  not  properly  explained.  The  con- 
crete abstract  of  every  chapter  is  most  helpful  in 
assisting  one  to  secure,  in  a simple  form  for  imme- 
diate use,  the  chief  factors  concerned,  which  is  a 
great  help.  The  openmindedness  in  which  the  great 
problems  of  arthritis  are  herewith  reviewed,  indi- 
cates the  sound  conception  of  the  author  in  regard 
to  so-called  “specifics”  for  the  disease.  Yet  he  is 
able,  from  his  experience,  forcibly  to  indicate  the 
best  form  of  approach  in  the  diagnosis  and  treat- 
ment, supported  by  a large  bibliography  of  books 
and  articles  by  writers  well  qualified  to  speak  on 
this  broad  subject. 

Certainly  one  could  therefore  recommend  this 
work  to  all  students,  physicians,  or  specialists,  who 
so  often  need  such  a ready  reference  to  handle 
these  arthritic  cases  properly. 

P.  T.  Talbot,  M.  D. 


A Synopsis  of  Surgical  Anatomy:  By  Alexander 
Lee  McGregor,  M.  Ch.  (Edin.),  F.  R.  C.  S. 
(Eng.).  Baltimore,  The  Williams  and  Wilkins 
Company  (A  William  Wood  Book),  1939.  Pp. 
664;  648  figs.  Price,  $6.00. 

When  a book  goes  through  several  editions,  the 
inference  is  unmistakable:  Those  who  have  used 
it  have  approved  it.  The  fact  that  Synopsis  of 
Surgical  Anatomy  has  reached  its  fourth  edition 
within  seven  years — it  was  first  published  in  1932 
— is  an  indication  of  the  solid  worth  of  this  small 
book.  As  Dr.  Raymond  A.  Dart,  Professor  of 
Anatomy  and  Dean  of  the  Faculty  of  Medicine  of 
the  University  of  the  Witwatersrand,  has  pointed 
out  in  the  introduction,  the  author  has  made  no 
claim  for  completeness  in  the  book,  but  has  “right- 
fully pointed  out  its  usefulness.”  Its  purpose,  Dr. 
Dart  continues,  is  to  correlate  the  dissecting  room 
with  the  practice  of  medicine  and  surgery. 

There  seems  no  doubt  that  the  author  has  suc- 
ceeded in  his  purpose.  The  book  is  not  intended 
for  students,  as  the  author  states  specifically  in  his 


preface,  for  it  makes  no  attempt  to  deal  exhaus- 
tively with  the  anatomy  of  the  whole  body.  It  is, 
however,  a convenient  ready  reference  book  for 
the  graduate  student  or  the  practitioner.  The  ma- 
terial is  highly  selective,  but  the  choice  has  usually 
been  wise,  the  emphasis  is  correct,  and  the  point 
of  view  is  always  practical. 

As  to  the  necessity  for  a text  of  this  sort,  Dr. 
Dart  also  makes  that  clear  in  his  introduction. 
The  human  brain,  he  says,  is  supposed  to  be  able 
to  absorb  200,000  distinct  facts.  If  that  is  true, 
then  the  student  absorbed  in  the  monumental  study 
of  anatomy  would  have  no  mental  room  for  any- 
thing else;  hence  books  such  as  this. 

The  author  has  made  no  changes  of  great  con- 
sequence in  this  fourth  edition,  as  a comparison 
with  the  third  edition  shows.  The  subject  matter 
is  still  divided  into  normal  and  abnormal  anatomy, 
and  each  chapter  is  still  complete  in  itself.  The 
use  of  the  book  as  a reference  text  is  thus  greatly 
simplified.  The  illustrations,  practically  all  of 
which  seem  to  be  carried  over  from  earlier  editions, 
are  excellent. 

The  inclusion  of  the  section  dealing  with  the 
anatomic  bases  of  clinical  tests  is  perhaps  open  to 
criticism.  The  section  is  necessarily  incomplete,  and 
therefore  somewhat  misleading.  Palpation  of  the 
kidneys,  spleen,  gallbladder  and  other  organs  can 
scarcely  be  considered  tests,  and  the  roentgenologic 
findings  in  intussusception,  for  instance,  do  not 
seem  to  belong  in  a textbook  of  anatomy.  The 
space  occupied  by  this  section  might  profitably  be 
devoted  to  other,  more  strictly  anatomic  matters. 

Frederick  Fitzherbert  Boyce,  M.  D. 
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DAVID  FRENCH  BOYD,  A LOUISIANA 
EDUCATOR* 

WILLIAM  DOSITE  POSTELLf 
New  Orleans 

David  French  Boyd,  the  subject  of  this 
brief  biography,  was  a native  of  Virginia 
and  a graduate  of  the  University  of  Vir- 
ginia. At  the  age  of  twenty-two  years,  fol- 
lowing the  financial  upheaval  of  1857,  he 
went  west,  with  the  intention  of  seeking 
work  on  the  Southern  Pacific  Railroad. 
When  he  reached  Marshall,  Texas,  he  found 
that  the  building  operations  had  been  sus- 
pended, and  he  therefore  turned  to  teaching, 
accepting  a position  first  in  Claiborne  Par- 
ish, Louisiana,  and  later  in  Bossier  Parish. 
When  the  Louisiana  State  Seminary  of 
Learning  and  Military  Academy  opened  in 
1860,  he  was  appointed,  through  the  recom- 
mendation of  a friend,  to  the  chair  of  an- 
cient languages  and  English.  From  this 
time  onward  the  biography  of  David  French 
Boyd  and  the  story  of  what  is  now  Lou- 
isiana State  University  become  inseparably 
connected. 

The  Louisiana  State  Seminary  of  Learn- 
ing owes  its  origin  to  certain  grants  of 
land  made  to  Louisiana  in  1806,  1811  and 
1827  by  the  United  States  Government  “for 
use  of  a seminary  of  learning.”  The  Con- 
stitution of  1845  provided  for  the  establish- 
ment of  the  institution  by  the  proceeds  of 
the  sale  of  these  lands,  a charter  was  adopt- 
ed in  1848,  and  in  1853  a site  in  Rapides 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, June  10,  1940. 

fLibrarian  of  the  School  of  Medicine  of  Louisi- 
ana State  University. 


Parish,  about  three  miles  from  Alexandria, 
was  chosen  for  the  school,  which  was  of- 
ficially designated  as  the  Louisiana  State 
Seminary  of  Learning. 

When  the  Board  of  Supervisors  first  met 
in  May,  1859,  it  had  been  decided  that  the 
Seminary  should  be  “a  literary  and  scien- 
tific institution  under  a military  system  of 
government,  on  a program  and  plan  similar 
to  that  of  the  Virginia  Military  Institute.” 
It  is  interesting  to  note  that  even  at  this 
first  meeting  the  health  of  the  future  stu- 
dents was  a matter  of  importance.  The  ad- 
vertisements which  appeared  in  the  Lou- 
isiana and  Washington,  D.  C.,  papers 
announcing  that  applications  would  be  re- 
ceived for  the  position  of  superintendent 
and  for  other  faculty  positions  also  speci- 
fied that  one  of  the  assistant  professors 
must  be  a qualified  surgeon,  so  that,  in  ad- 
dition to  his  teaching  duties,  he  could  look 
after  the  health  of  the  students. 

William  Tecumseh  Sherman  was  elected 
Superintendent  and  Professor  of  Engineer- 
ing, and  David  French  Boyd  was  appointed 
to  teach  ancient  languages  and  English. 
The  other  assistant  professors  were  An- 
thony Valias  (mathematics),  Francis  W. 
Smith  (chemistry),  E.  Berte  St.  Ange 
(modern  languages),  and  Dr.  John  W.  Sev- 
ier (ancient  languages),  who  w7as  also  to 
act  as  surgeon. 

The  Seminary  of  Learning  opened  its 
doors  at  a singularly  unpropitious  time.  The 
first  session  lasted  from  January  2 to  July 
1,  1860.  The  second  opened  November  1 
of  the  same  year,  and  before  it  had  ended 
the  War  Between  the  States  had  broken 
out.  The  school  struggled  along  until  1863, 
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in  April  of  which  year  the  Red  River  Valley 
was  invaded  by  the  Union  Army  and  the 
school  finally  gave  up  the  unequal  struggle. 

Immediately  on  the  outbreak  of  the  war, 
Superintendent  Sherman  resigned  to  enter 
the  Union  Army  and  almost  the  entire  fac- 
ulty and  student  body  followed  his  example 
but  entered  the  Confederate  Army.  One  of 
the  first  members  of  the  Faculty  to  resign 
was  Professor  David  French  Boyd.  The 
Supervisors,  like  the  Superintendent,  ap- 
parently regarded  him  as  “a  very  clever 
gentleman”  and  a very  valuable  teacher, 
and  at  their  request,  in  order  that  the  ses- 
sion might  be  finished  out,  he  withdrew 
his  resignation  and  remained  in  his  posi- 
tion until  July,  1861,  when  leave  of  absence 
was  finally  given  him. 

With  a number  of  cadets  he  went  imme- 
diately to  Camp  Moore,  near  New  Orleans, 
where  he  enlisted  as  a private,  so  that  he 
might  be  free  to  return  to  the  Seminary  of 
Learning  if  he  should  be  needed  there.  Pro- 
motion was  rapid,  and  he  was  soon  elevated 
to  the  rank  of  major  in  Stonewall  Jack- 
son’s army.  At  this  time  the  Supervisors 
of  the  Seminary  persuaded  the  Confederate 
War  Department  to  release  him  from  his 
command  for  duty  at  the  school.  The  re- 
quest was  granted,  but  when  he  returned 
to  Louisiana  he  found  that  it  had  been  de- 
cided not  to  reopen  the  school  during  the 
war.  He  therefore  reentered  the  army,  this 
time  as  a member  of  General  Richard  Tay- 
lor’s staff.  In  the  fighting  which  took  place 
shortly  afterward  he  was  taken  prisoner, 
and  it  is  of  interest  that  his  exchange  was 
arranged  for  by  General  Sherman,  his  for- 
mer superintendent.  During  the  rest  of  the 
war  Major  Boyd  acted  as  adjutant-general 
in  General  Brent’s  Cavalry  Brigade.  In 
June,  1865,  he  was  paroled  at  Shreveport, 
with  the  last  of  the  Confederate  troops. 

Major  Boyd,  it  will  be  remembered,  was 
still  a member  of  the  Seminary  of  Learning 
Faculty.  Immediately  after  the  surrender 
he  began  to  take  steps  toward  the  reorgani- 
zation of  the  school,  and  in  July,  1865,  he 
was  appointed  by  the  Board  of  Supervisors 
to  the  position  of  acting  superintendent.  As 
might  have  been  expected,  he  found  an  ap- 
palling amount  of  work  to  do.  The  physical 


condition  of  the  building  and  grounds  was 
deplorable.  Everything  was  in  need  of  re- 
pair. The  walks  had  been  torn  up,  bushes 
and  weeds  covered  the  campus,  the  fences 
had  been  burned,  many  of  the  doors  and 
windows  were  gone,  the  roofs  were  leak- 
ing, the  floors  were  rotting,  and  the  furni- 
ture, scientific  equipment  and  books  had 
been  removed  by  the  Federal  Army  in  1863 
and  1864.  Worst  of  all,  financial  support 
for  the  Seminary  was  at  a very  low  ebb. 

Superintendent  Boyd  possessed  admirable 
foresight  and  vision,  and  in  his  mind  was 
the  conception  of  a great  state  university 
for  Louisiana.  As  the  first  step  he  pro- 
posed that  the  then  defunct  University  of 
Louisiana  at  New  Orleans  (now  Tulane 
University)  be  reorganized  and  united  with 
the  Seminary.  The  plan  was  that  the  Semi- 
nary should  consist  of  the  academic  and 
engineering  schools  and  the  University  at 
New  Orleans  of  the  law  and  medical  schools. 
Constitutional  limitations,  unfortunately, 
were  found  to  stand  in  the  way  of  this  far- 
sighted plan.  Failing  in  this  endeavor, 
Boyd  next  attempted  to  organize  the  Semi- 
nary on  the  lines  of  a university.  Two 
years  of  required  studies  were  to  be  fol- 
lowed by  two  years  of  optional  studies,  and 
the  plan,  which  was  put  into  operation  at 
once,  was  continued  with  some  modifica- 
tions until  1880. 

The  four-year  literary  course  embraced 
Greek,  Latin,  Spanish,  mathematics,  nat- 
ural philosophy  and  anatomy,  civil  engineer- 
ing, chemistry  and  geology.  The  scientific 
course  was  the  same  except  that  Greek  was 
omitted  and  more  work  was  required  in 
chemistry  and  engineering.  The  civil  en- 
gineering course  for  the  first  two  years 
was  the  same  as  the  literary  or  scientific 
course;  the  last  two  years  were  made  up 
chiefly  of  engineering  and  related  subjects. 

Since  the  Special  School  of  Medicine  is 
the  chief  concern  of  the  medical  profession, 
Colonel  Boyd’s  (he  soon  became  Colonel, 
as  did  all  the  earlier  presidents  of  L.  S.  U.) 
activities  in  this  connection  must  be  outlined 
in  some  detail.  At  a meeting  of  the  Board 
of  Supervisors  held  June  11,  1866,  a Mr. 
Boyce  had  introduced  a resolution  which 
provided,  because  “a  general  knowledge  of 
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Anatomy,  Physiology  and  Hygiene  is  de- 
sirable in  the  students  of  this  institution,” 
that  there  be  created  a professorship  of 
these  branches.  The  salary  was  to  be  one 
thousand  dollars  yearly,  with  quarters,  and 
the  surgeon  of  the  Seminary  was  to  be  “the 
professor  of  the  said  chair.” 

The  occupant  of  “the  said  chair,”  it  will 
be  noted,  had  a large  number  of  responsi- 
bilities. Another  professor,  who  was  ad- 
vertised for  in  the  same  year,  also  seemed 
likely  to  be  kept  busy.  He  was  to  serve 
“as  professor  of  Chemistry,  Geology  and 
Mineralogy”  and  in  addition  was  to  be  “a 
graduate  of  medicine  and  an  experienced 
physician ; his  testimonial  embracing  quali- 
fications in  both  branches  . . . ’n 

Dr.  J.  W.  Wilson,  a relative  of  the  then 
Governor  of  Louisiana,  Henry  W.  Allen, 
was  found  to  possess  the  necessary  qualifi- 
cations and  was  accordingly  elected  Acting 
Surgeon  of  the  Seminary.  A native  of  Vir- 
ginia and  a graduate  of  the  University  of 
Virginia,  he  had  practiced  medicine  in  St. 
Louis  for  fifteen  years  before  the  war.  He 
served  in  the  Confederate  Army  and  could 
not  return  to  Missouri  immediately  after 
the  surrender  because  of  the  test  oath  re- 
quirement of  that  state.  The  day  after  the 
resolution  authorizing  the  establishment  of 
the  Special  School  of  Medicine  of  the  Lou- 
isiana State  Seminary  of  Learning  he  was 
notified  of  his  appointment  as  Surgeon  and 
Professor  of  Anatomy,  Physiology  and  Hy- 
giene. Dr.  John  R.  Page,  who,  like  Dr. 
Wilson,  had  been  graduated  from  the  Uni- 
versity of  Virginia  and  had  served  in  the 
Confederate  Army,  was  appointed  to  give 
lectures  in  materia  medica. 

The  course  of  study  of  the  Special  School 
of  Medicine  warrants  a further  digression 
from  Colonel  Boyd’s  personal  biography. 
Its  purpose,  according  to  the  catalog  issued 
in  1866,  was  “to  give  a good  preliminary 
preparation  for  the  School  of  Medicine  in 
New  Orleans  (now  Tulane  University). 
But  more  accomplished.”  It  was  further 
specified  that  in  both  the  medical  and  en- 
gineering schools  the  course  should  include 
French  and  Spanish,  belles  lettres,  mental 
and  moral  philosophy,  and  political  econ- 
omy. A further  insight  into  the  educational 


ideas  of  the  times  is  gained  by  certain 
other  provisions  in  the  curriculum.  Ma- 
teria medica,  mineralogy  and  geology  were 
taught  as  a single  course  in  the  School  of 
Medicine.  Latin  was  required  in  the  School 
of  Medicine  (which  would  be  an  eminently 
desirable  requirement  still),  but  anatomy 
and  physiology,  for  some  unknown  reason, 
were  taught  in  the  School  of  'Engineering 
as  well  as  in  the  medical  school. 

The  catalog  further  stated  that  there 
should  be  a distinction  between  the  diplomas 
granted  to  the  graduates  of  the  two  schools. 
Graduates  in  the  engineering  school  were 
to  receive  diplomas  with  the  title  “Graduate 
in  the  School  of  Civil  Engineering,”  but  the 
diplomas  of  the  medical  students  merely 
read  “Proficient  in  the  School  of  Medi- 
cine.”2 

The  attempt  to  build  up  a medical  library 
was  one  of  the  interesting  activities  of  the 
Special  School  of  Medicine.  In  all,  443 
books  on  medical  subjects  were  collected, 
and  the  subscription  list  included  six  scien- 
tific journals.3  The  three-volume  set  of 
“Lemons  Orales  de  Clinique  Chirurgicale” 
now  in  the  Agramonte  Memorial  Library  of 
the  present  School  of  Medicine  of  Louisiana 
State  University  seems  to  be  all  that  re- 
mains of  the  original  collection.  Evidence 
of  its  inclusion  in  it  is  furnished  by  the 
stamp  on  the  title  page,  “Louisiana  State 
Seminary  of  Learning  and  Military  Acad- 
emy near  Alexandria,  La.” 

The  authorities  apparently  realized  dur- 
ing the  first  session  that  their  efforts  to 
found  a school  of  medicine  were  ill-timed 
and  premature.  A resolution  was  intro- 
duced in  October,  1867,  recommending  that 
it  be  discontinued,  but  it  was  voted  that  this 
action  be  deferred  until  a longer  trial  could 
be  given.  The  1867  catalog,  however, 
makes  no  mention  of  the  Special  School  of 
Medicine,  and  the  minutes  of  the  Board  of 
Supervisors  show  that  Dr.  Wilson  and  Dr. 
Page  were  assigned  to  teach  non-medical 
subjects. 

Thus  ended  the  first  abortive  attempts 
to  teach  medicine  at  Louisiana  State  Uni- 
versity. The  Charter  of  1877  included  a 
specific  provision  for  the  establishment  of 
a medical  school,  but  nothing  was  done  in 
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that  direction  until  December,  1930,  when 
plans  were  made  for  the  present  School  of 
Medicine  of  Louisiana  State  University,  the 
first  session  of  which  was  opened  the  fol- 
lowing October. 

After  1867  it  became  increasingly  diffi- 
cult to  continue  the  Louisiana  State  Semi- 
nary of  Learning,  due  to  the  chaotic  condi- 
tion of  state  finances  during  the  reconstruc- 
tion period.  Warrants  for  Seminary  appro- 
priations, when  paid  at  all,  were  in  state 
obligations  and  depreciated  currency.  They 
were  never  paid  in  cash,  and  the  discounts 
from  1867  to  1869  averaged  32  per  cent. 
Professor  J.  M.  Garnett,  who  left  the  school 
soon  after  the  radical  reconstruction  pe- 
riod in  Louisiana  set  in,  wrote:4  “Colonel 
Boyd  was  an  excellent  officer,  and  with  a 
less  efficient  man  the  Seminary  would  have 
gone  under  long  ago.  His  chief  thought  was 
how  to  get  money  to  keep  the  Seminary  go- 
ing. The  appropriations  were  warrants 
which  Colonel  Boyd  had  to  dispose  of  at  a 
fearful  discount.  It  was  a wonder  how  he 
kept  up  the  institution  as  well  as  he  did, 
especially  in  view  of  the  financial  condition 
of  the  state  after  the  war.” 

When  the  buildings  of  the  Seminary  took 
fire  and  burned  to  the  ground  the  morning 
of  October  16,  1869,  a less  resolute  man 
than  Colonel  Boyd  would  have  considered 
that  the  end  had  indeed  come.  Instead,  he 
dismissed  the  students  temporarily,  but  told 
them,  with  incurable  optimism,  to  hold 
themselves  ready  to  report  at  any  time  to 
new  quarters. 

These  new  quarters,  after  the  investiga- 
tion of  several  possibilities,  were  finally 
located  in  the  building  of  the  Institute  of 
the  Deaf  and  Dumb  Asylum  in  Baton  Rouge. 
Attempts  to  transfer  the  building  to  the 
school  were  unavailing,  and  for  many 
years  the  cadets  of  Louisiana  State  Univer- 
sity (as  the  Seminary  had  been  named  in 
1870)  and  the  inmates  of  the  Institute  were 
housed  in  the  same  building.  The  incon- 
veniences of  the  arrangement  need  scarcely 
be  enlarged  upon.  There  was  insufficient 
room  for  the  museums,  library  and  labora- 
tories, the  cadets  were  housed  eight  and 
ten  to  a room,  and  they  drilled  in  the  pub- 
lic streets  because  the  grounds  of  the  Insti- 


tute were  entirely  inadequate  for  exercise 
and  military  maneuvers. 

Financial  difficulties  continued.  The 
faculty  changed  frequently,  and  the  remain- 
ing professors,  to  compensate,  were  obliged 
to  take  on  extra  courses  or  rearrange  the 
courses  they  were  teaching.  At  one  time 
Colonel  Boyd  found  himself  teaching  math- 
ematics instead  of  Greek  and  Latin.  Again 
and  again  he  had  to  appear  before  the  Leg- 
islature and  literally  beg  for  funds,  an  ex- 
tremely distasteful  necessity  because  the 
legislators  then  consisted  of  scalawags,  de- 
serters from  the  Confederate  Army,  ex- 
treme carpetbaggers,  and  a few  negroes, 
all  of  whom,  as  Colonel  Boyd  put  it,  were 
“enemies  of  the  University.” 

During  the  session  1872-73  the  benefic- 
iary students,  whose  tuition,  fees  and  board 
were  paid  by  the  Legislature,  were  with- 
drawn, and  only  about  45  students  re- 
mained. The  University,  in  fact,  was  worse 
off  in  1873  than  it  had  been  in  1865.  Col- 
onel Boyd,  entirely  undaunted,  appealed  to 
the  people  of  the  state  for  help,  saying  that 
he  had  given  up  all  hope  of  receiving  aid 
from  the  legislature.  The  response  was 
meager,  and  from  1873  to  1877  the  condi- 
tion of  the  school  was  deplorable  in  the 
extreme.  No  money  at  all  was  appropri- 
ated by  the  Legislature  and  the  only  source 
of  revenue  was  the  small  fees  paid  by  the 
students.  The  school  was  frequently  sued 
for  debt,  and  many  such  suits  were  brought 
against  Colonel  Boyd  personally.  Most  of 
the  professors  withdrew,  one  after  the 
ether,  to  seek  employment  elsewhere,  and 
the  few  who  remained  because  of  their  de- 
votion to  Colonel  Boyd  served  for  small  pay 
or  none  at  all. 

Throughout  these  trying  days  Colonel 
Boyd  remained  steadfast.  He  was  several 
times  offered  excellent  positions  elsewhere, 
and  his  friends  repeatedly  urged  him  to  give 
up  his  apparently  hopeless  task.  To  these 
offers  and  to  the  entreaties  of  his  friends 
he  replied,  “I  can’t  leave  until  the  war  is 
over.”  The  diary  which  he  kept  during 
1874  and  1875  tells  the  whole  story  of  strug- 
gle, hardship  and  disappointment.  Decem- 
ber 22,  1874,  he  wrote,  “I  have  but  one  pair 
of  old  pants  and  they  are  worn  out ; and  but 
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one  old  cit.  coat,  in  the  same  fix.”  Fre- 
quently, he  wrote,  the  professors’  table  was 
without  meat,  sugar  or  coffee,  “and  so  it 
has  been  for  nearly  two  years  past;  often 
after  breakfast  we  have  nothing  for  dinner 
— no  money,  no  credit;  yet  we  lived.” 

Then  a new  day  dawned.  In  1877  the 
Louisiana  State  University  was  merged 
with  the  Louisiana  Agricultural  and  Me- 
chanical College  which  had  been  founded 
in  New  Orleans  in  1874,  and  adequate  finan- 
cial support  for  both  institutions  was  se- 
cured. Colonel  Boyd  at  first  declined  the 
presidency,  believing  that  a new  man  should 
be  appointed,  but  was  finally  persuaded  to 
accept  the  position.  The  enemies  whom  the 
monetary  difficulties  of  the  early  years  had 
made  for  him  attempted  soon  afterward  to 
discredit  him  and  have  him  removed  from 
his  position.  A legislative  committee  was 
appointed  for  the  investigation,  but  found 
the  affairs  of  the  University  in  perfect  or- 
der and  had  only  praise  for  his  administra- 
tion. When  he  finally  retired,  in  1886,  he 
left  an  institution  whose  forward  path  lay 
straight  and  plain  before  it. 

As  far  as  lay  in  his  power  Colonel  Boyd, 
from  first  to  last,  filled  the  minds  of  his 
pupils  with  ideals  of  reverence,  morality, 
honor  and  manhood.  Those  ideals  perme- 
ated his  own  conception  of  “true  and  virtu- 
ous education.”  Again  and  again  they  ap- 
pear in  his  reports,  and  he  saw  to  it  that 
they  were  embodied  in  Act  145  of  the  Leg- 
islature of  1876,  which  defined  the  scope 
of  Louisiana  State  University:5  “ . . . shall 
have  for  its  object  to  become  an  institution 
of  learning,  in  the  broadest  and  highest 
sense,  where  literature,  science,  and  all  the 
arts  may  be  taught;  where  the  principles 
of  truth  and  honor  may  be  established ; and 
a noble  sense  of  personal  and  patriotic  and 
religious  duty  inculcated ; in  fine,  to  fit  the 
citizen  to  perform  justly,  skillfully,  and 
magnanimously  all  the  offices,  both  private 
and  public,  of  peace  and  war.” 

Colonel  Boyd  was  himself  a living  exam- 
ple of  what  he  believed.  He  showed  his 
students  as  well  as  taught  them  that  happi- 
ness can  be  found  in  every  walk  and  every 
stage  of  life  in  the  path  of  duty  and  the 
service  of  others.  If  ever  a man  lived  who 


believed  in  the  ultimate  triumph  of  the  right 
it  was  David  French  Boyd.  It  was  this 
that  made  him  undergo  the  incredible  toils 
and  privations  of  the  early  days  of  the 
school.  Every  page  of  his  diary  burns  with 
the  fire  of  selfless  devotion.  It  is  a story 
of  struggle  and  suffering  and  poverty,  of 
sorrow  and  privation  and  pain,  of  efforts 
foiled  and  hopes  deferred,  but  it  is  also  a 
story  of  undying  faith  and  trust  and  confi- 
dence in  the  right. 

We  commemorate  Colonel  David  French 
Boyd  because  he  was  a benefactor  of  Lou- 
isiana and  of  the  whole  South.  We  com- 
memorate him  with  even  truer  reason  be- 
cause in  founding  a great  university,  liter- 
ally without  money,  he  endowed  it  with  his 
own  radiant  soul. 
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SURGICAL  TREATMENT  OF 

DETACHMENT  OF  THE  RETINA* 

W.  R.  BUFFINGTON,  M.  D. 

New  Orleans 

Simple  retinal  detachment  is  a separation 
between  the  pigment  epithelial  layer  of  the 
retina  and  the  other  retinal  layers  by  fluid. 

Anatomically,  the  retina  is  attached  at 
the  optic  disc  and  at  the  ora  serrata.  The 
intervening  part  is  in  contact  with  the 
choroid,  but  not  attached  to  it.  Primary  de- 
generation of  the  vitreous,  perforation  of 
the  globe,  perforating  ulcers,  and  subretinal 
hemorrhages,  by  lowering  intra-ocular  ten- 
sion, predispose  to  retinal  detachment. 

*Read  before  the  sixty-first  annual  meeting  of 
the  Louisiana  State  Medical  Society,  New  Orleans, 
April  24,  1940. 
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Opinions  differ  as  to  the  cause  of  simple 
detachment.  One  or  more  of  the  following 
conditions  is  probably  the  predisposing 
cause  in  most  cases:  (a)  The  intra-ocular 
pressure  in  front  of  the  retina  falls  below 
normal;  (b)  the  pressure  behind  the  retina 
is  increased;  (c)  adhesions  between  the 
vitreous  and  the  retina  pull  on  the  latter, 
causing  its  detachment. 

DIRECT  CAUSES  OF  RETINAL  DETACHMENT 

1.  Concussion  of  the  eyeball;  subretinal 
hemorrhage;  perforating  injuries;  per- 
forating corneal  ulcers,  notably  seen  as  a 
remote  complication  after  removal  of  intra- 
ocular foreign  bodies  by  the  posterior  route. 
I have  seen  five  cases  of  this  type. 

2.  In  progressive  myopia  the  non-elastic 
retina  is  in  contact  with  the  elastic  sclera, 
and  the  choroid  is  put  on  increased  tension 
due  to  the  enlargement  of  the  globe.  The 
elastic  sclera  softens  as  the  vitreous  be- 
comes more  liquid,  culminating  in  detach- 
ment. 

3.  Inflammations : Severe  acute  and 

chronic  uveitis,  are  often  responsible  for 
detachment.  Retinitis,  by  producing  exu- 
dates and  changes  in  the  vitreous,  is  a 
potent  cause.  All  cases  of  retinitis  ex- 
terna with  massive  exudates,  known  as 
Coats’  disease,  which  I have  seen  finally 
end  in  detachment.  All  intra-ocular  inflam- 
mations and  hemorrhages  which  leave  be- 
hind organized  fibrous  tissue  show  a high 
percentage  of  detachments.  Prognoses,  with 
any  treatment  in  such  cases,  are  practically 
nil. 

4.  Constitutional  diseases : (a)  Toxemia 
of  pregnancy  (Schiotz  saw  seven  in  6800 
cases;  the  prognosis  is  good)  ; (b)  in  the 
late  stages  of  nephritis. 

5.  The  retina  is  pushed  forward  often  in 
a bullous-like  protrusion  in  the  so-called  de- 
tachment of  the  choroid  which  in  some  in- 
stances follows  cataract  extraction  and 
trephine  operations  for  glaucoma.  The 
prognosis  in  these  cases  is  favorable.  One 
patient  only  have  I seen  following  a tre- 
phine operation  and  in  this  person  a per- 
manent detachment  resulted. 

6.  Tumors  of  the  choroid  are  a frequent 
cause  for  detachment.  It  is  obvious  that 


such  cases  of  detachment  are  not  amenable 
to  surgical  treatment,  and  the  removal  of 
the  eyeball  is  necessary  due  to  the  fact  that 
these  tumors  in  nearly  all  instances  are 
melanosarcomas. 

In  discussing  traumatism,  the  most  fre- 
quent direct  cause  of  retinal  detachment, 
this  statement  by  Arrugo  is  worth  repeat- 
ing: “In  normal  eyes,  traumatism  must  be 
severe  to  produce  retinal  detachment.  In 
predisposed  eyes,  a very  slight  trauma  may 
produce  the  condition.”  In  normal  eyes  it 
is  unusual  for  detachment  to  follow  even 
severe  blows,  unless  a perforation  of  the 
globe  or  a rupture  of  the  retina  takes  place. 
Direct  trauma  to  or  about  the  eye  is  com- 
mon to  football  players,  pugilists,  and 
wrestlers.  Detachment  is  relatively  uncom- 
mon among  them.  The  reason  for  this  is 
that  they  are  young  and  healthy.  They  have 
not  yet  had  intra-ocular  degeneration  and 
other  changes  which  take  place  as  age  ad- 
vances. 

In  the  predisposed  eye,  a slight  blow  over 
the  eyes  or  on  the  head,  bumping  into  a 
door,  even  rubbing  the  eye  with  the  fingers, 
may  be  responsible  for  a detachment.  In 
these  eyes  the  time  between  the  trauma  and 
the  detachment  may  be  several  days  or 
weeks.  In  some  instances  it  is  delayed 
several  months,  according  to  the  best  ob- 
servers. 

This  brings  up  the  question : What  are 
predisposed  eyes? 

1.  Myopic,  or  near-sighted  changes  ac- 
count for  from  50  to  60  per  cent.  Myopia 
is  on  the  increase,  due  to  the  intensive  re- 
quirements of  modern  education.  It  is  a 
disease  and  should  not  be  looked  upon  as 
merely  an  error  of  refraction  to  be  cor- 
rected with  glasses.  Malignant  myopia,  or 
progressive  near-sightedness,  should  be 
given  serious  consideration  in  early  life 
among  those  children  affected.  In  addition 
to  being  a most  important  predisposing  fac- 
tor in  detachment  of  the  retina,  myopia  is 
often  responsible  for  serious  impairment  of 
vision  in  later  life. 

2.  Senile  changes  in  which  there  is  a 
thinning  of  the  retina  due  to  cystic  degen- 
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eration,  and  peripheral  fundus  through  the 
dilated  pupil. 

According  to  Stallard’s  figures,  the  onset 
of  detachment  was  sudden  in  52  per  cent, 
insidious  in  42  per  cent,  traumatic  history 
16  per  cent,  previous  eye  trouble  24  per 
cent.  Refractive  errors : Myopia  42  per 
cent,  hypermetropia  11  per  cent,  em- 
metropia  11  per  cent,  vitreous  opacities  47 
per  cent.  (My  experience  shows  a higher 
incidence).  Age  incidence:  More  frequent 
between  40  and  70  years  old;  average  60 
years. 

The  subjective  symptoms  of  detachment 
are:  Light  flashes;  waving  curtains;  re- 
duced light  minimum;  contraction  of  the 
visual  field.  On  the  other  hand,  in  many 
cases  the  disturbance  is  not  noticed  by  the 
patient  until  the  macula  or  central  retina 
have  become  involved. 

TEARS,  RENTS,  DISINSERTIONS 

The  importance  of  recognizing  and  locat- 
ing the  rupture  in  the  detachment  of  the 
retina  known  as  tears,  rents,  and  disinser- 
tions,  and  their  closure  by  modern  surgical 
means,  are  the  most  important  factors  in 
the  successful  treatment  of  detachment  of 
the  retina.  Tears  may  be  secondary  but 
once  formed  they  create  a vicious  circle. 
So,  their  closure  is  vital  to  success.  Tears, 
rents,  or  disinsertions,  are  found  in  at  least 
75  per  cent  of  all  cases  of  spontaneous  or 


Fig.  1.  Extensive  retinal  detachment  in  a pa- 
tient following  a fall. 


idiopathic  detachments  (the  use  of  the  word 
spontaneous  or  idiopathic  is  applied  to  these 
cases  of  detachment  in  which  no  other 
cause  can  be  found  and  these  are  the  ones 
which  are  amenable  to  surgical  treatment) . 
These  tears  or  rents  can  exist  and  yet  not 
be  visible,  being  too  far  in  the  periphery  of 
the  fundus.  In  order  therefore  to  find  them 
it  requires  time,  patience,  and  a careful 
examination  through  a widely  dilated  pu- 
pil with  an  excellent  ophthalmoscopic  il- 
lumination. Tears  are  often  multiple.  In 
some  instances  these  ruptures,  tears,  or  dis- 
insertions, are  so  extensive  that  treatment 
would  be  of  no  value. 

LOCALIZATION  OF  TEARS 

You  can  readily  understand  that  since  the 
retinal  tears  are  located  on  the  inside,  and 
the  surgical  treatment  is  applied  to  the  out- 
side of  a globe,  it  becomes  vitally  important 
to  locate  the  tears  in  order  to  treat  them 
through  the  scleral  surface.  To  miss  the 
tears  would  be  to  defeat  the  purpose  of  the 
treatment. 

The  history  is  most  important  in  deter- 
mining the  location  of  the  tear  and  begin- 
ning detachment.  If  temporal  and  above, 
the  patient  first  notices  flashing  of  light, 
flickering  in  the  lower  nasal  field.  If  his 
observation  is  accurately  made,  one  begins 
to  form  a pretty  good  idea  where  the  tear 
is  located.  As  the  detachment  advances,  the 
field  contracts.  Some  observers  have 
thought  in  cases  of  trauma  the  tear  is  often 
opposite  the  site  of  the  blow.  A history  of 
a moderately  slow  loss  of  the  upper  half 
of  the  field  is  almost  sure  to  have  a disin- 
sertion  below,  temporally.  Exact  localiza- 
tion of  the  tear  is  not  vital  to  successful 
surgical  treatment  of  retinal  detachment. 
One  must  select  a practical  way  to  serve  his 
purpose  best.  Most  methods  published  re- 
cently in  the  literature,  though  accurate, 
are  too  complicated  for  practical  use; 
others  are  so  entwined  with  higher  mathe- 
matics that  the  average  doctor  is  lost  in  a 
maze  when  he  attempts  the  solution  of  the 
problem. 

Ridly  gives  practical  data  in  the  follow- 
ing statements:  “Tendency  to  underesti- 
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mate  distance  between  the  hole  and  the 
periphery.”  His  rule  is: 

1.  Count  10  mm.  from  limbus  to  retinal 
periphery  at  the  ora  serrata. 

2.  Estimate  each  disc  diameter  2 mm. 
instead  of  one. 

3.  A diathermy  application  12  mm.  from 
limbus  is  just  visible  in  its  entirety,  at  the 
periphery.  One,  22  mm.  from  the  limbus  is 
as  far  back  as  the  tears  are  seen,  almost 
to  the  macula.  Between  these  two  points 
good  judgment  must  be  exercised. 

The  following  has  been  my  procedure  in 
a practical  localization : 

1.  Chart  the  fundus  on  a flat  surface. 

2.  Intra-ocular  measurements  are  made 
in  disc  diameters;  the  scleral  surface  in 
millimeters. 

3.  In  transposing,  each  disc  diameter 
equals  2 mm. 

4.  The  watch  dial  is  the  guide  for  the 
circumference  location  of  the  meridian  of 
the  tear. 

TREATMENT 

The  recent  advances  in  the  treatment  of 
detachment  of  the  retina  represent  a dis- 
tinct advance  in  medical  science.  How  help- 
less oculists  of  the  past  felt  when  placed 
face  to  face  with  this  condition. 

The  basic  treatment  has  been  to  co-apt 
the  detached  retina  and  choroid  by  drain- 
age of  the  subretinal  fluid.  The  choroid, 
compared  to  other  vascular  membranes  of 
the  body,  has  very  feeble  absorptive  powers. 
To  increase  bodily  absorptive  powers  the 
older  method  of  treatment,  with  which  you 
are  familiar,  was  to  give  diuretics  and 
diaphoretics:  Hot  air,  baths,  purgatives, 
pilocarpin,  and  injections  of  hypertonic  sa- 
line solution.  The  cures  were  few  and  far 
between. 

A careful  study  of  each  particular  case 
plays  an  important  role  to  guide  us  in  the 
course  of  treatment  to  follow.  The  etiology, 
a careful  study  of  the  vitreous,  retina,  and 
choroid,  are  essential.  Gross  vitreous 
changes,  intra-ocular  fibrous  bands  result- 
ing from  inflammations  and  hemorrhages, 
active  retinitis  or  choroiditis,  patients  with 
giant  tears,  and  intra-ocular  hypotension, 
are  poor  risks,  and  are  best  treated  along 


conservative  lines.  Because  of  the  strenuous 
preoperative  and  postoperative  require- 
ments essentia]  to  successful  treatment, 
feeble  old  people  are  manifestly  poor  risks. 

Absolute  rest  in  bed  is  the  first  essential 
in  treatment.  The  patient’s  head  is  lowered 
or  elevated,  depending  on  whether  the  de- 
tachment is  above  or  below.  Binocular 


Fig.  2.  Reattachment  showing  retinal  scars,  a 
result  of  the  surgical  treatment  by  the  diathermy 
multiple  micropin  punctures.  These  adhesive  scars 
hold  the  retina  in  place.  Final  vision  in  this  case 
was  20/30. 

bandages,  and  peep-hole  goggles  are  used; 
the  binocular  bandages  for  two  weeks  after 
the  operation,  then  the  peep-hole  glasses 
worn.  Experience  has  taught  that  the  bod- 
ily and  ocular  movements  will  defeat  any 
treatment,  no  matter  how  perfect. 

My  best  results  have  been  obtained  by 
the  following  procedure : 

1.  A careful  history  as  to  cause. 

2.  The  location  in  the  field  of  vision  of 
the  first  subjective  symptoms  of  flickerings 
or  field  defects. 

3.  A careful  study  of  the  detachment. 

4.  Localization  of  tear,  tears,  or  disin- 
sertion. 

5.  Immobilize,  and  bandage  both  eyes  to 
study  the  effect  on  advancement  or  reces- 
sion of  the  detachment,  and  better  to  lo- 
calize the  tear. 
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6.  Prepare  a patient  as  for  a cataract 
extraction  or  any  other  intra-ocular  sur- 
gery. 

7.  The  time  element  between  detach- 
ment and  operation  is  not  as  important  as 
it  was  once  thought.  Some  of  my  best  re- 
sults have  been  obtained  after  six  months’ 
duration  or  longer. 

8.  Careful  fixation  of  the  patient;  lo- 
calization of  the  tear,  if  possible;  and  a 
study  of  the  extent  and  type  of  detachment. 

9.  After  the  conjunctiva  and  one  or 

more  muscles  are  divided,  and  the  markings 
made  for  location  on  the  scleral  surface,  20 
to  30  fine,  short,  sharp,  micropins  are  in- 
troduced through  the  sclera  with  a diather- 
mic current  of  30  to  40  milliamperes.  After 
these  have  been  introduced,  more  inacces- 
sible areas  marked  for  treatment  are  punc- 
tured with  the  Lacarrere  instrument  with 
a current  of  50  to  60  milliamps.  All  pins 
are  then  removed  quickly,  almost  simul- 
taneously. The  failure  of  the  sub-retinal 
fluid  to  be  evacuated  often  defeats  the  pur- 
pose of  the  operation.  It  is  vital  for  the 
retina  to  come  in  contact  with  the  ' dia- 
thermically  treated  choroid.  A point  in  my 
experience : The  subretinal  fluid  drains 

most  successfully  from  the  multiple  micro- 
pin punctures  when  the  pins  are  removed 
almost  simultaneously.  This  is  certainly 
true  if  all  the  pins  are  kept  intact  until  the 
operation  is  completed.  I think  the  better 
drainage  is  due  to  the  uniform  hydrostatic 
escape  of  the  sub-retinal  fluid  causing  the 
detachment. 

In  treating  a disinsertion  at  the  ora 
serrata,  two  rows  of  micropins  are  intro- 
duced behind  the  defect.  I try  to  make  dis- 
tance between  pins  about  3 mm.  In  tears 
located  some  distance  from  the  area,  one 
row  of  pins  is  inserted  in  front  of  and  a 
second  row  behind  it.  The  treatment  is  not 
confined  to  the  area  of  the  tear,  but  the 
punctures  are  so  made  as  to  complete  the 
whole  detachment  in  a given  quadrant. 

The  micropins  must  be  short  and  fine 
in  order  not  to  damage  the  retina.  I have 
had  most  of  my  pins  so  shortened  that 
even  in  flat  detachments  they  cannot  pene- 
trate deep  enough  to  touch  the  retina. 


Fig.  3.  Shows  the  micropins  in  place  following 
their  insertion  by  diathermy.  These  are  removed 
after  the  necessary  number  have  been  inserted. 
The  subretinal  fluid  passes  out  through  the  punc- 
tures, thus  permitting  the  retina  to  be  replaced 
against  the  choroid.  After  healing,  if  successful, 
the  results  are  as  seen  in  Figure  2. 

In  a series  of  forty  patients  operated 
on,  three  have  been  operated  on  twice,  suc- 
cessfully, giving  a vision,  respectively  of 
20/30,  20/70  and  20/100.  Another,  aged 
63,  a high  myope,  had  a detachment  of  one 
year’s  duration ; the  operation  was  success- 
ful. Vision  was  improved  from  hand  move- 
ments to  20/70.  In  her  case  the  tear  was 
found  and  localized.  In  three  patients  fol- 
lowing cataract  extraction,  operation  was 
successful  in  one  and  a failure  in  two. 

POSTOPERATIVE  COMPLICATIONS 

1.  Panophthalmitis  has  been  seen ; I 
have  had  one  case. 

2.  Vitreous  hemorrhages  are  a serious 
complication  and  may  defeat  an  otherwise 
successful  operation ; often  seen  the  day 
after  the  operation. 

3.  Marked  chemosis  is  regarded  by  some 
as  offering  an  unfavorable  prognosis,  indi- 
cating that  the  exudation  of  fluid  exter- 
nally is  nearly  always  associated  with 
transudation  of  fluid  beneath  the  retina; 
or,  it  may  occur  on  the  third  or  fourth  day 
when  excessive  diathermy  has  been  used. 
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4.  Some  have  reported  thrombosis  of 
retinal  veins,  which  defeats  the  purpose  of 
the  operation. 

I want  to  tell  you  about  these  micropins. 
We  just  put  them  on  and  drive  them  in  with 
a current  of  20  to  35  milliamperes,  like 
tacks.  They  go  through  the  sclera.  We  use 
about  30  of  these  pins,  3 millimeters  apart. 
When  we  take  the  pins  out,  the  retina  goes 
back  into  place,  and  where  each  pin  was 
attached  a little  inflammatory  adhesion 
takes  place.  Of  course,  blindness  always 
occurs  where  these  pins  were,  but  it  is  not 
central  blindness;  the  patient  will  have 
vision. 

CONCLUSION 

Many  people  who  have  certain  types  of 
ocular  disease  can  have  a marked  reduction 
of  vision  and  yet  will  be  able  to  lead  a very 
useful  and  worthwhile  life. 

o — — 

HYPERTENSION  AS  A SYMPTOM  OF 
RENAL  FAILURE 

A REVIEW  OF  THE  RECENT  LITERATURE* 

ROBERT  HEBARD  BAYLEY,  M.  D.f 
New  Orleans 

Ivy  and  McEwen,1  in  a recent  discussion 
of  the  physiologic  aspects  of  hypertension, 
advanced  the  concept  that  there  is  at  least 
presumptive  evidence  that  this  condition  is 
caused  by  a hormonal  agent  of  renal  origin. 
It  is  likely  that  the  hypothetical  agent  may 
be  the  intermediate  product  of  an  enzyme 
acting  on  a substrate  in  the  blood.  The  ac- 
ceptance of  this  concept,  it  is  clear,  leads  to 
the  conclusion  that  the  kidney  is  an  organ 
of  internal  secretion  as  well  as  of  external 
secretion  and  is  in  this  sense  bifunctional. 

The  work  of  two  outstanding  investi- 
gators, Goldblatt2  and  Page,3  seems  to  sup- 
port the  concept  recently  advanced  by  Ivy 
and  McEwen.  Goldblatt,  by  constricting  the 
main  renal  arteries  with  a special  clamp 
left  in  situ,  was  able  to  produce  experi- 

*Read at  Medical  Symposium,  Annual  Meeting 
of  Louisiana  State  University  Alumni  Federation, 
Baton  Rouge,  October  26,  1940. 

f From  the  Department  of  Medicine  of  the  School 
of  Medicine  of  Louisiana  State  University. 


mental  chronic  hypertension  due  to  renal 
ischemia.  Page  has  shown  that  the  reaction 
of  a renal  extract  with  normal  blood  results 
in  the  formation  of  a vasopressor  substance 
which  is  found  in  the  peripheral  circulation 
of  dogs  with  experimental  hypertension  and 
of  human  subjects  with  nephritic,  malig- 
nant or  essential  hypertension. 

The  retention  of  waste  products  is  gen- 
erally accepted  as  a symptom  of  failure  of 
the  external  renal  function.  The  new  con- 
cept would  seem  to  demand  that  hyperten- 
sion be  regarded  as  the  symptom  of  failure 
of  the  internal  renal  function.  Very  little 
is  known  as  yet  about  the  normal  internal 
renal  function,  but  it  can  be  stated  quite 
positively  that  its  disturbance,  presumably 
by  ischemia,  results  in  hypertension.  It  can 
also  be  stated  that  hypertension  cannot 
occur  unless  the  adrenal  cortex  is  present.4 

A reconsideration  of  the  various  clinical 
renal  disorders  in  the  light  of  these  facts 
would  probably  reveal  them  to  be  character- 
ized by  external  or  internal  renal  failure  or 
by  bifunctional  failure.  Diabetes  mellitus, 
for  example,  is  a well  known  illustration  of 
unifunctional  failure  of  the  pancreas,  while 
pancreatitis  may  occasionally  serve  as  an  il- 
lustration of  the  bifunctional  type  of  pan- 
creatic failure. 

Goldblatt,46  by  moderately  severe  con- 
striction of  the  main  renal  arteries,  has 
been  able  to  produce  experimental  failure 
of  the  internal  renal  function  without  any 
evidence  of  failure  of  the  external  function. 
He  was  also  able  to  produce  the  bifunc- 
tional type  of  failure  by  an  extreme  degree 
of  arterial  constriction.2- 5- 6 He  compared 
the  vascular  pathology  produced  by  moder- 
ate constriction  of  the  renal  arteries  to  that 
seen  in  benign  essential  hypertension  in 
man  and  the  more  pronounced  vascular 
pathology  produced  by  extreme  constriction 
to  that  seen  in  the  malignant  phase  of  es- 
sential hypertension  in  man. 

The  acceptance  of  the  concept  that  hyper- 
tension is  a symptom  of  failure  of  an  in- 
ternal renal  function  is  not  at  all  the  same 
as  the  acceptance  of  the  concept  that  hyper- 
tension is  necessarily  of  renal  origin.  A sim- 
ple comparison  will  make  the  distinction 
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clear.  Macrocytic  hyperchromic  anemia  is  a 
symptom  of  failure  of  the  gastric  hormonal 
function,  yet  it  may  be  of  hepatic  origin,  as 
in  cirrhosis  of  the  liver,  of  gastric  origin, 
as  in  pernicious  anemia,  or  of  dietary 
origin,  as  in  pellagra. 

An  examination  of  the  more  common 
clinical  conditions  upon  which  the  concept 
of  bifunctional  renal  activity  seems  to  have 
a bearing  reveals  that  so-called  essential 
hypertension  is  by  far  the  most  common 
condition  in  which  hypertension  alone  is 
the  predominating  symptom.  The  chief 
complaints  of  patients  with  essential  hyper- 
tension are  usually  cardiac  or  cerebral  in 
character,  yet  the  new  concept  of  hyper- 
tension compels  one  to  look  for  a possible 
cause  of  disturbance  of  the  internal  renal 
function.  Time  and  time  again,  further- 
more, one  is  amazed  at  the  fruitful  reward 
of  a search  made  with  definite  presump- 
tions in  mind. 

For  many  years  no  one  had  been  con- 
cerned with  the  apparently  causal  associa- 
tion of  hypertension  and  the  chronic  or 
healed  forms  of  pyelonephritis,  and  up  to 
1930,  according  to  Bell  and  Pedersen,7  no 
cases  of  bilateral  pyelonephritis  associated 
with  hypertension  had  been  reported.  Since 
that  time,  however,  a number  of  publica- 
tions have  appeared  in  which  hypertension 
is  related  to  occlusive  vascular  changes  in 
the  kidneys  which  may  occur  in  pyelone- 
phritis.811  Even  more  striking  are  the  in- 
creasing numbers  of  cures  of  hypertension 
by  the  performance  of  nephrectomy  for 
chronic  or  healed  unilateral  pyelonephri- 
tis.1--10 

A case  was  recently  reported  in  which  the 
relief  of  hypertension  followed  nephrect- 
omy for  unilateral  hydronephrosis,  without 
renal  infection  or  vascular  changes.17  Ex- 
aminations of  the  urine  were  negative.  Such 
a case  is  an  exception  to  the  general  idea 
that  hypertension  in  these  conditions  is 
necessarily  dependent  upon  arteriolar 
changes  due  primarily  to  infection.  It  sug- 
gests that  distortion  of  the  renal  pelvis  can 
produce  renal  ischemia  by  compression  de- 
formity of  the  renal  arteries;  neither  in- 


flammation nor  occlusive  vascular  disease 
was  demonstrable  in  the  excised  kidney. 

In  a case  of  bilateral  hydronephrosis,  re- 
ported by  Nesbit,15  bilateral  nephrostomy 
was  followed  by  the  relief  of  an  associated 
hypertension  as  soon  as  the  second  kidney 
was  drained.  This  patient  had  a bifunc- 
tional type  of  renal  failure.  He  was  suffi- 
ciently improved  after  operation  to  return 
to  work,  but  his  impaired  excretory  renal 
function  continued  unimproved. 

In  the  future,  the  patients  who  make  up 
this  group  will  no  doubt  account  for  a com- 
mendable reduction  in  the  number  of  pa- 
tients formerly  classified  as  having  essen- 
tial hypertension.  The  diagnostic  impor- 
tance of  routine  pyelography  in  all  patients 
with  obscure  hypertension  cannot  be  over- 
emphasized, even  when  the  urinary  studies 
are  entirely  negative. 

Blackman,18  in  a recent  study  of  cross- 
sections  of  the  main  renal  arteries,  found  a 
moderate  or  a marked  arteriosclerotic  sten- 
osis of  the  lumina  in  86  per  cent  of  a group 
of  patients  coming  to  autopsy  with  a diag- 
nosis of  essential  hypertension.  There  was, 
however,  a negligible  incidence  of  similar 
changes  in  a control  series  of  cases  in  which 
hypertension  was  not  present.  Hypertension 
was  the  predominant  symptom  in  the  first 
group  of  cases,  and  in  them  the  hypothetical 
internal  renal  function  was  presumably 
disturbed  by  renal  ischemia.  As  yet  there  is 
no  definite  idea  how  great  a reduction 
would  be  made  in  the  number  of  patients 
classified  as  having  essential  hypertension 
by  segregating  this  group  of  patients. 

Moritz  and  Oldt19  have  pointed  out  that 
if  unilateral  occlusive  arterial  disease  of  the 
kidney  could  be  diagnosed  clinically,  the  as- 
sociated hypertension  might  be  cured  by 
ipsolateral  nephrectomy.  Perhaps  arterial 
injection  of  a suitable  medium  opaque  to 
roentgen-ray  might  offer  diagnostic  possi- 
bilities in  these  cases. 

The  hypersthenic  type  of  patient,  with  a 
family  history  of  hypertension  and  vascular 
accidents,  is  very  familiar  to  all  clinicians. 
It  is  conceivable  that  in  these  patients  the 
nervous  system  may  be  capable  of  initiating 
renal  arteriolar  spasm  of  sufficient  severity 
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to  cause  renal  ischemia.  At  first  the  spasm 
might  occur  only  under  periods  of  great 
stress.  Later  it  would  occur  under  more  cas- 
ual circumstances.  Once  the  ischemia  was 
established,  however,  there  would  be  a tend- 
ency for  the  formation  of  a vicious  circle. 
The  vasopressor  substance  resulting  from 
renal  ischemia  would  initiate  a generalized 
arteriolar  constriction  that  would  aggra- 
vate further  the  renal  ischemia  already 
present.  The  not  infrequent  favorable  re- 
sults obtained  in  hypertension  by  operations 
on  the  nervous  system  support  this  hy- 
pothesis.2031 Most  of  them  are  aimed  at 
relaxation  of  the  splanchnic  arterioles,  but 
experimental  evidence  suggests  that  im- 
provement probably  results  from  a relaxa- 
tion of  the  renal  arterioles.4 

For  the  same  reason  certain  patients  who 
are  seen  early  enough  and  who  are  properly 
handled  may  improve  with  simple  meas- 
ures directed  merely  at  the  relief  of  nervous 
strain.  The  frequent  failure  of  surgical 
measures,  on  the  other  hand,  would  seem 
to  be  due  to  irreversible  changes  within  the 
renal  vessels. 

The  necrotic  arterial  changes  which  some 
writers  consider  to  be  characteristic  of  the 
malignant  type  of  hypertension  have  been 
found,  both  clinically11  and  experimentally,4 
to  be  associated  with  uremia.  They  may 
therefore  be  regarded  as  evidence  of  the  bi- 
functional type  of  renal  failure. 

DIAGNOSIS 

The  group  of  patients  whose  disturbance 
of  renal  function  is  due  directly  to  renal 
arterial  disease  offers  the  greatest  diag- 
nostic difficulty  at  the  present  time.  Hyper- 
tension is  often  the  only  symptom  they  pre- 
sent and  the  tendency  is,  just  as  it  has  been 
in  the  past,  to  classify  them  in  the  essen- 
tial hypertensive  group.  Those  with  healed 
pyelonephritis  may  have  normal  urine  and 
tests  of  external  renal  function  may  be  nor- 
mal. Those  with  renal  arteriosclerosis  are 
beyond  diagnosis  by  methods  presently 
available. 

Certain  infectious  diseases,  such  as  lupus 
erythematosis,  periarteritis  nodosa,  and 
rheumatic  fever  produce  a generalized  ar- 
teritis, but  hypertension  is  present  in  asso- 


ciation only  when  there  is  extensive  involve- 
ment of  the  renal  vessels.11  The  clinical 
diagnosis  of  renal  arteritis,  however,  can 
be  made  only  by  inference.  It  seems  prob- 
able that  other  infectious  diseases  which 
are  now  associated  infrequently  if  at  all 
with  arteritis  may  ultimately  be  shown  to 
be  related  by  renal  arterial  involvement  to 
an  apparently  coincidental  hypertension. 

When  the  concept  of  renal  bifunction  is 
applied  to  glomerulonephritis,  the  correla- 
tions are  interesting  and  perhaps  of  some 
practical  value.  The  intensity  and  extent  of 
glomerular  damage  determines  the  severity 
of  renal  ischemia  which,  in  turn,  determines 
the  severity  of  the  associated  hypertension. 
In'  acute  cases  a mild  degree  of  hyperten- 
sion which  soon  begins  to  diminish  has  long 
been  considered  to  indicate  a favorable 
prognosis.  Severe  hypertension,  on  the  con- 
trary, is  usually  associated  with  a grave 
outcome.  I have  recently  observed  a patient 
in  whom  the  blood  pressure  reached  a 
height  of  180/140  within  a week  after  the 
onset  of  the  acute  process.  The  patient,  a 
five  year  old  boy,  died  in  uremia  after  an 
illness  of  two  months,  during  which  time 
the  heart  had  doubled  its  normal  weight. 

In  subacute  glomerulonephritis  the  ap- 
pearance of  hypertension  heralds  the  onset 
of  the  chronic  stage  and  is  looked  upon  as 
an  indication  of  irreversible  vascular 
changes,  though  it  may  be  many  months  be- 
fore nitrogenous  retention  is  evident.  Hy- 
pertension in  this  condition,  therefore,  is 
often  a more  delicate  index  of  disturbed 
renal  function  than  are  any  of  the  various 
tests  which  are  used  to  estimate  the  status 
of  the  excretory  renal  function. 

MANAGEMENT 

A word  should  be  added  regarding  the 
management  of  patients  with  so-called  es- 
sential hypertension.  The  concept  of  hyper- 
tension as  a symptom  of  disturbance  of  a 
hypothetical  internal  renal  function  will 
serve,  first  of  all,  to  make  the  clinician  look 
carefully  to  the  kidneys  for  a possible  'cor- 
rectable factor.  Failure  to  find  it  will  lead 
to  the  institution  of  medical  management, 
at  least  in  the  majority  of  cases.  Med- 
ical therapy,  according  to  Robinson  and 
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O’Hare’s32  admirable  summary,  should  be 
as  follows  : . advise  the  patient  to  take 

adequate  rest,  avoid  mental  and  physical 
strain,  bring  his  weight  to  a more  ideal 
level,  eat  simple  food  in  small  amounts, 
limit  his  fluid  intake  to  reasonable  levels, 
and  avoid  excess  of  any  nature.  If  [we]  add 
to  this  a mild  sedative  [we]  will  have  given 
the  patient  what  forms  the  backbone  of  our 
present  day  therapy.” 

In  the  occasional  case  other  therapeutic 
measures  may  be  used.  Thus  potassium 
sulfocyanate,  which  was  introduced  by 
Nichols33  in  1925  but  which  has  never  been 
widely  used,  has  a definite  place  in  the 
management  of  certain  carefully  selected 
cases.  It  produces  a fall  in  blood  pressure 
and  it  should  not  be  used,  as  a rule,  in  pa- 
tients with  a history  of  angina  pectoris, 
congestive  heart  failure,  cerebral  accident, 
or  significant  failure  of  the  external  renal 
function.32  The  dosage  differs  widely  in  dif- 
ferent individuals,  and  while  it  is  being  de- 
termined the  blood  level  of  the  drug  must 
be  carefully  watched.  Levels  of  7-12  mg. 
per  100  c.c.  of  blood  have  been  suggested  as 
optimum.32 

Certain  patients  are  candidates  for  sur- 
gical intervention,  particularly  patients 
with  hypertension  of  relatively  short  dura- 
tion. It  appears  to  be  impossible,  however, 
to  predict  the  outcome  of  operation  in  any 
given  case.34  Unilateral  nephro-omentopexy 
has  been  shown  to  cure  chronic  hyperten- 
sion due  to  renal  ischemia  in  dogs  in  which 
the  contralateral  kidney  had  previously 
been  removed.35  The  operation,  the  purpose 
of  which  is  to  establish  a collateral  renal 
circulation,  was  first  done  on  man  in  1936 
and  since  that  time  some  twelve  similar  op- 
erations have  been  reported,  with  encourag- 
ing results.30’ 37  Bilateral  nephro-omento- 
pexy does  not  seem  to  have  been  attempted 
as  yet. 

SUMMARY  AND  CONCLUSIONS 

(Experimental  work  on  the  problem  of 
hypertension  is  making  good  progress  and 
has  already  begun  to  clarify  and  even 
change  certain  of  our  ideas  concerning 
hypertension  in  man.  Progress,  both  experi- 
mentally and  clinically,  will  no  doubt  con- 


tinue at  an  accelerated  rate,  and  the  prac- 
ticing physician  will  need  to  watch  develop- 
ments closely  if  his  patients  are  to  receive 
the  benefits  of  up-to-date  management  of 
their  disease. 
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PUBLIC  HEALTH  ADMINISTRATION* 

W.  K.  SHARP,  JR.,  M.  D.f 
New  Orleans 

The  administration  of  a public  health  de- 
partment requires  the  full-time  services  of 
properly  trained  and  experienced  public 
health  lyorkers.  A public  health  program 
should  include,  in  addition  to  generalized 
public  health  activities,  plans  for  the  care 
of  the  indigent  and  semi-indigent  sick 
through  the  cooperation  and  active  leader- 
ship of  physicians  in  the  community. 

Progress  has  been  made  in  disease  pre- 
vention and  promotion  of  public  health 
through  the  protection  of  water  and  milk 
supplies,  general  environmental  sanitation, 
communicable  disease  control  and  mass  edu- 
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cation  since  these  activities  are  gener- 
ally recognized  as  basic  functions  in  well 
equipped  health  departments.  It  now  ap- 
pears that  public  health  administrators  have 
an  additional  opportunity,  by  broadening 
their  scope  of  work,  to  include  public  health 
programs  directed  toward  personal  health. 

Each  state  is  autonomous  in  all  matters 
relating  to  public  health.  Since  the  state, 
and  not  the  Federal  Government,  is  the  sov- 
ereign power  the  administration  of  a public 
health  program  is  primarily  a state  respon- 
sibility. Louisiana  organized  its  first  state 
board  of  health  as  early  as  1855.  It  was  a 
joint  city  and  state  board  of  health  with 
powers  extending  over  the  state.  This  was 
one  of  the  first  established  state  boards  of 
health  in  the  United  States  and  it  was  a 
direct  result  of  a yellow  fever  epidemic  in 
1853-1854.  The  primary  function  of  this 
board  of  health  was  the  protection  of  the 
city  and  state  from  yellow  fever. 

COOPERATION  BETWEEN  U.  S.  P.  H.  S.  AND 
STATE  HEALTH  DEPARTMENTS 

Over  half  a century  has  passed  since  the 
Public  Health  Service  was  given  authority 
to  cooperate  with  state  and  local  health  de- 
partments in  preventing  the  spread  of  dis- 
eases from  one  state  to  another.  The  rec- 
ords of  the  medical  and  health  accomplish- 
ments of  those  brilliant  years  are  now  his- 
toric annals.  For  the  past  25  years  the 
Public  Health  Service  has  been  engaged 
actively  in  cooperating  with  state  and  local 
health  departments,  and,  to  a limited  de- 
gree, in  studies  and  demonstrations  in  rural 
health  work.  Therefore,  when  Congress 
enacted  the  Social  Security  Act  it  indicated 
that  the  Federal  Government  had  recog- 
nized the  importance  of  a national  public 
health  program  with  joint  responsibilities 
of  federal,  state  and  local  agencies. 

In  view  of  the  experience  of  the  .Public 
Health  Service  in  cooperative  activities  with 
states,  there  has  been  nothing  untried  or 
unproved  in  the  method  of  cooperating  with 
State  Health  Departments,  and  the  states 
themselves,  in  turn,  have  acquired  knowl- 
edge and  experience  in  cooperative  public 
health  procedures.  It  has  been  through  this 
combined  valuable  experience  and  knowl- 
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edge  that  the  states  have  been  enabled  to 
make  such  splendid  progress  in  the  devel- 
opment of  their  own  programs. 

“The  work  to  be  done  under  Title  VI 
of  the  Social  Security  Act  is  not  to  be  per- 
formed directly  by  the  Public  Health  Serv- 
ice, but  is  to  be  carried  out  by,  and  admin- 
istered under,  the  supervision  of  the  state 
and  local  health  authorities,  under  the  au- 
thority of  state  and  local  laws  and  regula- 
tions, in  the  same  manner  as  the  regular 
activities  of  such  authorities  have  been  per- 
formed heretofore.  All  funds  paid  to  the 
states  become  state  funds,  just  as  if  they 
had  been  appropriated  by  the  state  legisla- 
tures. All  persons  employed  within  the 
states  and  local  communities  are  state  or 
local  employees,  selected,  appointed,  and 
paid  by  the  state  or  local  authorities.”1 

The  first  need  in  the  development  of  any 
public  health  program  is  the  organization 
of  a state  health  department,  supported  by 
an  active  board  of  health,  comparable  to 
the  board  of  directors  of  a bank  or  a strong 
governing  body.  The  State  Board  of  Health 
is  the  governing  body  and  serves  only  on 
a part-time  basis.  The  state  health  depart- 
ment consists  of  the  state  health  officer 
and  his  staff  and  is  known  as  the  adminis- 
trative organization.  The  personnel  of  the 
department  of  necessity  should  be  efficient, 
carefully  selected,  highly  trained  and  serve 
on  a full-time  basis.  Such  an  organization 
needs  to  be  small,  compact  and  trained  for 
the  rendition  of  expert  consultative  service 
to  local  health  departments.  One  of  the 
specific  requirements  for  the  use  of  funds 
made  available  under  Title  VI  of  the  Social 
Security  Act  is  that  state  and  territorial 
health  departments,  bureaus  and  divisions 
be  strengthened  so  as  to  provide  the  parent 
organization  with  funds  and  trained  spec- 
ialists for  leadership  in  tuberculosis,  vene- 
real diseases,  cancer,  vital  statistics,  engi- 
neering, nursing,  dental,  laboratory,  and 
other  comparable  services. 

Probably  the  next  need  in  the  develop- 
ment of  a public  health  program  is  the 
organization  and  maintenance  of  full-time 
local  (city-county-district)  health  depart- 
ments. It  is  through  such  organizations 


505 

that  the  local  programs  are  to  be  developed. 
The  ultimate  responsibility  of  providing 
health  service  directly  to  the  people  is 
largely  through  full-time,  well  staffed,  com- 
petent local  health  departments.  These  or- 
ganizations are  in  close  proximity  to  the 
existing  problems.  The  state  health  depart- 
ment should  provide  financial  assistance  to 
local  health  services.  Practically  all  full- 
time local  health  departments  have  been 
developed  as  a direct  result  of  state  leader- 
ship and  financial  assistance. 

PERSONNEL 

One  of  the  most  important  factors  in  the 
success  of  a public  health  program  is  the 
fitness  of  those  to  whom  the  administration 
of  the  program  is  entrusted.  Even  though 
over  3,000  health  officers,  nurses,  labora- 
tory directors  and  other  professional  and 
technical  personnel  have  been  trained  since 
the  availability  of  funds  under  Title  VI  of 
the  Social  Security  Act,  there  still  remain 
large  sectors  of  the  United  States  where  the 
very  foundation  of  a health  program  has 
not  been  laid.  Not  more  than  half  of  the 
state  health  departments  are  adequately 
staffed  or  satisfactorily  equipped  to  render 
the  service  which  they  alone  can  give,  re- 
gardless of  the  extent  to  which  local  facili- 
ties may  be  developed.  Less  than  one-third 
of  the  counties  and  a smaller  proportion 
of  the  cities  employ  competent  full-time 
health  officers.  Although  recent  federal 
participation  under  the  Social  Security  Act 
has  made  possible  a net  gain  of  623  coun- 
ties, or  about  a 96  per  cent  increase  under 
full-time  health  administration,  and  there 
are  now  eight  states  in  which  all  the  coun- 
ties or  districts  are  served  by  full-time 
health  units,  many  of  the  existing  health 
department  activities  are  too  thinly  spread. 

The  number  of  counties  in  the  United 
States  at  the  present  time  under  the  admin- 
istration of  medical  health  officers,  em- 
ployed full-time,  reached  a new  height  of 
1,371  in  19402  as  compared  with  557  such 
services  in  1931.3  At  present  42  parishes  in 
Louisiana  have  made  provisions  for  such 
services  as  compared  with  31  in  1931.3  On 
January  1,  1935,  there  were  142  full-time 
health  workers  serving  34  parishes  and  on 
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January  1,  1940,  there  were  approximately 
300  workers  serving  42  parishes.  This  rep- 
resents over  50  per  cent  of  the  rural  popu- 
lation of  Louisiana. 

In  response  to  the  demand  for  trained 
personnel  so  essential  in  the  rapid  expan- 
sion and  organization  of  these  health  serv- 
ices, approximately  1,500  individuals  in  the 
United  States  and  about  75  in  Louisiana 
received  public  health  training  for  positions 
with  official  health  agencies  during  the  cur- 
rent year.  A total  of  $44,861,522  in  state 
and  local  funds  (exclusive  of  funds  of  large 
cities)  was  made  available  for  public  health 
services  in  those  health  jurisdictions  where 
federal  funds  were  budgeted  four  years  ago. 
This,  the  Surgeon  General  of  the  United 
States  Public  Health  Service  points  out : 
“It  is  seen  that  federal  financial  assistance 
has  served  to  stimulate  rather  than  decrease 
state  and  local  responsibility  toward  the 
health  of  the  people.” 

Perhaps  the  most  significant  progress 
during  the  past  four  years,  however,  has  not 
been  in  terms  of  legislation,  nor  yet  in  terms 
of  actual  public  health  accomplishment,  but 
in  the  development  and  presentation  to  the 
country  of  a far  reaching  national  health 
program  designed  to  deal,  in  a comprehen- 
sive way,  with  the  whole  program  of  health 
and  medical  care.  With  this  recognition 
from  our  Federal  Government,  through  the 
Social  Security  Act,  enacted  in  1935,  and 
the  Venereal  Disease  Control  Act  enacted 
in  May,  1938,  many  states  have  planned  a 
five  to  ten  year  program.  No  more  signifi- 
cant or  hopeful  sign  in  the  field  of  public 
health  exists  than  the  present  interest  in 
the  problem  displayed  by  the  public,  espec- 
ially by  women’s  organizations  and  lay 
groups  in  general,  which  means  very  defi- 
nitely that  public  health  has  become  a public 
responsibility. 

We  now  find  ourselves  faced  with  some 
difficult  problems  in  the  field  of  adminis- 
tration, tuberculosis,  venereal  disease,  pneu- 
monia, cancer,  mental  health,  industrial 
hygiene,  expansion  of  maternal  and  child 
health  services,  and  the  medical  care  of  the 
needy.  Each  of  these  special  problems  de- 
serves special  consideration,  but  the  time 


allotted  to  this  paper  will  permit  the  recog- 
nition of  only  a few  of  them. 

A D M I X I S T R A T I O X 

A few  of  the  main  unsolved  problems  are : 

1.  Lack  of  security  of  tenure  of  office 
has  made  it  very  difficult  to  secure  public 
health  personnel.  A merit  system  should  in 
part  solve  this  difficulty. 

2.  There  is  need  for  leadership  both  by 
the  medical  profession  and  public  health 
personnel.  Even  though  the  public  health 
schools  are  cooperating  to  a maximum  de- 
gree, there  is  now,  and  will  be  for  some 
time  to  come,  an  increasing  demand  for 
well  trained  professional  public  health 
workers. 

When  security  of  tenure  of  office  is  pro- 
vided, the  task  of  securing  public  health 
workers  will  be  less  difficult,  and  when 
proper  personnel  is  secured,  trained  and 
qualified,  the  task  of  public  health  leaders 
will  be  lessened.  Therefore,  health  workers 
can  more  wisely  and  scientifically  develop 
public  health  programs  in  keeping  with  the 
community  needs. 

Frequently  health  officers,  in  planning  a 
public  health  program,  fail  to  give  full 
recognition  to  well  established  administra- 
tive and  epidemiologic  principles.  Since 
pneumonia,  syphilis,  tuberculosis,  cancer 
and  other  diseases  of  this  type  constitute 
the  real  problem,  why  is  it  necessary  to 
devote  a large  share  of  the  public  health 
workers’  time  and  effort  in  combating  a 
disease  of  minor  public  significance? 

TUBERCULOSIS 

In  spite  of  our  long  campaign  against  the 
“Great  White  Plague”,  70,000  Americans 
die  of  it  annually.  In  any  year  there  are 
probably  420,000  active  cases,  which,  within 
their  families,  expose  a million  other  per- 
sons to  infection.  Through  this  cycle  alone 
there  is  maintained  a tuberculosis  popula- 
tion numbering  1,500,000.  In  the  15-45 
year  age  group — men  and  women  in  their 
most  creative  years — tuberculosis  mortality 
ranks  second  only  to  accidents.  The  disease 
works  its  greatest  havoc  among  negroes, 
workers  in  certain  occupations,  and  gener- 
ally among  persons  of  low  income.4  An 
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aggressive  program  should,  first  of  all, 
begin  by  defining  the  problem  and  should 
consist  of  case-finding,  especially  by  x-ray 
examination  of  contacts  to  known  cases,  di- 
rected particularly  towards  persons  in  areas 
of  economic  need  and  in  age  groups  among 
whom  the  incidence  of  the  disease  is  high; 
adequate  clinics  under  the  direction  of  med- 
ical specialists  for  the  examination  of  cases, 
especially  contact  cases ; more  extensive 
hospitalization  of  incipient  cases ; isolation 
and  treatment  (usually  bedside)  of  open 
cases;  and  follow-up  and  rehabilitation  of 
arrested  cases.  The  early  case-finding  is 
educational  to  both  the  patient  and  the 
physician. 

It  is  estimated  by  the  Louisiana  State 
Health  Department  that  the  average  annual 
number  of  deaths  from  tuberculosis  in  Lou- 
isiana is  approximately  1,400,  which  indi- 
cates that  there  are  approximately  8,000  to 
10,000  active  cases  in  the  State. 

The  State  Health  Department  has  estab- 
lished a diagnostic  unit  for  the  purpose  of 
case-finding,  diagnosis  and  hygiene  instruc- 
tion in  connection  with  tuberculosis  control. 
There  is  need  for  at  least  one  additional 
case-finding  unit  and  further  stimulation 
should  be  given  to  augment  nursing  service, 
and  a close  cooperation  of  all  official  and 
non-official  agencies  crystallizing  senti- 
ment for  increasing  the  bed  capacity  for 
tuberculosis  cases. 

VENEREAL  DISEASES 

Syphilis  is  a dangerous  communicable 
disease,  that  attacks  four  times  as  many 
Americans  as  scarlet  fever,  ten  times  as 
many  as  diphtheria  and  more  than  one  hun- 
dred times  as  many  as  infantile  paralysis. 
“Every  year  one  million  Americans  contract 
syphilis.”3 

At  present  there  are  approximately  50 
venereal  disease  clinics  operating  in  Lou- 
isiana, in  20  parishes.  This  represents 
about  50  per  cent  of  the  population  of  the 
state.  There  were  approximately  91,000 
visits  to  clinics  during  the  last  six  months 
of  1939,  and  about  5,500  patients  are  con- 
stantly under  treatment  through  the  co- 
operation of  the  State  Health  Department, 


the  medical  profession,  and  the  local  full- 
time health  departments  in  the  state. 

Today  19  states  require  examination  for 
syphilis  in  applicants  for  marriage  license, 
17  provide  for  similar  tests  in  expectant 
mothers.  None  of  these  laws  is  over  three 
years  old,  most  are  only  one  or  two.6  Other 
state  legislatures  are  considering  similar 
laws. 

PNEUMONIA 

The  150,000  annual  deaths  from  pneu- 
monia could  be  easily  reduced  by  more  than 
25  per  cent  if  effective  serums  now  avail- 
able were  generally  used.  Not  one  patient 
in  20  with  pneumonia  now  receives  such 
serum  treatment.  The  explanation  is  sim- 
ple. The  prevention  of  pneumonia  mor- 
tality is  an  expensive  job  that  requires 
special  facilities  and  a scheme  for  coordi- 
nating the  resources  of  public  agencies  with 
those  of  practicing  physicians.  Present 
activities  in  this  field  are  generally  inade- 
quate. Only  eight  of  the  48  states  have 
active  programs  for  accurate  diagnosis  by 
typing  and  for  free  distribution  of  serum. 
In  15  states,  no  health  department  labora- 
tory facilities  are  available  for  rapid  typing 
of  pneumococci.  In  29  per  cent  of  Ameri- 
can cities  of  100,000  population  and  over, 
no  provision  is  made  for  it.4 

The  new  and  effective  weapons  for  the 
control  of  pneumonia,  anti-serum  and  sul- 
fapyridine,  are  in  demand.  Recently  a pro- 
gram to  aid  the  physicians  in  Louisiana  in 
curtailing  this  disease  was  inaugurated  in 
those  parishes  where  state  district  labora- 
tories are  located,  Madison,  St.  Mary,  Jef- 
ferson Davis,  Rapides,  Ouachita  and  Caddo, 
and  in  addition  to  this,  materials  are  being 
provided  the  Charity  Hospitals  in  New  Or- 
leans and  Shreveport  to  supplement  their 
work.  This  enables  the  State  Health  De- 
partment to  secure  records  of  the  cases  of 
pneumonia  receiving  therapy  in  these  insti- 
tutions. Apparently  this  type  of  program 
has  met  with  enthusiastic  interest  on  the 
part  of  the  medical  profession  of  the  state. 

MATERNAL  AND  CHILD  HEALTH 

Maternal  and  infant  mortality  statistics 
for  1938  have  just  been  received.  Remark- 
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able  reductions,  as  shown  by  the  following 
table,  have  been  attained  in  a period  in 
which  every  state,  in  cooperation  with  the 
Federal  Government,  has  been  actively 
working  for  the  improvement  of  maternal 
and  child  health  conditions. 


MATERNAL  INFANT 

MORTALITY  MORTALITY 


Year 

U.  S. 

Rate** 

Louisiana 

U.  S. 

Rate* 

Louisiana 

1938 

44.0 

59.0 

51.0 

67.1 

1937 

49.0 

72.0 

54.0 

65.6 

1936 

57.0 

87.0 

57.0 

71.9 

1935 

58.0 

79.0 

56.0 

69.4 

1934........ 

59.0 

79.0 

60.0 

69.1 

1933 

62.0 

84.0 

58.0 

70.1 

1932 

63.0 

81.0 

57.6 

64.8 

1931 

66.0 

86.0 

61.6 

65.9 

1936 

67.0 

100.0 

64.6 

78.2 

1929 

70.0 

99.0 

67.6 

74.0 

♦Deaths 
**  Deaths 

in  the  first  year  of  life  per 
per  10,000  live  births. 

1,000 

live  births. 

The  following  table  shows  the  per  cent 
of  deliveries  for  1938  in  hospitals  with 
physicians  in  attendance,  not  in  hospitals 
with  physicians  in  attendance,  and  with 
midwives  in  attendance,  for  the  United 
States  and  Louisiana. 

PHYSICIANS  NOT 

In  Not  In  MID-  SPEC- 

Hospitals  Hospitals  WIVES  IFIED 
United  States  ....  48.0  41.8  9.5  0.6 

Louisiana  31.1  32.6  36.2  * 

♦Less  than  1/10  of  1 per  cent. 

There  is  urgent  need  for  proper  education 
of  the  public  as  it  relates  to  public  health 
values  — the  public  health  value  of  early 
diagnosis  and  treatment  of  cancer,  syphilis, 
tuberculosis,  and  other  diseases;  and  in- 
creased information  should  be  brought  to 
light  concerning  the  true  value  of  the  peri- 
odic health  examination.  Similarly,  the 
damaging  effects  to  the  public  from  quacks 
should  be  exposed. 

The  next  chapter  in  public  health  serv- 
ices is  now  being  written  and  will  become 
a reality  when,  and  not  until,  the  public  as 
a whole  realizes  the  staggering  economic 
loss  due  to  preventable  illness.  According 
to  the  report  of  the  Technical  Committee  on 
Medical  Care,  the  cost  of  illness  and  prema- 
ture death  in  this  country  amounts  annually 
to  about  ten  billion  dollars,  including  in  this 
total  the  combined  costs  of  health  services 
and  medical  care,  loss  of  wages  through  un- 
employment resulting  from  disability  and 


the  loss  of  potential  future  earnings  through 
death.  On  an  average  day  of  the  year, 
there  are  4,000,000  or  more  persons  dis- 
abled by  illness.  Every  year  70,000,000 
sick  persons  lose  over  1,000,000,000,000 
days  from  work  or  customary  activities.8 

CONCLUSION 

Let  me  make  a plea  for  united  medical 
and  lay  leadership  so  as  to  coordinate  our 
public  health  and  medical  needs  for  the  best 
interest  of  all  concerned  on  a community 
wide  basis. 
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DISCUSSION 

Dr.  R.  W.  Todd  (New  Orleans)  : Dr.  Sharp  has 
given  us  a clear  picture  of  the  progress  made  in 
health  work  in  the  United  States,  possible  through 
the  cooperative  efforts  of  Federal,  State,  and  local 
agencies.  The  point  is  made  that  the  responsibility 
of  proper  health  administration  rests  with  the  state 
health  departments,  since  all  Federal  funds  allo- 
cated to  the  states  for  health  work  become  state 
funds,  and  all  persons  employed  within  the  state 
and  local  units  are  state  and  local  employees, 
selected,  appointed  and  paid  by  state  or  local  au- 
thorities. As  a protective  measure,  the  Federal 
agencies  have  required  of  us  certain  protection,  in 
that  we  are  required  to  use  the  merit  system,  and 
this  is  only  to  protect  the  Federal  agencies, — that  is 
by  way  of  discussion.  Recently,  however,  in  the 
United  States,  the  Public  Health  Service  and  the 
Children’s  Bureau,  the  two  agencies  that  con- 
tribute to  state  health  work,  have  made  it  compul- 
sory for  every  state  receiving  these  grants  to  set 
up  a merit  system  for  employees,  new  health 
workers,  and  qualify  those  already  employed.  All 
persons  receiving  their  pay,  in  part  or  in  full 
from  Federal  grants  made  to  the  states,  come 
under  the  system.  The  requirements  will  even- 
tually result  in  qualified  persons  being  attracted 
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to  health  work  through  improved  standards  0$ 
employment  and  tenure  of  office.  Today,  we  are 
in  need  of  medical  men,  we  are  seriously  in  need 
of  them  and  do  not  have  them.  We  have  at  least 
five  health  physicians  today  who  would  meet  with 
the  requirements.  It  has  not  been  easy  to  get 
qualified  health  workers  for  our  central  staff,  and 
the  training  of  new  health  workers  is  being  under- 
taken in  one  of  our  units  that  has  been  organized 
by  special  grants  to  serve  as  a field  observation 
base.  Further  training  of  these  individuals  will 
be  given  in  neighborhood  schools  of  public  health 
as  quickly  as  possible.  I may  say  that  we  set  up 
approximately  $20,000  for  training  them,  and  we 
have  perhaps  spent  $50,000  in  training  personnel, 
so  that  we  are  giving  qualified  workers  to  carry 
on  public  health  work. 

With  42  of  62  parishes  provided  with  health 
units,  employing  300  to  400  health  workers,  we 
have  gone  a long  way  in  Louisiana  in  promoting 
rural  health  work,  but  we  still  have  22  parishes 
without  health  units.  By  the  way,  Dr.  Sharp 
mentioned  that  we  were  probably  serving  50  per 
cent  of  our  population;  we  are  serving  more  than 


EARLY  RESULTS  IN  THE 
TREATMENT  OF  CANCER  OF  THE 
SKIN  BY  THE  METHOD  OF  CHAOUL 

STAKELY  HATCHETTE,  M.  D. 

Lake  Charles,  La. 

The  destruction  of  cancer  cells  by  any 
type  of  radiation  therapy,  no  matter 
whether  it  be  x-radiation  or  the  gamma 
rays  of  radium,  is  a result  of  the  fact  that 
the  absorption  of  radiation  by  living  tis- 
sues causes  changes  in  them  that  may  vary 
in  degree  anywhere  from  temporary  injury 
to  the  tissue  cells  to  cell  death.  The  amount 
of  radiation  required  to  destroy  cancer, 
however,  is  often  so  great  as  to  cause  suf- 
ficient damage  to  the  normal  tissues  sur- 
rounding the  growth  that  they  are  injured 
beyond  recovery.  The  ideal  attainment  to- 
ward which  all  of  our  efforts  are  directed 
is,  obviously,  to  improve  the  results  of 
radiation  therapy  to  the  point  where  a 
malignancy  may  be  destroyed  in  its  entirety 
and,  at  the  same  time,  to  give  as  little  ra- 
diation as  possible  to  the  surrounding 
healthy  tissues  so  that  they  may  receive  a 
minimum  amount  of  damage. 

In  an  attempt  to  make  a very  brief  sum- 
mary of  the  advances  of  radiation  therapy, 
it  may  be  said  that  in  the  beginning,  before 


/0  pei  cent.  Only  22  parishes  in  the  state  are  not 
oiganized,  and  more  than  70  per  cent  are  being 
seived  with  full  time  health  units.  Wg  have  not 
lost  a single  unit  since  1928,  and  we  have  strength- 
ened the  units  already  existing. 

Additions  have  been  made  to  our  central  staff 
to  promote  tuberculosis  work,  crippled  children’s 
work;  maternal  and  child  health  activities  have 
been  inaugurated  in  all  our  units ; and  a beginning’ 
has  been  made  in  pneumonia  control.  And  I may 
say  this,  we  have  aided  physicians  in  the  treat- 
ment. There  were  between  700  and  1000  cases 
of  pneumonia  this  past  year,  with  a very  marked 
reduction  in  mortality.  But  little  or  nothing  has 
been  attempted  by  the  state  health  department  for 
developing  cancer,  mental  hygiene,  industrial  hy- 
giene, or  malaria  programs.  In  view  of  the  short- 
comings of  the  state  health  departments,  not  only 
the  fundamental  health  functions  already  intro- 
duced, but  their  care,  I feel  that  we  should  improve 
our  health  administration  along  this  line  before 
attempting  to  qualify  for  administering  a program 
of  subsidized  medicine  for  the  indigent  and  semi- 
indigent,  if  and  when  a program  is  developed. 


much  was  known  concerning  the  biologic 
response  of  tissues  to  radiation,  massive 
doses  of  rays  were  given.  As  time  passed 
and  knowledge  increased,  it  was  found  that 
more  and  more  radiation  could  be  given 
with  less  harmful  effects  until  Pfahler’s 
“saturation  method”  evolved.  This  implied 
that  the  tissue  should  be  irradiated  to  the 
limit  of  normal  tissue  tolerance  (satura- 
tion) either  by  single  or  multiple  doses,  in 
the  region  of  the  malignant  disease,  and 
that  the  effect  should  be  maintained  by 
additional  continuous  or  fractional  irradia- 
tion over  a period  long  enough  to  destroy 
all  of  the  malignant  cells  or  arrest  their 
growth.  The  most  recent  outstanding  con- 
tribution to  the  method  of  administering 
radiation  is  that  advanced  by  Coutard,  in 
which  numerous,  very  small  doses  of  radia- 
tion are  given  to  the  tissues.  With  this 
method  of  fractionated  doses,  the  total  dose 
which  the  tissue  can  stand  without  damage 
is  many  times  greater  than  the  massive 
dose  such  as  was  given  in  the  early  days  of 
radiation  therapy.  The  Chaoul  method, 
with  which  this  paper  is  concerned,  is  not 
so  much  a new  method  of  dosage  of  the 
tissues,  for  dosage  may  be  administered  ac- 
cording to  the  massive  technic,  by  follow- 
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ing  Pfahler’s  “saturation  method”,  or  by 
the  method  of  Coutard.  This  newest  me- 
thod of  treatment  is  largely  concerned  with 
a new  device  for  the  treatment  of  tissues 
and  the  method  of  its  application. 

The  improved  methods  of  administering 
radiation  therapy  have  been  based  upon  the 
advancements  in  the  fields  of  radio-physics 
and  radio-biology  which  have  demonstrated 
that  it  is  necessary  to  use  hard,  penetrating 
rays  of  high  intensity  in  order  to  convey 
lethal  doses  into  deep-seated  growths,  and 
that  the  opposite  conditions  should  prevail 
in  treating  growths  which  extend  only  a 
centimeter  or  so  beneath  the  surface.  In 
the  treatment  of  these  superficial  growths 
the  primary  object  is  to  do  as  little  damage 
as  possible  to  the  normal  tissues  underneath 
the  tumor  (the  tumor  bed) , yet  give  a large, 
lethal  dose  into  the  tumor.  In  other  words, 
a large  dose  should  be  given  into  the  tumor, 
but  the  intensity  of  the  beam  of  radiation 
should  decline  so  sharply  as  to  be  relatively 
harmless  to  the  healthy  tissues  underneath 
the  tumor.  This  requires  a low  voltage  or 
low  intensity  beam  in  which  there  is  a very 
rapid  decline  in  intensity  so  that  only  a 
small  percentage  depth  dose  is  obtained. 

Thus,  it  becomes  obvious  that  high  volt- 
age x-radiation  is  not  suited  to  the  treat- 
ment of  cancers  of  the  skin  because  of  the 
deep  destructive  powers  of  this  type  of 
beam  and  the  superficial  location  and  shal- 
low extent  of  this  type  of  cancer.  Radium 
has  been  used  in  the  treatment  of  super- 
ficial cancers  and  has  given  excellent  re- 
sults. In  the  light  of  recent  advances  in 
radio-biology  it  would  seem  that  such  re- 
sults as  are  obtained  with  radium  are  not 
due  so  much  to  the  shortness  of  the  gamma 
rays  obtained  from  this  source,  but  rather 
to  their  distribution  in  the  tumor,  the 
proximity  of  the  source  of  radiation,  and 
the  rapid  decline  in  the  depth  intensity  ob- 
tained by  such  proximity.  Probably  the 
most  ideal  distribution  of  radium  consists 
in  the  introduction  of  radium  needles  or 
radon  seeds  within  the  tumor  itself,  in 
which  case  the  source  of  irradiation  comes 
from  within  the  tumor.  In  such  a case,  the 
intensity  of  the  radiation  would  follow  the 


inverse  square  law  and  would  decrease  in- 
versely with  the  square  of  the  distance  and, 
while  the  tumor  would  receive  a large 
dosage,  the  rapid  decline  in  the  intensity 
of  the  radiation  would  tend  to  cause  mini- 
mal harmful  effects  in  the  healthy  tissues 
surrounding  the  tumor. 

There  are,  however,  certain  disadvan- 
tages connected  with  the  use  of  radium.  The 
technics  of  its  application  are  quite  com- 
plicated, it  is  expensive,  and,  about  the  eyes 
and  certain  other  parts  of  the  body,  it  is 
extremely  difficult  to  obtain  adequate  pro- 
tection of  the  surrounding  normal  tissues. 
Because  of  the  scarcity  of  radium  and  the 
fact  that  it  was  so  expensive  in  that  coun- 
try, the  Germans  developed  an  x-ray  tube 
that  permitted  a very  short  distance  to  be 
obtained  between  the  target  of  the  tube  and 
the  tissue  and  which  gave  a distribution  of 
x-rays  within  tissues  which  was  practically 
identical  with  the  distribution  of  gamma 
rays  of  radium  under  similar  circum- 
stances. 

PERSONAL  EXPERIENCES 

I have  been  using  one  of  these  x-ray  ma- 
chines permitting  of  a very  short  target- 
skin  distance  for  a period  of  more  than  two 
years  and  the  results  obtained  during  this 
period  have  been  highly  gratifying.  It  has 
seemed  to  have  certain  advantages  over 
radium  in  that  it  is  simple  to  operate,  the 
technic  of  its  application  is  not  at  all 
difficult,  it  is  inexpensive  to  use,  its  high 
“r”  output  allows  the  desired  dosage  to  be 
given  in  terms  of  seconds  rather  than  of 
hours  and  so  permits  of  handling  of  more 
patients,  and  the  x-rays  generated  have  ap- 
parently been  as  lethal  to  tumor  cells  as  the 
gamma  rays  of  radium.  The  fact  that  the 
radiation  delivered  by  the  tube  can  be 
“spot-lighted”  in  various  sized  beams,  de- 
pending upon  the  size  cones  used,  has  been 
a very  great  convenience,  for  it  has  not 
been  nearly  so  difficult  to  obtain  adequate 
protection  of  the  surrounding  normal  tis- 
sues as  has  been  the  case  where  radium  has 
been  used  under  similar  circumstances. 

Such  treatment  has  been  given  to  73  pa- 
tients during  the  past  two  years.  In  this 
group  of  patients,  126  malignant  lesions  of 
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the  skin  were  treated.  The  results  obtained 
to  date  have  compared  favorably  with  simi- 
lar early  results  obtained  by  the  writer 
through  the  use  of  radium  in  the  treatment 
of  skin  cancers  which  have  been  comparable 
to  the  group  herein  reported  (table  1).  It 
is  realized,  of  course,  that  two  years  is  not 
a sufficient  length  of  time  from  which 
definite  conclusions  might  be  drawn,  but  it 
is  considered  to  be  sufficient  to  permit  of 
impressions  being  formed,  and  it  is  these 
impressions  that  are  being  reported.  In  the 
treatment  of  cancers  of  the  skin,  these  early 
results  would  seem  to  indicate  that  the 
Chaoul  type  of  therapy  may  be  equally  as 
effective  as  radium  and,  if  time  proves 
these  impressions  to  be  correct,  it  has  cer- 
tain definite  advantages  in  the  saving  of 
time,  the  simple  technic  and  the  ease  of 
protecting  the  surrounding  tissues.  It  might 
also  be  pointed  out  that  there  is  less  danger 
to  the  operator’s  hands  when  the  beam  may 
be  directed  away  from  them  than  is  the 
case  in  handling  radium  which  sends 
gamma  rays  equally  in  all  directions. 

Five  of  the  73  patients  were  treated  by 
giving  them  one  single  massive  dose.  This 
was  done  because  these  patients  lived  in 
other  communities  some  distance  away  and 
because  it  would  have  been  extremely  dif- 
ficult for  them  to  make  frequent  trips  to 
receive  treatments.  Thus,  the  massive  dose 
has  been  given  only  in  cases  where  it  was 
considered  necessary  (table  1,  nos.  1,  7,  31, 
48,  and  70).  None  of  these  patients  have 
shown  any  evidence  of  return  of  the  dis- 
ease up  to  the  present  time,  but  they  have 
shown  more  of  a tendency  toward  the  for- 
mation of  telangiectases  at  the  sites  of  the 
original  lesions  than  has  been  the  case  in 
any  of  the  other  patients. 

Another  small  group  of  six  patients  (ta- 
ble 1,  nos.  4,  20,  27,  29,  38,  and  40)  was 
treated  by  giving  doses  of  500  “r”  (in  air) 
locally  three  times  a week  until  a total 
dosage  of  5000  “r”  had  been  given.  These 
patients  have  shown  no  tendency  toward 
the  formation  of  telangiectases,  and  scar 
formations  have  been  no  different  from 
what  might  be  expected  from  healing  of 
similar  sized  lesions  due  to  causes  other 


than  cancer  and  treated  by  other  means. 
In  fact,  recent  examinations  of  these  pa- 
tients showed  the  sites  of  some  of  the 
smaller  lesions  to  be  difficult  to  locate. 

The  remaining  62  patients  were  treated 
by  giving  them  doses  of  1000  “r”  per  day 
for  four  to  five  consecutive  days.  The  num- 
ber of  treatments  given  has  depended  upon 
the  coloring  of  the  patient’s  skin  and  the 
size  and  pathologic  diagnosis  of  the  lesion 
treated.  All  of  those  lesions  diagnosed  as 
squamous  cell  carcinomas  or  malignant 
melanomas  have  received  a minimum  of 
5000  “r”,  the  size  of  the  lesion  or  the  type 
of  the  patient’s  skin  not  having  been  taken 
into  consideration.  Those  patients  with 
brunette  skins  and  basal  cell  carcinomas 
smaller  than  one  centimeter  in  diameter 
have  been  given  5000  “r”,  while  those  with 
this  type  skin  and  lesions  one  centimeter  in 
diameter  or  larger  have  been  given  4000 
“r”.  Those  patients  with  blonde  skins  and 
basal  cell  lesions  have  been  given  only  4000 
“r”,  none  of  the  lesions  having  been  larger 
than  one  and  one-half  centimeters  in  diame- 
ter in  this  group.  Up  to  the  present  time, 
there  has  been  no  essential  difference  in 
the  appearance  of  the  skins  of  those  pa- 
tients who  received  the  1000  “r”  daily  doses 
as  compared  to  the  small  group  of  six  pa- 
tients who  received  the  500  “r”  doses  three 
times  a week,  so  that  all  patients  are  now 
given  the  1000  “r”  daily  doses.  During  the 
past  two  years  there  has  not  been  a recur- 
rence of  a single  lesion  that  was  treated, 
but  this  may  be  due,  of  course,  to  the  fact 
that  two  years  can  hardly  be  considered  a 
follow-up  period  of  sufficient  length  from 
which  to  draw  conclusions. 

SUMMARY 

The  x-radiation  delivered  by  the  Chaoul 
machine  would  seem  to  be  almost  ideal  for 
the  treatment  of  malignant  lesions  of  the 
skin.  The  distribution  of  dosage  within 
the  tissues  seems  to  be  identical  with  that 
of  the  gamma  rays  of  radium,  the  rapid 
decline  in  intensity  spares  the  healthy  tis- 
sues beneath  the  tumor  from  receiving  a 
lethal  dosage,  and  the  technic  is  simple. 
Seventy-three  patients  have  been  treated 


512 


Hatchette — Cancer  of  the  Skin 


by  this  method  during  a period  of  two  years 
and  uniformly  good  results  have  been  ob- 
tained. While  a sufficient  time  has  not  yet 
elapsed  to  warrant  the  formation  of  any 
conclusions,  it  is  believed  that  the  impres- 


sions obtained  following  the  treatment  of 
these  patients  is  of  definite  value  and  that 
the  next  few  years  will  see  an  increase  in 
the  number  of  patients  treated  by  this  new 
method. 


TABLE  1 


No. 

Age 

Sex 

Date 

Diagnosis 

Duration 

Result 

1 

55 

M 

1/31/39 

Basal  cell  epithelioma  of  left  ear 

2 yr. 

Healed 

•-> 

45 

M 

10/  8/40 

Squamous  epithelioma  lower  lip 

4 mo. 

Healed 

3 

68 

M 

7/  8/40 

Basal  cell  carcinoma  posterior 
aspect  left  hand 

3 yr. 

Healed 

4 

43 

M 

1/  4/39 

Basal  cell  carcinoma  left  ear 

3 yr. 

Healed 

5 

57 

M 

6/22/40 

Malignant  melanoma  left  side  of 
face 

4 wk. 

Healed 

6 

67 

M 

4/  3/39 

Squamous  epithelioma  outer 
edge  left  external  auditory 
canal 

6 mo. 

Healed 

7 

43 

F 

2/  9/40 

Basal  cell  carcinoma  left  side 
of  face 

3 mo. 

Healed 

S 

68 

F 

9/  4/39 

Malignant  melanoma  right  tem- 
ple 

6 wk. 

Healed 

9 

78 

M 

5/11/39 

Multiple  basal  cell  carcinomas 
of  face 

6 yr. 

Healed 

10 

80 

M 

7/22/39 

Squamous  epithelioma  right 
temple 

4 yr. 

Healed 

11 

55 

M 

9/  9/40 

Multiple  basal  cell  carcinomas 
of  face  and  external  ears 

2 yr. 

Healed 

12 

70 

F 

9/  9/39 

Basal  cell  carcinoma  inner  can- 
thus  right  eye 

9 mo. 

Healed 

13 

83 

F 

7/11/40 

Multiple  basal  cell  carcinomas 
of  forehead 

3 yr. 

Healed 

11 

57 

M 

7/29/40 

Squamous  epithelioma  left  tem- 
ple 

3 mo. 

Healed 

15 

65 

F 

5/20/40 

Multiple  basal  cell  carcinomas  of 
neck  and  right  hand 

1 yr. 

Healed 

16 

57 

M 

2/  5/40 

Basal  cell  carcinoma  of  nose 

1 yr. 

Healed 

17 

72 

M 

2/28/39 

Basal  cell  carcinoma  left  cheek 

2 yr. 

Healed 

18 

64 

M 

1/15/40 

Basal  cell  carcinoma  right 
cheek.  Squamous  cell  epi- 
thelioma lower  lip 

3 yr. 
5 mo. 

Healed 

Healed 

19 

54 

M 

9/  9/40 

Squamous  carcinoma  lower  lip 

4 mo. 

Healed 

20 

43 

F 

1/  1/39 

Squamous  carcinoma  upper  lip 

3 mo. 

Healed 

21 

65 

F 

6/  5/40 

Squamous  epithelioma  lower  left 
leg 

2 mo. 

Healed 

22 

69 

F 

3/18/39 

Squamous  epithelioma  right  tem- 
ple 

3 yr. 

Healed 

23 

76 

M 

4/16/40 

Basal  cell  carcinoma  left  naso- 
facial  groove 

6 mo. 

Healed 

24 

56 

F 

5/29/39 

Basal  cell  carcinoma  right  side 
of  nose 

1 yr. 

Healed 

25 

69 

M 

8/  5/40 

Squamous  epithelioma  left  side 
of  face 

6 mo. 

Healed 

26 

55 

F 

11/13/39 

Basal  cell  carcinoma  left  side 
of  face 

2 yr. 

Healed 

27 

47 

F 

8/31/38 

Basal  cell  carcinoma  right  side 
of  nose 

1 yr. 

Healed 

28 

65 

M 

12/  5/39 

Basal  cell  carcinomas  inner 
canthi  both  eyes 

2 yr. 

Healed 

29 

57 

M 

10/26/38 

Basal  cell  carcinoma  right  cheek 

2 yr. 

Healed 

30 

65 

F 

7/  8/40 

Basal  cell  carcinomas  left  tem- 
ple and  forehead 

2 yr. 

Healed 

31 

71 

M 

12/  6/38 

Squamous  epithelioma  angle 
right  jaw 

4 mo. 

Healed 

32 

65 

M 

8/  5/40 

Squamous  epithelioma  right  tem- 
ple 

5 mo. 

Healed 
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33 

45 

M 

4/  9/40 

Squamous  epithelioma  left  side 
of  chin 

5 wk. 

Healed 

34 

58 

F 

7/24/39 

Malignant  melanoma  posterior 
aspect  of  neck 

6 wk. 

Healed 

35 

48 

M 

10/  7/40 

Basal  cell  carcinoma  left  ear 

8 mo. 

Healed 

36 

70 

M 

3/18/40 

Basal  cell  carcinoma  left  tem- 
ple 

1 yr. 

Healed 

37 

64 

M 

5/10/39 

Basal  cell  carcinoma  posterior 
aspect  right  ear 

1%  yr. 

Healed 

38 

79 

F 

10/18/38 

Basal  cell  carcinoma  left  side 
of  nose 

2 yr. 

Healed 

39 

53 

M 

3/11/40 

Squamous  epithelioma  lower  lip 

4 mo. 

Healed 

40 

69 

M 

10/29/38 

Multiple  basal  cell  carcinomas 
of  face 

4 yr. 

Healed 

41 

63 

F 

9/  7/39 

Basal  cell  carcinoma  right  side 
of  nose 

10  mo. 

Healed 

42 

76 

M 

3/18/40 

Multiple  basal  cell  carcinomas 
of  face 

Squamous  epithelioma  of  right 
temple 

3 yr. 
6 mo. 

Healed 

Healed 

43 

48 

M 

10/22/40 

Basal  cell  carcinoma  left  cheek 

1 yr. 

Healed 

44 

42 

M 

9/  9/40 

Squamous  epithelioma  lower  lip 

6 mo. 

Healed 

45 

43 

F 

2/26/40 

Basal  cell  carcinoma  right  lower 
eyelid 

6 mo. 

Healed 

46 

82 

F 

4/16/40 

Basal  cell  carcinoma  right  cheek 

3 yr. 

Healed 

47 

65 

M 

11/28/39 

Basal  cell  carcinoma  left  side 
of  nose 

l yr. 

Healed 

48 

77 

F 

1/16/39 

Malignant  melanoma  left  face 

6 mo. 

Healed 

49 

56 

M 

10/18/39 

Basal  cell  carcinoma  outer  edge 
left  auricular  canal 

6 yr. 

Healed 

50 

60 

F 

7/  8/40 

Multiple  basal  cell  carcinomas 
left  side  of  face 

3 mo. 

Healed 

51 

82 

M 

9/  9/40 

Basal  cell  carcinoma  bridge  of 
nose 

9 yr. 

Healed 

52 

68 

F 

2/  6/39 

Squamous  epithelioma  upper  lip 

3 mo. 

Healed 

53 

75 

M 

4/15/40 

Basal  cell  carcinoma  outer  can- 
thus  right  eye 

2 yr. 

Healed 

54 

52 

M 

7/14/39 

Basal  cell  carcinoma  outer  can- 
thus  left  eye 

6 yr. 

Healed 

55 

65 

M 

10/  2/39 

Squamous  epithelioma  lower  lip 

3 mo. 

Healed 

56 

65 

M 

12/  4/38 

Basal  cell  carcinoma  outer  can- 
thus  right  eye 

2 yr. 

Healed 

57 

38 

M 

6/10/40 

Squamous  epithelioma  lower  lip 

3 mo. 

Healed 

58 

60 

M 

5/  6/40 

Basal  cell  carcinoma  left  ear 

6 mo. 

Healed 

59 

62 

M 

10/24/39 

Basal  cell  carcinoma  right  side 
forehead 

1%  yr. 

Healed 

60 

64 

M 

7/10/39 

Basal  cell  carcinoma  inner  can- 
thus  left  eye 

6 mo. 

Healed 

61 

58 

M 

10/15/38 

Basal  cell  carcinoma  right  ear 

9 mo. 

Healed 

62 

62 

M 

10/14/40 

Basal  cell  carcinoma  left  side 
of  nose 

6 mo. 

Healed 

63 

37 

M 

2/  4/39 

Basal  cell  carcinoma  upper  lip 

6 wk. 

Healed 

64 

48 

M 

6/10/40 

Basal  cell  carcinoma  left  side  of 
nose 

3 yr. 

Healed 

65 

64 

F 

9/10/40 

Squamous  epithelioma  of  scalp 

6 mo. 

Healed 

66 

46 

M 

9/18/39 

Squamous  epithelioma  lower  lip 

3 mo. 

Healed 

67 

80 

F 

6/17/40 

Basal  cell  carcinoma  right  cheek 

3 yr. 

Healed 

68 

60 

M 

8/19/40 

Squamous  epithelioma  lower  lip 

5 mo. 

Healed 

69 

48 

F 

10/14/38 

Basal  coll  carcinoma  right  side 
of  nose 

1 yr. 

Healed 

70 

57 

F 

1/  2/39 

Basal  cell  carcinoma  right  cheek 

2 yr. 

Healed 

71 

55 

F 

2/27/39 

Basal  cell  carcinoma  left  side 
of  nose 

6 mo. 

Healed 

72 

40 

F 

1/10/39 

Basal  cell  carcinoma  forehead 

6 mo. 

Healed 

73 

76 

F 

9/30/40 

Squamous  carcinoma  right  side 
of  face 

6 mo. 

Healed 
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STUDIES  WITH  ANTIGENS 

IX.  TREATMENT  WITH  PURIFIED 
EXTRACTS  OF  HOUSE  DUST 

B.  G.  EFRON,  M.  D.f 
C.  H.  BOATNER,  Ph.  D.f 

AND 

PETER  EVERETT,  M.  D.f 
New  Orleans 

Skin  tests  performed  with  solutions  of 
house  dust  purified  according  to  the  tech- 
nic reported  by  Boatner,  Efron,  and  Dorf- 
man1’2  showed  that  purified  house  dust  was 
neither  a “primary  irritant”  nor  an  irritat- 
ing extract  in  the  concentrations  used.  Re- 
actions to  skin  tests  performed  with  these 
extracts  were  found  to  be  both  allergic  and 
diagnostic.3’4 

PROCEDURE 

This  report  is  based  on  the  results  of 
treatment  of  72  patients  with  asthma  or  hay 
fever,  or  both,  whose  symptoms  were  pres- 
ent from  the  first  cool  weather  (usually  in 
early  September)  to  the  onset  of  hot 
weather  (usually  in  the  latter  part  of  June) . 
All  of  these  individuals  were  free  of  symp- 
toms during  hot  weather.  Each  patient  gave 
positive  reactions  to  skin  tests  performed 
with  purified  house  dust  extracts.  In  all  of 
these  patients,  treatment  with  hyposensi- 
tizing  injections  was  continued  for  nine  to 
eighteen  months. 

Solutions  of  house  dust  which  had  been 
purified  by  fractionation  with  organic 
liquids  and  by  dialysis  were  used  for  injec- 
tion. Concentrations  of  2.00,  1.00,  0.50,  0.05, 
0.005,  and  0.0005  per  cent  solutions  of  puri- 
fied house  dust  were  used.  Solutions  were 
serial  dilutions  (made  with  normal  saline 
containing  0.4  per  cent  phenol  by  weight)  of 
5.00  per  cent  solutions  of  purified  house 
dust.  Only  the  5.00  per  cent  solutions  were 
preserved  in  50  per  cent  glycerin.  Conse- 
quently, the  1.00  per  cent  house  dust  solu- 
tions contained  10.00  per  cent  glycerin  by 
volume;  the  0.50  per  cent  solutions  con- 
tained 5.00  per  cent  glycerin  by  volume. 

Hyposensitization  was  started  with  0.10 
c.  c.  of  the  0.0005  per  cent  solution.  The  in- 


tFrom  the  Division  of  Allergy,  Touro  Infirmary. 
JFrom  the  Department  of  Chemistry,  Newcomb 
College,  Tulane  University,  New  Orleans,  La. 


jection  sites  were  the  outer  aspects  of  the 
arms.  Injections  were  given  subcutaneously 
as  deeply  as  possible  with  26-gauge,  one-half 
inch  needles.  Doses  were  increased  accord- 
ing to  the  patient’s  tolerance.  Treatment 
was  scheduled  to  be  given  every  other  day 
with  the  0.0005  and  the  0.005  per  cent  solu- 
tions ; twice  weekly  with  the  0.05  per  cent 
solution ; every  four  to  five  days  with  0.50 
per  cent  solution ; every  seven  days  with  the 
1.00  and  2.00  per  cent  solutions.  The  local 
reaction  produced  by  an  injection  was  used 
as  the  guide  to  the  subsequent  dose.  Doses 
were  increased  when  local  reactions  were 
small  or  absent,  and  were  repeated  when 
local  reactions  were  large  or  when  they 
lasted  for  twenty-four  hours  or  more.  An 
injection  was  not  given  until  all  of  the  local 
reaction  produced  by  the  previous  injection 
had  subsided.  Whenever  a constitutional  re- 
action occurred,  specific  hyposensitization 
was  postponed  to  at  least  twenty-four  hours 
after  the  reaction  had  subsided.  Injections 
were  then  resumed  with  a greatly  reduced 
dose,  and  thereafter  they  were  increased 
more  gradually.  All  maintenance  doses  were 
given  at  seven  day  intervals. 

DISCUSSION 

The  patients  were  given  skin  tests  not 
only  with  purified  extracts  of  house  dust, 
but  also  with  giant  ragweed  pollen,  short 
ragweed  pollen,  Bermuda  grass,  Johnson 
grass,  and  Dallis  grass  pollen  extracts.  All 
reacted  to  the  tests  with  house  dust.  Nine 
patients  also  showed  positive  reaction  to  the 
grass  pollens.  None  reacted  to  the  ragweed 
pollens.  The  grass  pollen  reactions  were  of 
no  concurrent  clinical  significance,  because 
these  patients  were  free  from  symptoms 
during  the  major  portion  of  the  pollinating 
season  of  the  grasses.  In  this  locality,  aller- 
gic symptoms  that  are  precipitated  by  the 
inhalation  of  grass  pollens  occur  from  mid- 
May  to  mid-September,  the  most  pronounced 
symptoms  being  produced  in  June,  July, 
and  August. 

Meteorologic  conditions  act  as  exciting 
factors  in  precipitating  attacks  of  asthma 
and  hay  fever.  Sudden  changes  of  weather 
and  cool  or  damp  weather  were  recognized 
by  43  patients  in  this  series  as  adversely 
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affecting  their  symptoms.  Patients  in  whom 
specific  treatment  resulted  in  marked  im- 
provement were  affected  slightly  or  not  at 
all  by  weather  conditions  which  previously 
were  unfavorable  to  them;  those  who  were 
moderately  improved  were  much  better  able 
to  tolerate  inimical  weather  than  they  had 
been  prior  to  treatment. 

The  initial  dose  of  0.10  c.  c.  of  the  0.0005 
per  cent  solution  was  tolerated  by  all  the 
patients  in  this  study.  Local  reactions  were 
frequent  during  the  course  of  treatment. 
Eighteen  systemic  reactions  of  varying 
severity  occurred  in  12  patients.  These  re- 
actions followed  the  administration  of  the 
following  doses  (in  milligrams  of  purified 
house  dust)  : 0.005,  0.015,  0.175  (2),  0.20, 
0.50  (3),  0.75,  1.00  (3)  1.25  (4),  1.50  (2). 
Most  of  the  systemic  reactions  occurred 
near  the  level  of  the  maintenance  dose.  In 
three  patients,  the  dose  which  produced  a 
constitutional  reaction  when  it  was  first  ad- 
ministered produced  a systemic  reaction 
when  it  was  again  reached.  In  the  other 
patients,  the  dose  which  produced  a sys- 
temic reaction  when  it  was  first  given  did 
not  cause  constitutional  symptoms  when  it 
was  again  reached. 

The  maintenance  dose  sufficient  to  pro- 
tect the  patient  varied,  as  is  shown  in  Table 

TABLE  1 

MAINTENANCE  DOSES  OF  MARKEDLY  AND 
MODERATELY  IMPROVED  PATIENTS 


Dose  in 
milligrams 

No.  purified 

cases  house  dust* 

1  01 

4 10 

3 15 

4 35 

4 35 

5 50 

1 00 

3 .75 

7 1.00 

2 1.25 

3 1.50 

5 1.75 

4 3.00 

3 2.50 

1 2.75 

4 3.00 

1 3.25 

4 3.50 

3 4.00 

1 L 4.50 

1 10.00 


* One  c.  c.  of  the  2.00  per  cent  solution  contains  20  mg. 
purified  house  dust,  one  c.  e.  of  the  1.00  per  cent  solution 
10  mg.,  one  o.  c.  of  the  0.50  per  cent  solution  5 mg. 


1,  in  which  are  included  only  those  patients 
who  were  markedly  or  moderately  im- 
proved. 

Patients  complained  of  little  or  no  dis- 
comfort from  hypodermic  injections  of  the 
purified  extracts,  because  in  a large  ma- 
jority of  the  cases,  the  amount  of  purified 
house  dust  necessary  for  the  maintenance 
dose  was  given  with  the  0.50  per  cent  solu- 
tion. This  solution  contains  only  5.00  per 
cent  glycerin  when  the  5.00  per  cent  solu- 
tion of  purified  house  dust  is  preserved  in 
50  per  cent  glycerin.  Solutions  containing 
10  per  cent  glycerin  or  less  cause  little  dis- 
comfort, and  solutions  containing  20  per 
cent  glycerin  are  only  slightly  irritating. 

Complete  objectivity  is  not  possible  in  the 
evaluation  of  the  therapeutic  results  ob- 
tained. Non-specific  factors,  such  as 
weather  conditions,  infections,  and  inter- 
current diseases  may  influence  the  symp- 
toms. The  course  of  the  disease  itself  may 
be  remittent  or  intermittent.  It  is  im- 
practical, though  not  impossible,  to  obtain 
a control  series.  Estimates  of  improve- 
ment, made  after  specific  therapy  had  been 
administered  for  four  to  eight  weeks,  were 
based  on  the  following  criteria : 

Marked  improvement — symptoms  com- 
pletely or  almost  completely  relieved. 

Moderate  improvement — attacks  very 
much  less  frequent  or  less  severe,  or  both, 
and  attacks  readily  brought  under  control. 

Slight  improvement — attacks  less  fre- 
quent or  less  severe,  or  both,  and  attacks 
not  necessarily  readily  brought  under  con- 
trol. 

Attacks  were  considered  readily  control- 
lable if  they  responded  to  oral  medication, 
inhalation,  or  intranasal  medication,  or  to 
a small  hypodermic  dose  of  epineplirin. 
Patients  who  required  repeated  hypodermic 
injections  of  epinephrin  or  intravenous  in- 
jections of  aminophyllin  were  not  estimated 
as  moderately  or  markedly  improved,  re- 
gardless of  the  reduced  frequency  of  their 
attacks. 

Table  2 shows  an  analysis  of  the  thera- 
peutic results.  Patients  markedly  and 
moderately  improved  were  considered  as 
definitely  relieved;  those  slightly  improved 
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or  unimproved  were  classified  as  exhibit- 
ing unsatisfactory  therapeutic  results.  In- 
structions to  patients  for  the  avoidance  of 
house  dust  contact  were  intentionally 
omitted;  therefore,  these  results  represent 
not  optimal  treatment  (which  includes  en- 
vironmental control  of  contact  with  house 
dust  and  measures  directed  against  other 
sensitivities),  but  the  effect  of  specific 
hyposensitization  only. 

TABLE  2 

ANALYSIS  OF  THERAPEUTIC  RESULTS 


Standard 
error  of 

Improvement  No.  cases  Per  cent  percentage 

Marked  37  51.4  5.9 

Moderate  24  33.3  5.5 

Slight  6 8.3  3.3 

No  5 7.0  3.0 


Total  72  100 


Allergic  skin  reactions  were  considered 
presumptive  evidence  of  specific  sensitiza- 
tion to  house  dust.  Additional  evidences 
of  such  sensitization  are  afforded  by  spe- 
cific alterations  in  sensitivity,  the  amelio- 
ration or  disappearance  of  symptoms  after 
complete  exclusion  of  house  dust,  exacerba- 
tion or  reappearance  of  the  manifestations 
after  re-exposure  to  house  dust,  and  the 
improvement  of  symptoms  through  spe- 
cific therapy  with  house  dust.5 

Specific  alterations  in  sensitivity  to  house 
dust  (specific  local  and  systemic  reactions) 
were  changes  observed  in  patients  of  this 
series.  Because  of  the  ubiquitous  nature  of 
house  dust,  the  effects  of  complete  exclu- 
sion of  house  dust  and  of  re-exposure  to  it 
cannot  be  determined.  Specific  hyposensi- 
tization produced  amelioration  of  symptoms 
in  a large  majority  of  the  patients  in  this 
series. 

SUMMARY 

1.  Seventy-two  patients  sensitive  to 
house  dust  were  treated  by  specific  hypo- 
sensitizing  injections  of  purified  house  dust 
extracts. 

2.  During  the  course  of  treatment,  local 
reactions  occurred  frequently.  Eighteen 
constitutional  reactions  of  varying  severity 
occurred  in  12  patients. 

3.  Hypodermic  injections  of  purified 
house  dust  extracts  caused  practically  no 


discomfort,  although  the  concentrated  ex- 
tract was  preserved  in  50  per  cent  glycerin. 

4.  Definite  relief  of  symptoms  was 
obtained  by  hyposensitization  only  in 
84.7  ± 4.2  per  cent  of  cases  (marked  relief 
in  51.4  ± 5.9  per  cent,  moderate  relief  in 
33.3  zb  5.5  per  cent.) 

5.  House  dust  is  established  as  an  im- 
portant etiologic  factor  in  allergic  diseases. 
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O 

SULFANILAMIDE  AND 
SULFAPYRIDINE 

PHARMACOLOGY  AND  TOXICOLOGY* 

ERWIN  E.  NELSON,  M.  D.f 

New  Orleans 

In  any  discussion  of  chemotherapeutic 
agents  there  are  several  angles  of  interest. 
Of  primary  concern  is  of  course  the  reac- 
tion of  the  invading  organism  to  the  thera- 
peutic agent.  It  is  essentially  this  phase 
that  the  other  essayists  will  discuss  this 
evening.  Actually,  I take  it,  they  will 
speak  of  their  clinical  results.  This  means 
only  that  they  will  use  their  patients  as 
indicators  of  the  reactions  of  the  invading 
organisms  to  the  drug  under  discussion. 
In  the  few  minutes  allotted  to  me,  I wish 
to  consider  some  of  the  reactions  of  the  host 
to  sulfanilamide  and  sulfapyridine. 

ABSORPTION 

In  reviewing  the  pharmacology  of  any 
substance  we  must  be  concerned  with  its 
entry  into  the  body,  how  it  is  then  dis- 
tributed, what  chemical  or  physical  changes 

*Read  before  the  Orleans  Parish  Medical  Soci- 
ety, June  10,  1940. 

fFrom  the  Department  of  Pharmacology,  Tu- 
lane  University  of  Louisiana,  School  of  Medicine. 
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in  it  occur,  and  how  it  is  gotten  rid  of. 
Sulfanilamide,  though  not  a very  soluble 
substance,  is  readily  absorbed  from  the  gas- 
trointestinal tract.  Little  absorption  oc- 
curs from  the  stomach,  but  absorption  from 
the  intestine  is  both  fairly  rapid  and  com- 
plete. Marshall,  giving  doses  of  0.1  gm. 
per  kilo  in  gelatine  capsules  to  dogs,  found 
as  little  as  1 per  cent  remaining  in  the  in- 
testine at  the  end  of  four  hours.  Blood 
concentration  time  curves  in  humans  in- 
dicate a similar  practically  complete  ab- 
sorption in  from  three  to  four  hours.  This 
ease  of  absorption  would,  under  most  con- 
ditions, seem  to  eliminate  the  necessity  for 
any  form  of  parenteral  administration. 
However  the  condition  of  the  patient  may 
require  the  use  of  other  than  the  oral  route. 
Sulfanilamide  is  sufficiently  soluble  that  it 
may  be  given  into  the  subcutaneous  tissue 
in  1 per  cent  solution.  More  recently  hypo- 
dermoclysis  of  a very  dilute  solution  has 
been  recommended.  The  absorption  of  sulf- 
apyridine  is  not  so  satisfactory.  All  of  the 
earlier  studies  emphasize  its  uncertainty, 
and  the  lack  of  parallelism  between  oral 
dosage  and  blood  concentration.  This  dif- 
ficulty of  absorption  has  led  to  some  mis- 
conceptions with  respect  both  to  effective- 
ness and  to  toxicity.  Recently  there  has 
been  introduced  a sodium  sulfapyridine  for 
parenteral  therapy.  Because  of  the  high 
degree  of  alkalinity  of  this  preparation, 
vasomotor  and  respiratory  depression  are 
to  be  anticipated  on  intravenous  adminis- 
tration. Sulfathiazole  seems  to  resemble 
sulfanilamide  rather  than  sulfapyridine. 

DISTRIBUTION 

After  absorption  these  substances  have 
a wide  distribution  throughout  the  body. 
Since  sulfanilamide  was  introduced  first, 
it  has  been  most  extensively  studied.  After 
absorption  it  has  a distribution  similar  to 
that  of  urea  or  of  alcohol,  being  approxi- 
mately proportional  to  the  water  content 
of  the  tissues.  It  occurs  in  all  the  secre- 
tions, saliva,  gastric  juice,  pancreatic  juice, 
tears,  in  the  milk,  in  the  secretion  of  the 
cervical  glands,  and  in  the  cerebrospinal 
fluid.  It  passes  the  placenta  and  occurs  in 
fetal  blood.  In  a general  way  sulfapyridine 


is  distributed  in  a similar  fashion.  The 
experimental  findings  are  not  so  regular, 
and  in  one  respect  there  seems  to  be  a defi- 
nite difference.  Marshall  and  Litchfield 
have  found  some  concentration  of  sulfa- 
pyridine in  both  the  liver  and  the  lungs. 
The  significance  of  this  observation  is  not 
yet  apparent. 

EXCRETION 

The  absorbed  sulfanilamide  or  sulfa- 
pyridine circulates  in  the  blood  in  part  in 
the  free  form,  partly  acetylated.  This  is 
true  both  for  man  and  for  most  of  the  lab- 
oratory animals,  except  the  dog,  which  ap- 
parently lacks  the  ability  to  acetylate  these 
compounds.  There  is  some  evidence  that 
acetylation  occurs  in  the  liver.  The  acety- 
lated compounds  are  apparently  inactive 
therapeutically.  Aside  from  this  partial 
conversion  there  is  no  evidence  of  a capac- 
ity of  the  body  to  break  down  or  destroy 
sulfanilamide  or  sulfapyridine.  Excretion 
is  to  all  intents  and  purposes  solely  by  the 
kidneys,  and  recovery  of  administered  ma- 
terial is  practically  complete. 

This  acetylation  might  be  looked  on  as  a 
detoxication  process,  in  which  case  the  de- 
rivatives should  be  less  toxic  than  the  par- 
ent substance.  Marshall  and  Litchfield 
showed  that  administration  of  the  sodium 
salt  of  acetylsulfanilamide  to  two  dogs  in 
amounts  sufficient  to  raise  their  blood  lev- 
els to  the  very  high  values  of  35  and  40  mil- 
ligrams per  cent  respectively,  was  without 
effect.  Similar  concentrations  of  the  sodi- 
um acetylsulfanilamide  were  fatal.  Acetyl- 
sulfapyridine  is  very  insoluble,  and  as  the 
glomerular  filtrate  from  the  blood  plasma 
is  concentrated  in  its  passage  through  the 
tubules,  crystals  are  deposited,  leading  to 
serious  and  even  fatal  disturbances  of  renal 
activity.  Many  reports,  both  clinical  and 
experimental,  have  called  attention  to  this 
feature  which  is  characteristic  of  sulfapyri- 
dine. 

MODE  OF  ACTION 

So  much  for  the  absorption,  distribution, 
and  excretion.  More  interesting  than  these 
features,  would  be  an  explanation  of  the 
mode  of  action  if  it  were  possible  to  give 
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one.  It  seems  to  be  the  consensus  at  pres- 
ent that  the  fundamental  action  is  bacterio- 
static rather  than  bactericidal.  It  is  gen- 
erally held  that  the  defense  mechanisms 
of  the  host  must  participate  in  the  recov- 
ery from  infection,  but  there  is  little  evi- 
dence that  these  mechanisms  are  directly 
stimulated  by  the  drug.  We  cannot  review 
at  this  time  the  work  that  has  given  rise 
to  this  conception.  If  correct,  however,  it 
certainly  justifies  the  clinical  practice  of 
attempting  to  get  a high  blood  concentra- 
tion early,  and  helps  to  explain  why  such 
treatment  is  most  likely  to  be  effective. 

TOXICITY 

Coming  now  to  the  matter  of  toxicity,  I 
take  it  that  my  task  ideally  would  be  to 
group  and  explain  the  various  clinical  ob- 
servations that  have  been  made.  Unfor- 
tunately it  is  not  yet  possible  to  do  this. 
It  has  always  been  a drawback  in  the  search 
for  chemotherapeutic  agents,  that  the  host 
as  well  as  the  invaders,  be  they  bacteria, 
protozoa,  or  worms,  is  susceptible  to  the 
action  of  the  poisons  used.  As  a matter  of 
fact,  until  the  introduction  of  the  group  un- 
der discussion,  the  difficulty  has  been  that 
the  tissues  of  man  have  been  more  suscep- 
tible to  possible  therapeutic  agents  than 
the  organisms  of  plant  nature  from  whose 
presence  he  might  be  suffering.  While  sulf- 
anilamide and  its  relatives  do  for  the  first 
time  make  possible  the  effective  treatment 
of  bacterial  types  of  invaders,  there  is  still 
evidence  that  the  therapeutic  agent  is  not 
completely  specific  for  the  invader. 

The  long  list  of  toxic  actions  of  sulfanil- 
amide and  its  relatives  I shall  not  review. 
The  clinical  manifestations  of  toxicity  are 
better  known  to  you  than  to  me.  Labora- 
tory investigations  and  clinical  impressions 
with  respect  to  the  relative  toxicity  of  sulf- 
anilamide as  compared  to  sulfapyridine 
have  been  complicated  by  failure  to  recog- 
nize the  differences  in  absorption  noted 
above.  The  earlier  reports  on  sulfapyridine 
indicated  a lesser  toxicity  than  that  of  sulf- 
anilamide. However,  when  the  two  drugs 
are  given  to  the  production  of  equivalent 
blood  concentrations,  it  seems  that  sulfa- 
pyridine is  clearly  the  more  toxic  of  the 


two.  The  most  satisfactory  study  of  the 
clinical  incidence  of  toxic  effects  that  has 
come  to  my  notice  is  that  of  Brown,  Thorn- 
ton, and  Wilson,  in  a recent  article  in  the 
Journal  of  the  American  Medical  Associa- 
tion. Two  series  of  100  patients  each, 
treated  essentially  in  the  same  fashion  as 
indicated  by  the  blood  concentrations,  were 
compared  with  respect  to  the  frequency  and 
severity  of  symptoms.  Toxic  manifesta- 
tions were  classified  as  mild  and  severe. 
Of  the  mild  symptoms,  anorexia,  nausea, 
vomiting,  were  much  more  frequent  after 
sulfapyridine;  dizziness,  headache,  cyano- 
sis, after  sulfanilamide.  Of  the  more  se- 
vere manifestations,  delirium,  leukopenia 
and  granulocytopenia,  were  more  frequent 
after  sulfapyridine.  The  symptoms  refer- 
able to  the  kidney,  oliguria,  hematuria, 
anuria,  pain  in  the  loins  were  restricted 
practically  to  sulfapyridine.  Anemia,  drug 
rashes,  drug  fever,  occurred  with  more  or 
less  equal  frequency  after  the  two  sub- 
stances. 

CLASSIFICATION  AND  TOXIC  SYMPTOMS 

The  symptoms  just  enumerated  by  no 
means  include  all  that  have  been  noted.  It 
will  perhaps  serve  better  to  attempt  to 
make  some  sort  of  classification.  Dizziness, 
headache,  ringing  in  the  ears,  vertigo,  feel- 
ings of  depression, — these  can  all  be  re- 
ferred to  an  action  on  the  central  nervous 
system.  The  nausea  and  vomiting  that  may 
be  so  disturbing  are  generally  believed 
in  part  at  least  to  be  due  to  a central  ac- 
tion. Parenteral  therapy  does  not  com- 
pletely avoid  them.  On  the  other  hand  the 
incidence  of  these  symptoms  is  said  to  be 
reduced  by  suspending  sulfapyridine  in 
mucilage  of  tragacanth.  This  would  seem 
to  indicate  that  local  irritation  played  a 
part.  For  the  reputed  effect  of  nicotinic 
acid  in  reducing  such  unpleasant  effects 
there  seems  to  be  no  explanation.  Peri- 
pheral neuritis,  reported  occasionally,  has 
also  been  produced  experimentally  in  dogs. 

Most  important  of  the  toxic  actions  are 
probably  those  upon  the  blood.  For  the 
agranulocytosis  there  seems  to  be  no  satis- 
factory explanation.  It  has  not  been  pos- 
sible, so  far  as  I am  aware,  to  produce  this 
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condition  in  experimental  animals  either 
with  the  sulfanilamide  group  or  with  other 
substances  such  as  amidopyrine.  In  the 
case  of  the  anemias,  it  is  fairly  clear  that 
repeated  administration  is  apt  to  involve 
to  some  degree  the  red  cell  forming  tissue. 
Recently  Richardson  has  reported  from 
Marshall’s  laboratory  that  an  anemia  with 
reticulocytosis  can  regularly  be  produced  in 
white  mice  by  feeding  either  sulfanilamide 
or  sulfapyridine  in  amounts  sufficient  to 
maintain  a blood  level  of  the  order  of  that 
used  in  human  therapy.  In  this  particular 
work  sulfanilamide  was  found  about  twice 
as  toxic  as  sulfapyridine. 

As  to  the  other  severe  reactions,  drug 
fever,  dermatitis,  hepatitis,  the  pharma- 
cologist has  little  to  offer.  It  has  been  pos- 
sible to  sensitize  some  of  the  laboratory 
animals  to  some  members  of  the  group; 
perhaps  some  of  these  reactions  may  fall  in 
this  group.  Others  are  perhaps  expressions 
of  real  idiosyncracy.  The  renal  reactions  I 
have  mentioned  above.  Their  explanation 
seems  fairly  clear,  and  there  is  at  least  a 
suggestion  as  to  a means  of  avoiding  them, 
that  is,  maintenance  of  a free  flow  of  dilute 
urine  by  administration  of  large  amounts 
of  fluid. 

As  Long  and  Bliss  have  pointed  out,  if 
fear  of  the  toxic  reactions  has  prevented 
the  indiscriminate  use  of  these  drugs,  then 
it  has  had  a beneficial  action.  To  this  ex- 
tent and  to  this  end  the  possibility  of  oc- 
currence of  untoward  effects  should  not  be 
minimized.  On  the  other  hand,  for  certain 
patients  these  drugs  have  certainly  been 
lifesaving.  To  deny  properly  selected  pa- 
tients the  help  of  specific  therapy  because 
of  these  possibilities  is  as  irrational  as 
promiscuous  therapy  without  thought  for 
the  consequences. 

CONCLUSION 

I believe  that  every  effort  should  be  made 
to  restrict  the  use  of  these  potent  sub- 
stances to  administration  by  the  medical 
profession.  At  the  same  time  I believe  we 
owe  it  to  the  public  to  make  certain  that 
they  understand  that  such  an  attitude  is  an 
unselfish  one — one  intended  solely  to  insure 
that  these  powerful  agents  be  properly  ad- 
ministered. 


EXFOLIATIVE  DERMATITIS 
FROM 

SOBISMINOL  MASS  BY  MOUTH 
A CASE  REPORT 

U.  S.  HARGROVE,  M.  D. 

Baton  Rouge,  La. 

Sobisminol  mass,  the  newest  antisyphi- 
litic remedy,  has  been  in  general  use  only 
a short  while.  It  is  said  to  be  an  efficient 
antisyphilitic  drug  taken  by  mouth  as  well 
as  when  given  hypodermatically.  As  it  will 
probably  be  widely  used  by  the  profession 
at  large,  it  is,  I believe,  important  that  its 
possible  dangers  be  pointed  out.  For  this 
reason,  I am  reporting  this  case  of  exfolia- 
tive dermatitis. 

CASE  REPORT 

Mrs.  H.  B.,  a white  female,  aged  57,  was  first 
seen  April  18,  1939.  History  is  as  follows:  About 
27  years  ago  the  patient  took  two  shots  of  old 
salvarsan,  having  been  diagnosed  as  having 
syphilis.  No  further  treatment  was  taken  until 
1938,  at  which  time  she  developed  a vaginal  ulcer. 
A Wassermann  was  taken,  which  proved  strongly 
positive.  At  this  time  she  took  three  shots  (prob- 
ably neoarsphenamine)  and  following  the  third 
shot,  she  developed  what,  from  her  description, 
was  an  extremely  severe  case  of  exfoliative  der- 
matitis. She  stated  that  her  entire  body  was 
swollen  and  covered  with  a weeping  exudate,  with 
crusts,  fissures,  and  severe  pruritus.  She  was  sick 
for  three  months,  but  finally  recovered. 

When  I first  saw  her  on  April  18,  1939,  she 
presented  more  than  a dozen  ham-colored,  ser- 
piginous lesions  of  the  forearms  and  body,  which 
appeared  to  be  characteristic  syphilitic  lesions. 
The  Wassermann  was  strongly  positive.  The  car- 
diovascular and  nervous  systems  were  apparently 
uninvolved.  Patient  was  given  one  shot  of  thio- 
bismol  intramuscularly.  The  following  day  she  had 
a marked  urticarial  and  erythematous  reaction  of 
the  hands,  feet,  and  face,  with  marked  itching. 
This  reaction  subsided  in  one  week.  No,  or  slight, 
exfoliation  occurred.  The  patient  was  then  put  on 
mercury  rubs,  and  the  skin  lesions  rapidly  disap- 
peared. She  used  the  rubs  from  then  until  August, 
at  which  time  she  discontinued  them. 

On  April  20,  1940,  she  presented  a chronic  ul- 
cerated lesion  of  the  pharynx.  A biopsy  showed 
probable  gummatous  lesion.  Bismuth  subsalicylate 
in  oil  was  then  started,  partly  because  of  patient’s 
serious  objection  to  mercury  rubs.  A total  of  six 
doses,  1 c.  c.  at  weekly  intervals,  was  given,  along 
with  iodides  by  mouth.  Following  the  sixth  dose, 
she  developed  fever,  urticaria,  and  a more  or  less 
generalized  erythema,  with  later  exfoliation.  The 
patient  was  not  very  ill  at  this  time. 
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Following  publication  of  articles  in  the  Journal 
of  the  American  Medical  Association  on  sobisminol 
mass,  it  was  decided  to  give  this  a trial,  as  the 
patient  still  objected  to  mercury  rubs.  On  July  16, 
1940,  she  began  taking  one  capsule  sobisminol  mass 
three  times  a day,  and  kept  this  up  until  July  29, 
when  she  discontinued  it  because  the  capsules 
melted.  On  August  2,  she  presented  slight  edema 
and  erythema  of  the  fingers.  These  symptoms  and 
findings  increased  until  on  August  14,  she  had 
extensive  lesions  of  both  feet  and  legs,  both  hands, 
lips,  and  eyes.  There  was  marked  edema  with  a 
weeping  exudate,  the  formation  of  crusts,  fissures, 
and  severe  itching.  Treatment  consisted  of  local 
applications  and  administration  of  large  doses  of 
sodium  thiosulfate.  By  August  24,  the  acute  symp- 
toms had  subsided,  and  extensive  exfoliation  was 
in  progress.  The  urine  at  no  time  showed  any 
marked  pathologic  variations. 

COMMENT 

A case  of  exfoliative  dermatitis  develop- 
ing after  taking  sobisminol  mass  by  mouth 
fortunately  is  apparently  terminating  fa- 
vorably. This  instance  serves  as  a warn- 
ing that  a patient  sensitive  to  bismuth  in- 
tramuscularly may  likewise  be  sensitive  to 
sobisminol  mass  by  mouth. 

o 

POSTPARTURIENT  INFECTION 
WITH  PROBABLE  ENDOCARDITIS, 
PULMONARY  INFARCTION,  CERE- 
BRAL EMBOLISM,  AND  BILATERAL 
THROMBOPHLEBITIS  OF  THE  IN- 
TERNAL SAPHENOUS  VEINS 

REPORT  OF  A CASE  WITH  RECOVERY 

HUGO  T.  ENGELHARDT,  M.  D.f 
and 

0.  J.  LaBARGE,  M.  D.f 
New  Orleans 

Although  the  other  complications  result- 
ing from  postparturient  and  postabortal  in- 
fections of  the  genital  tract  have  been  dis- 
cussed in  great  detail  in  our  North  Ameri- 
can textbooks  and  literature,  the  pulmonary 
and  cardiac  complications  following  such 
infections  have  received  surprisingly  little 
attention.  That  such  complications  are  not 
uncommon  or  unknown,  however,  is  indi- 
cated by  the  attention  given  these  topics 
by  foreign  authors.  Gonnet,  Boussillon  and 

fThe  Department  of  Medicine,  School  of  Medi- 
cine, The  Tulane  University  of  Louisiana  and  the 
Charity  Hospital  of  Louisiana. 


Joly4  have  presented  two  cases  of  severe 
postabortal  pulmonary  infarction  with  a 
thorough  discussion  of  the  symptomatology 
in  these  cases,  while  Ugarte  and  Larenas2 
have  reported  their  observations  in  thirty- 
seven  cases  of  pulmonary  complications 
occurring  early  in  the  puerperium.  Ra- 
mirez, Cardenas  and  Rodriguez3  found  ana- 
tomic evidence  at  postmortem  of  an  exten- 
sive thromboendocarditis  in  three  of  twelve 
cases  of  fatal  puerperal  sepsis  and  ex- 
pressed the  opinion  that,  in  all  probability 
such  pathologic  findings  were  not  uncom- 
mon in  cases  of  severe  generalized  puer- 
peral infections.  Hellner4  observed  mul- 
tiple small  abscesses  in  the  aortic  wall  in  a 
case  of  septic  abortion  which  terminated 
abruptly  as  a result  of  an  intrapericardial 
aortic  rupture  with  a fatal  cardiac  tampo- 
nade. It  is  our  purpose  to  present  at  this 
time  a case  of  postparturient  pelvic  infec- 
tion with  probable  endocarditis,  pulmonary 
infarction,  cerebral  embolism,  and  bilat- 
eral thrombophlebitis  of  the  internal  saph- 
enous veins  together  with  a brief  discus- 
sion of  the  salient  factors  in  the  case. 

CASE  report 

Mrs.  F.  G.,  28  year  old  American  born  housewife 
of  Italian  extraction,  primipara,  was  admitted  to 
the  obstetric  service  of  the  Charity  Hospital  of 
Louisiana  at  New  Orleans,  on  November  13,  1939, 
at  nine-fifty  in  the  morning  in  a state  of  active 
labor.  She  stated  that  for  two  days  prior  to  ad- 
mission, fetal  movements  had  been  absent  and 
that  a watery  fluid  had  been  draining  from  the 
vagina  for  twelve  hours  previous  to  admission. 

A review  of  her  outpatient  record  indicated  that 
she  was  admitted  to  the  obstetric  clinic  on  June 
29,  1939,  was  observed  at  regular  intervals  after 
that  date,  and  that  her  preparturient  progress  up 
to  the  time  of  her  admission  to  the  hospital  had 
been  uneventful.  The  estimated  date  of  delivery 
was  November  20,  1939. 

On  admission  to  the  hospital  she  had  a tempera- 
ture of  98.6°  F.,  a pulse  rate  of  84  per  minute,  a 
blood  pressure  of  130/86,  and  the  general  physical 
examination  was  essentially  negative.  The  pelvic 
measurements  were  within  normal  limits.  Fetal 
heart  sounds  could  not  be  heard  and  fetal  move- 
ments were  absent.  Uterine  contractions  were  ir- 
regular, at  five  to  ten  minute  intervals  and  lasting 
from  thirty  seconds  to  one  minute  each  time.  On 
direct  inspection,  the  cervix  uteri  was  “bilaterally 
lacerated,”  moderately  eroded,  and  a cloudy,  watery 
discharge  was  draining  from  the  cervix  which  was 
only  slightly  dilated.  On  direct  questioning  the  pa- 
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tient  denied  previous  pregnancies  and  instrumenta- 
tion of  any  kind. 

The  patient  continued  in  labor  without  any  ap- 
parent progress  until  one  o’clock  in  the  afternoon 
of  November  14,  1939.  At  that  time  another  va- 
ginal examination  was  performed  (with  careful 
aseptic  precautions).  The  cervix  was  soft  and  par- 
tially dilated  so  further  expectant  treatment  ap- 
peared to  be  indicated.  At  four  in  the  afternoon 
the  patient  had  a moderate  chill,  a sudden  rise  of 
temperature  to  101.6°  F.  and  vomited  several 
times.  No  progress  from  an  obstetric  viewpoint 
was  in  evidence  at  seven  o’clock  in  the  evening 
and  the  patient  was  becoming  discouraged  and  ex- 
hausted so  delivery  of  a badly  macerated  fetus  was 
accomplished  by  a breech  extraction  and  forceps 
delivery  of  the  after-coming  head.  Anesthesia  con- 
sisted of  sacral  block  with  40  c.  c.  of  1 per  cent 
procaine  solution  and  about  30  minutes  of  nitrous 
oxide-oxygen  inhalations.  A right  medio-lateral 
episiotomy  expedited  delivery.  The  placenta  was 
delivered  intact.  The  obstetric  record  indicates  that 
an  excessive  amount  of  hemorrhage  occurred  dur- 
ing delivery  but  that  the  blood  pressure  after 
delivery  was  104/60  and  the  pulse  was  of  “good 
quality.”  A program  of  chemotherapy  with  sul- 
fanilamide was  started  immediately  after  delivery 
and  the  patient  was  transfused  with  300  c.  c.  of! 
citrated  blood. 

On  November  17,  1939,  the  notation  was  made 
that  the  lochial  discharge  was  “very  foul”  in  char- 
acter, and  from  that  date  onward,  the  temperature 
curve  was  of  a septic  type.  (See  illustration.) 
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Blood  transfusion  was  repeated  on  November  20 
and  on  November  21.  On  November  21,  a long 
blowing  systolic  murmur  was  heard  over  a diffuse 
area  about  the  cardiac  apex  and  the  liver  was 
palpable  (but  not  tender)  to  a level  of  thi’ee  fin- 
gers’ breadths  below  the  right  costal  margin.  The 
patient  was  not  jaundiced,  and,  although  her  ex- 
pression was  of  the  “anxious”  type,  she  did  not 
appear  to  be  acutely  ill. 


At  seven-fifteen  on  the  morning  of  November  22, 
the  patient  suddenly  developed  a severe  pain  in 
the  right  posterior  thorax  just  below  the  angle 
of  the  scapula.  The  pain  was  severe,  persistent, 
and  aggravated  by  inspiration.  There  was  no 
cough  and  no  sputum.  A diminished  bronchovesicu- 
lar  breathing  with  accentuation  of  the  whispered 
voice  was  evident  over  the  painful  area,  but  no 
friction  rub  could  be  heard.  In  the  late  afternoon 
of  the  same  day  the  patient  had  a severe  chill  with 
a rise  of  temperature  to  104.2°  F.  The  pulse  rate 
increased  to  110  per  minute  and  a rough  blowing 
systolic  murmur  (in  addition  to  the  long  systolic 
apical  murmur  previously  noted)  became  evident 
over  a diffuse  area  at  the  base  of  the  heart.  The 
cardiac  sounds  were  present  but  of  poor  quality. 
Except  for  generalized  tenderness,  a pelvic  exami- 
nation was  essentially  negative.  Consultation  was 
obtained  with  the  Department  of  Medicine  and  the 
patient  was  transferred  to  the  medical  service, 
where  she  was  observed  by  us. 

No  change  was  observed  in  her  condition  on  No- 
vember 23.  On  November  24,  the  episiotomy  wound 
opened  spontaneously  and  discharged  a consider- 
able amount  of  purulent  material.  In  the  afternoon 
of  November  25,  the  pain  in  the  right  chest  be- 
came greatly  accentuated  and  her  respiration  was 
of  a very  labored  character  with  marked  pain  on 
inspiration.  At  eight  o’clock  in  the  evening  she 
was  extremely  ill  with  a temperature  of  104°  F., 
a pulse  rate  of  132  per  minute  and  a respiration  of 
30  per  minute.  The  cardiac  rhythm  was  galloping 
in  character  with  a split  P,  and  both  basal  and 
apical  systolic  murmurs,  as  already  noted.  An 
area  of  dulness  and  bronchial  breathing  with  moist 
inspiratory  rales  extended  from  the  angle  of  the 
right  scapula  to  the  right  base  and  anteriorly  as 
far  as  the  right  anterior  axillary  line.  Expansion 
was  markedly  limited  at  the  right  base.  Roentgen 
ray  examination  disclosed  a large  wedge-shaped 
area  of  consolidation  in  the  right  middle  lobe  with 
a marked  haziness  of  the  surrounding  lung  tissue 
and  the  entire  right  lower  lobe.  These  findings,  to- 
gether with  the  clinical  picture,  strongly  suggested 
the  presence  of  an  extensive  infarction  of  the  right 
middle  lobe  and  an  extending  secondary  basal 
pneumonic  process.  No  abdominal  tenderness  could 
be  elicited  and  another  pelvic  examination  gave  no 
additional  information. 

In  the  period  from  November  25  to  December 
12,  1939,  the  patient  was  acutely  ill  and  demon- 
strated little  improvement  despite  several  blood 
transfusions.  The  physical  findings  in  the  right 
chest  persisted  and,  due  to  the  septic  type  of  tem- 
perature (see  illustration),  an  encapsulated  ab- 
scess of  the  right  middle  lobe  was  suspected,  but 
two  attempts  at  aspiration  (December  5 and  7, 
1939)  failed  to  recover  any  purulent  exudate.  The 
cardiac  murmurs  persisted  and  became  more  pro- 
nounced, but  petechial  hemorrhages  were  not  ob- 
served and  repeated  blood  cultures  were  negative. 
From  December  7 to  28,  1939,  the  patient  received 
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a number  of  additional  blood  transfusions  and 
made  a slow  but  gradual  improvement. 

On  the  morning  of  December  28,  1939,  the  pa- 
tient complained  that  she  was  unable  to  move  her 
left  upper  extremity  and  that  the  entire  left  arm 
was  numb  and  tingling.  Examination  disclosed 
a paralysis  of  the  left  lower  face,  a deviation  of 
the  tongue  to  the  left,  a complete  flaccid  paralysis 
of  the  entire  left  arm  and  a marked  loss  of  sen- 
sation over  the  entire  left  arm.  Her  sensorium 
was  entirely  clear  and  no  other  change  was  noted 
in  her  condition.  A sudden  embolus,  lodging  in 
the  right  internal  capsule,  seemed  the  most  logical 
explanation  for  the  change  in  the  clinical  picture. 
An  acute  thrombophlebitis  of  the  left  internal 
saphenous  vein  developed  on  December  30,  1939, 
with  a concomitant  edema  of  the  entire  left  lower 
extremity.  A marked  inflammation  and  tender- 
ness was  evident  over  the  course  of  the  affected 
vein.  These  developments  seemed  to  presage  the 
death  of  the  patient,  but  instead  her  clinical  con- 
dition gradually  improved.  On  January  4,  1940, 
she  was  afebrile  all  day  for  the  first  time  since 
her  delivery  and  the  condition  of  the  left  leg 
showed  marked  improvement.  The  paralysis  of 
the  left  face  and  tongue  had  disappeared  and  mus- 
cular function  was  definitely  returning  to  the  left 
arm.  The  cardiac  signs  were  less  pronounced,  but 
the  bronchial  breathing,  the  crepitant  inspiratory 
rales,  and  the  marked  dulness  were  still  present 
at  the  right  base.  An  uneventful  improvement 
continued  until  January  11,  1940,  when  she  com- 
plained of  a severe  pain  over  the  inner  surface 
of  the  right  thigh  and  developed  a condition  quite 
analogous  to  that  already  described  as  involving 
the  left  leg.  This  complication  responded  prompt- 
ly to  treatment  and  the  patient  was  again  afebrile 
on  January  15,  1940.  From  that  date  onward  her 
convalescence  was  uneventful  and  she  was  dis- 
charged from  the  hospital  on  January  26,  1940. 
At  that  time  the  cardiac  murmurs  had  practically 
disappeared,  but  bronchonvesicular  bi’eath  sounds 
and  crepitant  inspiratory  rales  were  still  present 
over  the  middle  lobe  of  the  right  lung.  The  out- 
patient clinic  reports  indicate  that  the  patient  is 
in  apparent  good  health  at  the  date  of  this  re- 
port (August  23,  1940). 

DISCUSSION 

It  is  of  particular  interest  in  this  case 
to  note  that  the  patient’s  prenatal  progress 
had  been  uneventful  and  that  on  admission 
to  the  hospital,  the  physical  examination 
revealed  nothing  abnormal  except  that  (1) 
fetal  movements  and  fetal  heart  tones  were 
absent;  (2)  the  membranes  had  ruptured; 
and  (3)  the  cervix  was  bilaterally  lacerated 
and  eroded.  After  the  vaginal  examina- 
tion, which  was  followed  in  three  hours  by 
a chill  and  a sudden  rise  in  temperature, 


an  episiotomy  was  done  and  a macerated 
fetus  was  delivered  by  breech  extraction 
with  forceps  to  the  after-coming  head.  This 
was  accompanied  by  what  was  described 
as  an  excessive  amount  of  hemorrhage. 
Whether  or  not  it  was  the  vaginal  exami- 
nation, instrumentation,  and  severe  hemor- 
rhage incident  to  the  delivery  which  began 
the  series  of  events  which  followed  is  hard 
to  say.  It  is  not  beyond  the  realm  of  pos- 
sibility that  this  patient  had  been  suffer- 
ing from  a chronic  cervicitis  for  some  time, 
and  that  the  instrumentation  and  vaginal 
examination  served  to  light  up  a smolder- 
ing focus  with  an  extension  of  the  process 
into  the  endometrium  and  the  uteropelvic 
veins.  It  should  be  noted  that  extensive 
infection  of  the  episiotomy  wound  occurred, 
and  this  fact  must  be  considered  as  a pos- 
sible etiologic  cause  for  the  subsequent  de- 
velopments. 

Following  delivery,  the  patient’s  temper- 
ature gradually  rose  and  the  fever  curve 
became  remittent  in  type.  In  view  of  the 
murmur  heard  over  the  base  and  apex,  to- 
gether with  the  fever,  it  is  quite  probable 
that  she  had  an  endocarditis.  Ramirez 
et  al.3  have  reported  three  cases  with  very 
similar  histories  and  physical  findings  with 
an  endocarditis  of  a similar  character  in 
each  case  at  postmortem. 

The  sudden  pain  in  the  right  chest,  fol- 
lowed by  signs  of  consolidation,  indicates 
the  development  of  a pulmonary  infarct. 
Whether  it  was  due  to  an  embolus  arising 
from  the  damaged  endocardium  or  directly 
from  the  infected  pelvic  veins  cannot  be 
determined  with  any  degree  of  certainty. 
In  view  of  the  subsequent  exents,  the  for- 
mer seems  to  be  the  most  likely  occurrence. 

An  endocarditis,  then,  would  adequately 
explain  the  series  of  events  which  led  to 
the  diagnosis  of  an  embolus  lodging  in  the 
internal  capsule  on  the  right  side.  This 
was  followed  by  an  involvement  of  both 
internal  saphenous  veins. 

When  the  clinical  picture  is  viewed  in  its 
entirety,  it  appears  quite  evident,  despite 
the  negative  blood  cultures,  that  we  were 
dealing  with  a blood  stream  infection  of  a 
relatively  low  virulence. 
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The  noteworthy  thing  is  that,  despite 
this  series  of  complications,  the  patient  re- 
covered and  is  now  well.  There  is  no  ques- 
tion but  that  the  repeated  transfusions 
were  responsible  to  a large  extent  for  the 
recovery.  It  should  also  be  noted  that  the 
patient  received,  in  the  way  of  chemother- 
apy during  the  height  of  the  disease,  large 
doses  of  sulfanilamide  and  sulfapyridine 
with  little  or  no  clinical  improvement. 

The  fact  that  on  discharge  there  were 
still  some  crepitant  rales  is  apparently  not 
unusual  in  such  a case  as  this.  According 
to  Ugarte  and  Larenas,2  complete  absorp- 
tion of  the  infarct  occurred  in  only  34  per 
cent  of  their  cases. 

The  often  repeated  admonition — to  avoid 
unnecessary  surgical  and  obstetrical  inter- 
vention— is  emphasized  by  the  series  of 
complications  in  this  case. 


SPONTANEOUS  MEDIASTINAL 
EMPHYSEMA 

EDWARD  MATTHEWS,  M.  D.f 
New  Orleans 

Mediastinal  emphysema  has  long  been 
recognized  as  a complication  of  disease  or 
injury  of  the  lung,  and  in  1888,  Muller  de- 
scribed as  physical  signs  indicative  of  this 
condition  the  disappearance  of  cardiac  dul- 
ness  to  percussion  and  the  presence  over 
the  precordium  of  bubbling  crepitations 
synchronous  with  the  heart  beat.1 

It  was,  however,  Hamman  of  Baltimore 
who  first  called  attention  to  the  clinical  pic- 
ture resulting  from  the  spontaneous  occur- 
rence of  mediastinal  emphysema.2- 3-  4 Ham- 
man  has  observed  seven  patients  with  this 
syndrome ; including  the  case  herein  de- 
scribed there  are  now  on  record  sixteen 
case  reports  of  this  condition.2 10 

The  patient,  usually  a male  between  15-40 
years  of  age,  is  seized  while  at  rest  or  dur- 
ing slight  activity  with  a severe  pain  in 
the  left  side  of  the  chest  or  beneath  the 
sternum,  with  perhaps  radiation  to  the 

fFrom  the  Department  of  Medicine,  School  of 
Medicine,  Tulane  University,  New  Orleans,  Lou- 
isiana. 


SUMMARY 

A case  of  postparturient  infection  with 
probable  endocarditis,  pulmonary  infarc- 
tion, cerebral  embolism  and  bilateral  throm- 
bosis of  the  internal  saphenous  veins  with 
recovery  is  reported.  Apparently  no  similar 
case  is  on  record  in  the  recent  North  Amer- 
ican literature,  although  similar  cases  have 
been  reported  in  the  foreign  journals,  par- 
ticularly those  of  French,  German,  and 
South  American  origin. 
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arms.  This  pain  may  disappear  in  a few 
hours  or  may  last  for  days.  The  attack 
simulates  one  of  coronary  occlusion,  except 
that  there  are  usually  no  signs  of  shock  and 
no  subsequent  fever,  leukocytosis,  or  elec- 
trocardiographic changes.  In  most  cases, 
there  is  heard  by  the  patient  or  even  by 
others  in  the  room,  a noise  synchronous 
with  the  heart  beat. 

Examination  reveals  two  characteristic 
physical  findings:  on  percussion,  the  ab- 
sence of  cardiac  dulness,  and  on  ausculta- 
tion, the  presence  of  bubbling,  crackling, 
crepitant  sounds  over  the  precordium.  In 
addition,  there  may  be  found  other  evi- 
dences of  escape  of  air  from  the  lung,  such 
as  subcutaneous  emphysema  of  the  neck 
(six  of  16  cases) , and  pneumothorax  (eight 
of  16  cases,  all  on  the  left  side) . Roentgeno- 
grams of  the  chest  have  shown  in  seven  of 
15  cases  pockets  of  air  adjacent  to  the  heart 
shadow. 

No  treatment  has  been  necessary  except 
for  bed  rest,  and,  in  some  patients,  opiates 
for  the  relief  of  pain.  Recovery  has  ensued 
in  all  instances. 

The  probable  explanation  of  the  genesis 
of  spontaneous  mediastinal  emphysema  is 
contained  in  the  experiments  of  Macklin.11 
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In  overinflating  the  lungs  of  cats  by  pump- 
ing air  down  the  trachea,  rupture  of  alveoli 
was  noted,  followed  by  dissection  of  air 
along  the  sheaths  of  blood  vessels  to  the 
mediastinum,  whence  it  escaped  into  the 
subcutaneous  tissues  of  the  neck,  or,  by 
rupture  of  the  mediastinal  pleura,  into  the 
pleural  cavity.  Mediastinal  emphysema 
could  not  be  produced  by  injecting  air  un- 
der pressure  into  the  pleural  cavities.  Ap- 
parently the  sequence  is : alveolar  disten- 
tion and  rupture,  interstitial  emphysema  of 
the  lung,  mediastinal  emphysema,  and  then, 
pneumothorax  or  subcutaneous  emphysema. 
Hamman  has  further  suggested  that  this 
mechanism  may  afford  a better  explana- 
tion for  some  cases  of  spontaneous  pneu- 
mothorax than  does  the  theory  of  ruptured 
subpleural  bleb. 

CASE  REPORT 

A.  B.,  a 25  year  old  colored  male  laborer,  was 
admitted  to  Charity  Hospital  on  December  5,  1940, 
complaining  of  pain  in  the  left  chest  of  three  days’ 
duration.  He  had  enjoyed  excellent  health  until  one 
month  before  admission,  at  which  time  he  devel- 
oped what  he  described  as  a “chest  cold,”  with 
cough  and  expectoration  of  small  amounts  of 
whitish  sputum.  Three  days  before  admission,  he 
noted  gradual  onset  of  pain  in  the  chest.  This 
pain  was  not  preceded  by  any  particular  effort  or 
exertion.  It  was  localized  in  the  left  anterior  chest 
and  was  somewhat  aggravated  by  breathing.  The 
pain  increased  in  severity  and  there  developed 
moderate  shortness  of  breath. 

Examination  disclosed  a robust  colored  man  who 
complained  of  some  pain  during  the  first  day  in 
the  hospital  but  who  thereafter  was  ambulatory 
about  the  ward  and  in  no  distress.  The  tempera- 
ture, pulse,  and  blood  pressure  were  normal 
throughout  the  twelve  days  of  hospitalization. 
Chief  interest  centered  in  the  examination  of  the 
chest.  Over  the  entire  left  side  there  were  de- 
creased fremitus,  increased  resonance  to  percussion 
and  absent  or  distant  breath  and  voice  sounds. 
There  was  suggestive  deviation  of  the  trachea  to 
the  right  and  there  was  resonance  in  the  usual 
area  of  cardiac  dulness.  The  findings  were  con- 
sidered to  be  indicative  of  left  pneumothorax  and 
roentgenograms  confirmed  this  diagnosis,  showing 
80  per  cent  collapse  of  the  left  lung  with,  how- 
ever, little  or  no  displacement  of  the  mediastinum. 


Over  the  precordium  and  as  high  as  the  second 
intercostal  space  there  was  heard  a curious  sound. 
It  was  crepitant  in  quality  with  a to-and-fro  char- 
acter synchronous  with  the  phases  of  the  heart 
beat.  Several  observers  agreed  that  it  was  unlike 
the  usual  pericardial  friction-rub.  It  was  heard 
best  with  the  patient  recumbent  and  with  the 
breath  held  in  expiration.  It  was  at  first  of  mod- 
erate intensity;  it  gradually  decreased  over  a 
period  of  12  days  but  was  still  audible  when  the 
lung  had  re-expanded  to  an  estimated  20  per  cent 
collapse.  There  was  no  evidence  of  subcutaneous 
emphysema  and  no  free  air  in  the  mediastinum  was 
seen  in  A-P  roentgenograms.  The  nature  of  the 
abnormal  sounds  heard  over  the  precordium,  how- 
ever, was  such  as  to  justify  a diagnosis  of  spon- 
taneous mediastinal  emphysema,  with  spontaneous 
left  pneumothorax. 

CONCLUSIONS 

Spontaneous  mediastinal  emphysema,  of- 
ten accompanied  by  pneumothorax  and  sub- 
cutaneous emphysema,  is  a benign  clinical 
entity  characterized  by  pain  in  the  chest 
similar  to  that  of  coronary  occlusion.  The 
physical  findings  aiding  in  its  recognition 
are : the  absence  of  precordial  dulness  to 
percussion  and  the  presence  of  a loud  crepi- 
tant sound  synchronous  with  the  heart  beat. 
Roentgenograms  may  reveal  pockets  of  air 
adjacent  to  the  heart. 
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MANAGEMENT  OF  STRYCHNINE 
POISONING 

CASE  REPORT  OF  RECOVERY 

FOLLOWING  INGESTION  OF  0.325  GRAM 

DONOVAN  C.  BROWNE,  M.  D.f 

AND 

GORDON  McHARDY,  M.  D.f 
New  Orleans 

Toxicity  from  therapeutic  doses  of  strych- 
nine is  of  minor  importance  for  it  is 
readily  relieved  by  withdrawal  of  the  drug-. 
Frank  overdosage,  accidental  or  suicidal, 
results  in  tetanic  convulsions,  violent  car- 
diovascular changes,  spasmodic  respirations 
and  death  from  asphyxia,  and  from  the 
paralysis  which  succeeds  the  stimulation. 
Although  various  factors  affect  absorption 
when  taken  orally,  it  is  rapidly  absorbed  as 
illustrated  in  that  convulsive  effects  are 
usually  pronounced  within  fifteen  to  thirty 
minutes.  Excretion  is  mainly  urinary,  with 
approximately  20  per  cent  appearing  in  the 
urine  in  an  unchanged  state,  induced  diu- 
resis alters  this  percentage  very  slightly, 
if  at  all,  so  that  therapeutic  measures  di- 
rected at  increased  excretion  are  relatively 
valueless. 

We  are  prompted  to  report  this  instance 
of  strychnine  poisoning  for  five  reasons; 
(1)  The  dose  was  proved  to  exceed  greatly 
the  minimal  fatal  dose;  (2)  it  was  taken 
accidentally  which  is  unusual  for  strych- 
nine, the  dangers  of  the  drug  being  so  well 
known  as  to  preclude  carelessness;  (3)  rel- 
atively few  persons  have  recovered  after 
such  dosage;  (4)  the  relative  infrequency 
of  strychnine  poisoning  renders  pertinent 
a review  of  the  subject  that  one  may  have 
available  the  knowledge  necessary  for  the 
immediate  action  required;  (5)  the  success 
of  an  intravenous  barbiturate  in  this  case 
supports  their  relative  specificity  as  anti- 
dotes to  strychnine. 

CASE  REPORT 

L.  M.,  a 20  year  old  pharmacy  student,  was  ad- 
mitted to  Touro  Infirmary  November  29,  1938. 
In  error  filling  two  5 grain  capsules  with  strych- 


fFrom  the  Department  of  Medicine,  Tulane  Uni- 
versity of  Louisiana  School  of  Medicine,  and  the 
Gastroenterology  Clinic,  Touro  Infirmary,  New 
Orleans,  La. 


nine  while  intending  the  use  of  quinine,  for  self 
therapy  of  a mild  respiratory  infection,  the  patient 
swallowed  one  of  these  just  prior  to  entering  his 
nine  o’clock  class.  (The  second  capsule  was  later 
found  to  contain  0.325  gm.  of  strychnine).  Shortly 
thereafter  there  was  tightening  of  his  facial  mus- 
cles followed  by  generalized  muscular  twitching. 
His  error  realized,  at  9:20  a.  m.,  he  was  forced  to 
drink  a weak  solution  of  tannic  acid.  En  route 
to  the  hospital  he  had  two  severe  convulsions  and 
was  in  opisthotonos  when  carried  into  the  emer- 
gency room.  At  9:35  a.  m.,  after  rapid  intravenous 
administration  of  0.5  gm.  of  sodium  amytal,  he 
relaxed  and  gastric  lavage  with  potassium  perman- 
ganate was  performed.  The  lavage  excited  con- 
siderable muscular  twitching  and  0.016  gm.  mor- 
phine sulphate  was  given  intravenously.  The 
twitching  developed  into  the  third  convulsion  with 
opisthotonos  which  lasted  a full  two  minutes,  sub- 
siding while  the  second  intravenous  0.5  gm.  of 
sodium  amytal  was  being  given.  For  about  twenty 
minutes  the  patient  was  completely  relaxed,  respir- 
ation exceeded  30  per  minute,  the  systolic  blood 
pressure  was  165,  the  pupils  were  widely  dilated. 
Then  there  was  a recurrence  of  muscular  twitch- 
ing and  at  10:10  a.  m.  the  third  intravenous 
0.5  gm.  of  sodium  amytal  was  given.  A similar 
recurrence  indicated  the  fourth  repetition  at  11:15 
a.  m.,  after  which  he  remained  quiet  throughout 
the  next  nine  hours  and  was  not  disturbed  in  any 
way.  At  8:00  p.  m.  he  began  to  move  about  and 
the  fifth  0.5  gm.  of  sodium  amytal  was  given. 
Shortly  thereafter  he  was  catheterized  and  550 
c.c.  of  urine  removed  and  the  bladder  lavaged 
with  1:1000  potassium  permanganate.  (This  urine 
yielded  27.5  milligrams  of  strychnine). 

The  patient  was  not  permitted  to  waken,  sodium 
amytal  0.25  gm.  being  given  intramuscularly  every 
four  hours  during  the  following  24  hours.  On 
awakening,  approximately  48  hours  after  the  inges- 
tion of  the  strychnine,  he  still  appeared  overstimu- 
lated despite  the  excessive  sedation  for  a 122  pound 
male. 

He  was  febrile  the  first  72  hours  with  a persis- 
tent tachycardia;  there  was  a leukocytosis  of 
18,500.  The  urinalysis  was  negative  other  than  for 
the  presence  of  strychnine,  traces  of  which  per- 
sisted for  four  days.  The  blood  chemistry  showed 
no  departure  from  normal. 

The  patient’s  convalescence  was  uneventful  other 
than  for  diarrhea  which  persisted  for  six  days. 
When  last  examined  in  May,  1940  he  complained 
only  of  a persistent  tachycardia.  There  were  no 
cardiovascular  findings  and  the  electrocardiogram 
was  normal.  He  is  now  a graduate  pharmacist! 

THERAPY 

This  case  report  illustrates  several  points 
of  more  than  ordinary  importance  which 
will  be  discussed  in  the  following  therapeu- 
tic review. 
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Older  methods  of  therapy  emphasized  ex- 
treme quiet  with  avoidance  of  all  stimula- 
tion. Immediate  anesthesia  with  chloro- 
form or  ether  was  a necessity,  that  under 
such  influence  gastric  lavage  and  rectally 
administered  chloral  hydrate  could  be 
achieved.  Inhalation  anesthesia  is,  of 
course,  in  itself  a problem  and  besides  the 
patient  quickly  wakens  to  suffer  further 
convulsive  seizures. 

The  choice  of  lavage  material  lies  be- 
tween potassium  permanganate  which  will 
destroy  the  strychnine  by  oxidation  and 
tannic  acid  which  will  precipitate  the  poi- 
son in  a relatively  insoluble  form.  Either 
of  the  two,  if  not  removed,  may  cause  a 
gastroenteritis,  but  no  more  effective  ma- 
terial is  available.  Both  were  used  in  our 
patient  without  any  untoward  effect  other 
than  a mild  enteritis. 

Apomorphine  has  a limited  group  of  ad- 
vocates. It  does  not  seem  rational  to  use  a 
drug  that  will  precipitate  a convulsion. 
Morphine,  itself,  theoretically  is  objection- 
able, since  its  action  on  the  spinal  cord  is 
synergistic  to  strychnine.  Our  use  of  mor- 
phine intravenously  certainly  substantiates 
the  contraindications  to  its  use ; immediate- 
ly after  it  was  given  the  patient  had  a 
severe  convulsion. 

In  recent  years  realization  of  effective 
rapid  anesthesia  by  intravenous  barbitu- 
rates has  led  to  their  use  as  an  anti-con- 
vulsant. 

We  are  impressed  by  the  effectiveness  of 
sodium  amytal  in  strychnine  poisoning.  Our 
patient  was  awake  and  in  agony  with  ex- 
treme opisthotonos  when  first  seen ; relaxa- 
tion and  anesthesia  were  induced  imme- 
diately by  this  rapidly  acting  intravenous 
preparation.  The  patient  was  not  conscious 
of  any  further  discomfort  until  permitted 
to  waken.  The  quantity  of  barbiturate 


used  is  startling  but  since  extreme  stimula- 
tion was  being  combated,  and  further  that 
strychnine  and  the  barbiturates  are  antag- 
onists, therein  probably  is  the  explanation 
for  such  tolerance.  That  the  barbiturates 
neutralize  considerable  strychnine  is  sub- 
stantiated by  animal  experimentation;  its 
value  as  an  antidote  has  been  clinically  sup- 
ported by  a sizeable  group  of  case  reports 
appearing  in  the  literature  since  1932. 

We  would  like  to  suggest  an  additional 
measure,  bladder  irrigation,  followed  by  in- 
stillation, using  potassium  permanganate 
to  oxidize  the  excreted  strychnine.  Although 
it  is  generally  accepted  that  few  if  any 
drugs  are  absorbed  from  the  bladder,  reab- 
sorption may  occur  and  for  this  reason  we 
felt  the  elimination  of  such  a possibility 
advisable. 

CONCLUSION 

It  seems  conclusive  that  an  intravenous 
barbiturate  is  the  best  therapeutic  agent  in 
strychnine  poisoning.  By  reducing  excit- 
ability and  keeping  the  patient  asleep  it 
achieves  freedom  from  the  agony  of  con- 
vulsive seizures  and  permits  gastric  lavage. 
In  this  effectiveness  it  can  and  does  reduce 
the  mortality  from  strychnine  poisoning. 
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THE  ANNUAL  CONVOCATION 

The  sixty-second  annual  meeting  of  the 
Louisiana  State  Medical  Society  will  be  held 
in  Shreveport,  April  21-23.  The  plans  for 
this  meeting  are  practically  complete.  From 
advance  information  this  yearly  gathering 
of  the  medical  profession  of  the  State  of 
Louisiana  promises  to  excel  any  meeting 
previously  held  in  the  state. 

First,  let  it  be  pointed  out  that  six  dis- 
tinguished and  well-known  physicians  from 


out  of  the  state  will  participate  in  the  meet- 
ing. Dr.  Holman  Taylor,  for  many  years 
secretary  of  the  State  Medical  Society  of 
Texas  and  one  of  the  best  informed  men  in 
the  country  on  medical  organization,  medi- 
cal economics  and  medical  practice,  will 
deliver  the  annual  oration.  Dr.  Taylor 
stands  high  in  the  administration  of  the 
American  Medical  Association.  His  ad- 
dress will  be  a message  that  the  practi- 
tioner cannot  afford  to  miss.  Dr.  Harvey 
G.  Beck,  one  of  the  best  known  of  the  older 
group  in  Baltimore  and  Professor  of  Clini- 
cal Medicine  at  the  University  of  Mary- 
land, will  appear  before  the  Section  on 
Medicine  and  Therapeutics.  Another  Bal- 
timore man,  Dr.  Ernest  H.  Gaither,  will  be 
on  the  program  in  the  Section  on  Gastroen- 
terology. Dr.  Gaither  has  spoken  several 
times  in  New  Orleans  and  his  lucid  and  en- 
lightening and  well  delivered  talks  are  fa- 
miliar to  many  of  the  state  members.  Dr. 
J.  D.  Camp  has  been  invited  by  the  Section 
on  Radiology  to  appear  before  their  group. 
Dr.  Camp  is  Associate  Professor  of  Radi- 
ology in  the  Mayo  Foundation.  Dr.  Brian 
Blades,  on  the  program  of  the  surgical  sec- 
tion, is  one  of  the  younger  group  at  the 
Barnes  Hospital,  associated  with  Dr.  Evarts 
Graham,  who  helps  to  make  Washington 
University  one  of  the  important  surgical 
centers  in  the  United  States.  Dr.  Virgil  S. 
Counseller  is  head  of  the  Section  of  Gyne- 
cologic Surgery  at  the  Mayo  Clinic.  His 
name  is  well  known  to  gynecologists  and 
obstetricians  throughout  the  country.  Sure- 
ly a group  of  speakers  such  as  the  above 
will  spread  a literary  and  scientific  feast 
to  be  partaken  of  by  the  auditors. 

The  program  of  the  different  sections 
shows  that  the  doctors  of  Louisiana  are  ob- 
serving and  recording.  The  thirty-nine 
participants  in  the  program  will  give  a 
series  of  diverse  and  diversified  papers  on 
timely  subjects  which  are  presented  to  the 
medical  men  of  Louisiana  from  the  personal 
experiences  of  the  observers.  These  papers 
will  be  discussed,  it  is  hoped,  freely  and 
widely. 

In  addition  to  the  scientific  features 
which  include  a scientific  exhibit  and  also 
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a commercial  exhibit  which  in  a sense  is 
scientific  because  it  presents  the  latest  de- 
velopments in  medicine  and  surgery,  the 
social  aspects  of  the  meeting  will  be  taken 
care  of  by  as  gracious  and  hospitable  a 
group  as  exists  in  the  state.  Shreveport 
men  will  do  everything  to  make  the  visit  of 
the  attendants  enjoyable  and  memorable. 
They  can  always  be  counted  upon  to  do  this. 
The  social  features  of  the  meeting,  inciden- 
tally, are  by  no  means  a minor  series  of 
events.  Here  a man  not  only  has  the  pleas- 
ure of  meeting  his  colleagues  and  friends 
throughout  the  state  but  also  has  the  oppor- 
tunity of  talking  without  restraint  and  man 
to  man  concerning  the  medical  problems 
and  the  economic  difficulties  that  he  may 
have  with  some  or  many  who  are  likewise 
interested  in  the  same  unsolved  conun- 
drums. 

We  urge  all  members  of  the  Society  to 
put  at  once  the  date  of  the  annual  meeting 
on  their  calendars,  to  inform  their  patients 
that  they  will  be  away  on  those  days  the 
last  of  April  and  to  attend  the  annual  get 
together  of  one  of  the  best  state  societies 
in  the  United  States. 

o 

STATE  MEDICINE 

The  press  announced  last  month  that  the 
Health  Ministry  of  New  Zealand  had 
started,  as  of  March  first,  with  national 
free  medical  care.  The  doctors  of  New 
Zealand  will  receive  $3.50  for  each  patient 
per  year  and  mileage  will  be  allowed  for 
trips  in  the  country  of  over  twenty  miles. 
The  doctors  must  supply  drugs,  although 
they  are  allowed  to  charge  the  patient  for 
these  if  they  are  able  to  collect  the  monies 
they  must  advance!  The  press  accounts 
state  that  even  unsuccessful  doctors  will  be 
able  to  make  about  as  much  as  $700  a year. 

Just  imagine  the  incentive  a doctor  will 
have  for  years  of  hard  work,  of  study,  of 
expenditure  of  a large  amount  of  capital  in 
order  to  obtain  the  princely  sum  of  $700  a 
year.  Think  of  the  amount  of  work  that 
would  be  necessary  in  order  to  obtain  this 
munificent  salary.  At  least,  and  probably 
a good  many  more  than,  two  hundred  pa- 


tients must  be  taken  care  of  during  the 
year  because  this  sum  is  not  clear,  but  must 
be  used  in  part  for  necessary  expenses.  In 
all  likelihood  2000  forms  must  be  filled  out 
for  these  two  hundred  patients. 

Just  think  of  the  type  of  service  that  will 
be  rendered  to  a patient  by  a man  who  is 
expected  to  make  his  living  from  the  re- 
turns from  the  care  of  the  state-paid-for 
patients;  even  to  make  a living  wage  he 
will  have  to  take  care  of  an  untold  number 
of  patients.  He  will  not  be  able  to  give 
them  the  time  for  adequate  study  nor  will 
he  be  able  to  devote  any  time  to  improving 
his  knowledge  of  medicine.  The  physician’s 
entire  day  will  be  spent  in  giving  a service 
which  necessarily  will  have  to  be  inadequate 
and  incompetent.  The  minimum  wage  dis- 
tinctly has  a tendency  to  promote  incom- 
petency. 

Just  think  of  how  many  bureaucratic  offi- 
cials will  live  on  the  doctor.  A host  of 
administrators,  accountants,  clerks  and 
what  not  must  be  supported  by  the  efforts 
of  the  physician. 

Just  think  of  the  New  Zealand  medical 
care  plan  and  then  stop  and  think  of  the 
condition  that  the  physician  would  be  in  in 
this  country  were  he  placed  in  the  category 
of  an  employee  of  the  state,  the  obeyer  of 
the  demands  of  some  one  or  many  who 
know  nothing  about  the  endless  difficulties 
and  the  often  insurmountable  problems  of 
the  care  of  the  sick  man. 

* o 

DISEASES  TRANSMITTED  FROM 
ANIMALS  TO  MAN 

There  are  many  diseases  of  domestic  ani- 
mals that  are  transmitted  to  the  human  ani- 
mal. Many  of  these  diseases  are  well 
known ; tuberculosis,  glanders,  anthrax, 
smallpox  or  cowpox,  psittacosis  and  brucel- 
losis are  excellent  examples  of  diseases  ani- 
mals have  and  which  in  turn  are  given  to 
man.  There  are  some  seventeen  of  these 
diseases  but  most  of  them,  such  as  looping 
ill  or  Rift  Valley  fever,  are  extremely  rare 
and  uncommon.  Another  group  of  diseases 
which  are  public  health  problems  because 
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they  are  spread  by  rodents,  include  plague, 
which  is  practically  never  seen  in  this  coun- 
try, tularemia,  typhus  fever,  Rocky  Moun- 
tain spotted  fever  and  rat-bite  fever.  Still 
another  relationship  of  animal  to  man  in 
the  spread  of  disease  has  to  do  with  those 
conditions  in  which  the  animal  is  not  ill, 
in  some  way  or  another  carries  the  organ- 
isms to  transmit  them  to  man.  Diphtheria, 
scarlet  fever  and  septic  sore  throat  are  ex- 
amples of  this  particular  method  of  spread. 
Lastly,  animals  may  be  passive  carriers  of 
germs  which  in  turn  may  be  carried  to  man. 
In  this  category  may  be  placed  tetanus,  gas 
gangrene  and  botulism.  Of  course,  besides 
these  virus  and  bacterial  diseases,  fungus 
diseases  may  be  transmitted  by  animals  as 
well  as  various  types  of  animal  parasites. 

Fortunately  the  dog,  the  one  animal 
which  prefers  the  company  of  man  to  his 
own  species,  rarely  is  known  to  transmit  a 
disease.  Even  animal  parasites  are  only 
occasionally  passed  from  animal  to  master. 
On  the  other  hand,  cattle,  the  animal  which 
more  than  any  other  one  species  supplies 
food  to  man,  is  very  likely  indeed  to  trans- 
mit disease  either  through  the  flesh  or  by 
the  milk  to  the  human  being.  Tuberculosis 
is  a common  example.  It  should  be  said 
to  the  credit  of  veterinarians  that  they 
are  gradually  stamping  out  tuberculosis 
amongst  cattle  in  this  country.  The  veter- 
inarians in  a twenty  year  period  tuberculin 
tested  more  than  217,000,000  cattle.  In  the 
bodies  of  slightly  under  4,000,000  reactors 
which  were  examined  at  postmortem  almost 


without  exception  tuberculous  lesions  were 
present  in  these  cattle.  However,  much 
more  frequently  is  disease  transmitted  by 
milk.  The  number  of  diseases  which  may 
be  transmitted  by  milk  are  not  so  numerous 
but  often  are  devastating.  Realizing  and 
appreciating  the  difficulty  in  obtaining 
pure  milk,  enlightened  sanitarians  and 
health  officers  have  become  vigorous  pro- 
ponents of  pasteurization  of  milk.  Pasteur- 
ization of  milk  properly  carried  out  will 
prevent  the  transmission  of  disease  by  milk. 
It  should  be  a requisite  for  all  milk  dis- 
tributed to  the  population  as  a whole.  Even 
if  there  are  comparatively  few  cases  of 
brucellosis,  the  long  course  of  the  disease 
and  the  prolonged  illness  of  the  subject  of 
this  infection  becomes  a definite  indication 
for  pasteurization,  and  yet  brucellosis  is 
only  one  of  the  several  diseases  transmitted 
through  milk. 

The  veterinarians  and  physicians  must 
work  hand  in  hand  in  attempting  to  eradi- 
cate some  of  the  diseases  of  man  and  animal. 
Rabies  is  a splendid  example  of  what  may 
be  accomplished  by  the  conjoint  efforts  of 
these  two  professions.  In  many  other  types 
of  disease  mutual  to  man  and  animal  the 
two  professions  should  cooperate  more  than 
they  are  at  the  present  time.  Animal 
disease  problems  are,  it  is  true,  primarily 
public  health  problems  but  the  doctor  of 
veterinary  medicine  should  play  as  impor- 
tant a part  in  helping  to  eradicate  these 
diseases  as  does  the  doctor  of  medicine. 
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MERCY  HOSPITAL 
New  Orleans 

The  monthly  meeting  of  the  staff  was  held 
March  12,  at  8:30  p.  m.  in  the  lecture  room  of 
the  hospital,  Dr.  T.  F.  Kirn  presiding. 

Due  to  inclement  weather  and  a small  attend- 
ance the  two  speakers  of  the  evening  were  asked 
to  present  their  papers  at  our  next  regular  meet- 
ing to  be  held  Wednesday,  April  2,  1941  at  8:00 
p.  m. 

The  deaths  for  the  past  month  were  reviewed 
by  Dr.  G.  H.  Hauser  and  discussion  of  most  in- 
teresting cases  was  indulged  in  by  the  member- 
ship. 


A very  interesting  case  of  staphylococcic  septi- 
cemia following  incision  and  drainage  of  an  ab- 
scess of  the  arm  (produced  by  intramuscular  in- 
jections of  digalen)  was  presented  by  Dr.  P.  A. 
Phillips  and  discussed  by  Dr.  G.  H.  Hauser  and 
other  members  of  the  staff. 

The  ladies  auxiliary  of  the  hospital  is  sponsor- 
ing a dinner  dance  at  Club  Athram  on  the  night 
of  April  26.  The  membership  and  friends  are 
invited  to  participate:  Tickets  may  be  bought 

from  any  of  the  members  of  the  auxiliary,  or  from 
the  staff  secretary  for  $1.50  per  person. 

N.  J.  Tessitore,  M.  D.,  Sec. 
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TOURO  INFIRMARY 
New  Orleans 

The  regular  monthly  meeting  of  the  Medical 
Staff  was  held  on  Wednesday,  March  12  at  8 
p.  m.  The  program  consisted  of  the  following: 
Clinico-pathologic  Conference  by  Dr.  Harvey  Col- 
vin; “A  Review  of  Hysterectomies  in  Touro  In- 
firmary” by  Dr.  C.  H.  Tyrone;  “Meckel’s  Diverti- 
culum with  Intestinal  Obstruction”  by  Dr.  L.  H. 
Strug. 


BAPTIST  HOSPITAL 
New  Orleans 

The  regular  monthly  meeting  of  the  Clinical 
Staff  was  held  on  Wednesday,  February  26  in  the 
Staff  Room  of  the  Hospital  at  8 p.  m.  The  pro- 
gram consisted  of  the  following  presentations: 
“Spastic  Ureteritis  in  Women”  by  Dr.  H.  W.  E. 
Walther;  “Interesting  Cases  from  the  X-ray 
Standpoint”  by  Dr.  L.  W.  Magruder  and  “Death 
Report”  by  Dr.  Bert  DeBord. 
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April 

April 


April 

April 

April 

April 


April 

April 

April 

April 


April 

April 

April 

April 


CALENDAR 

1.  Eye,  Ear,  Nose  and  Throat  Staff,  8 
p.  m. 

2.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Hutchinson  Memorial  Clinic  Staff,  8 
p.  m. 

Mercy  Hospital  Staff,  8 p.  m. 

3.  Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  m. 

7.  Orleans  Parish  Medical  Society  Board 
of  Directors,  8 p.  m. 

Clinico-pathologic  Conference,  Hotel 
Dieu,  8:15  p.  m. 

8.  Eye,  Ear,  Nose  and  Throat  Society, 
8 p.  m. 

9.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Touro  Infirmary  Staff,  8 p.  m. 
Woman’s  Auxiliary,  Orleans  Club,  3 
p.  m. 

10.  New  Orleans  Hospital  Council,  Eye, 
Ear,  Nose  and  Throat  Hospital,  8.  p.  m. 

14.  Orleans  Parish  Medical  Society,  Scien- 
tific and  First  Quarterly  Executive 
Meeting,  8 p.  m. 

15.  Charity  Hospital  Medical  Staff,  8 p.  m. 

16.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Charity  Hospital  Surgical  Staff,  8 p.  m. 
The  Orleans  Tuberculosis  Hospital 
Staff,  8 p.  m. 

17.  Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  m. 

18.  I.  C.  R.  R.  Hospital  Staff,  12  noon. 

21.  Hotel  Dieu  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Baptist 
Hospital,  8 p.  m. 

22.  Baptist  Hospital  Staff,  8 p.  m. 


April  23. 

April  24. 
April  25. 

April  30. 


Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 

Catholic  Physicians’  Guild,  8 p.  m. 
French  Hospital  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Touro 
Infirmary,  11:15  a.  m.  to  12:15  p.  m, 
L.  S.  U.  Faculty  Club,  8 p.  m. 

New  Orleans  Dispensary  for  Women 
and  Children  Staff,  8 p.  m. 
Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30 
p.  m. 


During  the  month  of  March  the  Society  held  one 
regular  scientific  meeting,  and  one  joint  scientific 
meeting  with  the  New  Orleans  Graduate  Medical 
Assembly.  The  programs  were  as  follows : 

Regular  Scientific  Meeting 

1.  Etiology  of  Influenza — A Review 

By  Dr.  George  W.  McCoy 

2.  Otorhinolaryngologic  Aspects  of  Influenza 

By  Dr.  H.  L,  Kearney 

3.  Treatment  of  Influenza 

By  Drs.  Oscar  W.  Bethea  and 
Ralph  G.  Greenlee 

4.  Case  Report:  An  Unusual  Case  of  Sciatica 

By  Drs.  Irving  Redler  and 
Gilbert  C.  Anderson 
Joint  Scientific  Meeting 

1.  The  Management  of  Acute  Intestinal  Obstruc- 

tion  By  Dr.  Owen  H.  Wangensteen, 

Professor  of  Surgery,  University  of  Minne- 
sota Medical  School 

2.  Complete  Tears  of  the  Perineum 

By  Dr.  Louis  E.  Phaneuf,  Professor  of 
Gynecology,  Tufts  College  Medical  School 


TREASURER’S  REPORT 


Bank  Balance,  January  31,  1941 $5,510.66 

February  Credits  1,160.47 


Total  Credits  $6,671.13 

February  Expenditures  1,166.22 


Actual  Book  Balance,  February  28,  1941  ...$5,504.91 
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NEWS  ITEMS 

Dr.  Merrill  C.  Beck  was  recently  elected  to  mem- 
bership on  the  board  of  the  Child  Conservation 
League  of  Louisiana. 

Dr.  James  K.  Howies  was  recently  elected  to 
fellowship  in  the  American  College  of  Physicians. 

Dr.  E.  L.  Leckert  was  elected  president  of  the 
Catholic  Physicians’  Guild  of  New  Orleans  at  its 
recent  meeting.  Other  officers  elected  were:  Dr. 
Joseph  Danna,  first  vice-president;  Dr.  E.  L.  Zan- 
der, secretary;  Dr.  N.  F.  Thiberge,  treasurer;  Dr. 
T.  F.  Kirn,  chairman  of  activities;  Dr.  F.  J.  Chetta, 
chairman  of  membership  committee;  Drs.  Dan  Mur- 
phy, W.  G.  Troescher  and  Joseph  Palermo,  mem- 
bers of  the  board  of  directors. 


Dr.  Alton  Ochsner  presented  a paper  on  the 
role  of  vasospasm  in  thrombophlebitis  at  Emory 
University,  January  30. 


Dr.  Thomas  B.  Sellers  was  a guest  speaker  at 
the  International  Post-Graduate  Medical  Assembly 
in  San  Antonio,  January  28-30.  The  papers  which 
he  presented  were  “Dysmenorrhea,”  “Breech  Pre- 
sentation,” and  “Present  Status  of  Pessaries  in  the 
Armamentarium  of  the  Obstetrician  and  Gyne- 
cologist.” 


The  monograph  entitled  “The  Role  of  the  Liver 
in  Surgery,”  for  which  Dr.  Frederick  F.  Boyce  was 
awarded  the  1940  Gross  Prize  for  original  research 
in  surgery  by  the  Philadelphia  Academy  of  Sur- 
gery, has  just  been  published  by  Charles  C. 
Thomas. 


Dr.  Rufus  H.  Alldredge  was  recently  certified 
by  the  American  Board  of  Orthopedic  Surgery. 

Dr.  Rufus  H.  Alldredge  gave  a paper  on  “Fibro- 
cystic Diseases  of  the  Bones”  at  the  ninth  annual 
meeting  of  the  American  Academy  of  Orthopedic 
Surgeons,  held  January  13-16. 


Dr.  Frederick  F.  Boyce  conducted  a diagnostic 
clinic  on  the  management  of  difficult  biliary  tract 
surgery  for  the  staff  of  the  department  of  surgery 
and  the  third  and  fourth  year  students  of  the  Yale 
University  Medical  School. 


Dr.  W.  H.  Perkins  was  recently  re-elected  presi- 
dent of  the  New  Orleans  Tuberculosis  and  Public 
Health  Association  of  Louisiana.  Other  officers 
are:  Dr.  A.  J.  Hockett,  second  vice-president;  Dr. 
B.  I.  Burns,  director;  members  of  the  executive 
committee,  Drs.  R.  Alec  Brown,  Joseph  A.  Danna, 
Sydney  Jacobs,  M.  E.  Lapham,  John  H.  Musser, 
I.  L.  Robbins,  Robert  A.  Strong,  Julius  L.  Wilson, 
and  J.  O.  Weilbaecher,  Jr. 


Dr.  Marion  Souchon  won  the  annual  award  for 
the  most  distinctive  painting  at  the  recent  Missis- 
sippi Art  Association  exhibition  in  Jackson. 


At  a recent  staff  meeting  of  the  Mercy  Hospital, 
Dr.  Rupert  Arnell  presented  a paper  “Hemorrhage 
in  Late  Pregnancy”;  Dr.  M.  L.  Stadiem  presented 
a paper  on  the  “Present  Status  of  Endocrine  Ther- 
apy in  Gynecology”;  and  a motion  picture  on 
“Acute  Cholecystitis”  was  shown  by  Dr.  Frank 
Loria. 

Edwin  L.  Zander,  M.  D.,  Sec. 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


THE  PRESIDENT  OF  THE  STATE 
MEDICAL  SOCIETY 

Dr.  C.  Grenes  Cole  was  born  in  Greensburg,  St. 
Helena  Parish,  Louisiana  on  July  31,  1880.  After 
attending  grade  school  in  Greensburg,  he  further 
pursued  his  studies  at  Louisiana  State  University, 
following  which  he  entered  the  Medical  Depart- 
ment of  Tulane  University,  graduating  in  1908. 
Dr.  Cole  then  served  a year’s  internship  at  Shreve- 
port Charity  Hospital  and  two  years’  internship 
at  Charity  Hospital  in  New  Orleans. 


Following  his  graduation  from  Tulane  Univer- 
sity he  served  as  House  Surgeon  at  Hotel  Dieu 
from  July,  1908  until  January,  1909  from  which 
position  he  resigned  to  accept  the  Assistant  House 
Surgeonship  of  the  New  Orleans  Charity  Hospital, 
serving  there  until  1914. 

Dr.  Cole  has  been  connected  with  the  teaching 
staff  of  both  Tulane  and  Louisiana  State  Uni- 
versity Medical  Schools  having  served  as  Assistant 
Professor  of  Gynecology,  Undergraduate  Depart- 
ment, and  later  as  Assistant  Professor  of  Clinical 
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Surgery,  Postgraduate  Department,  Tulane  Uni- 
versity. At  the  organization  of  the  Louisiana 
State  University  Medical  Center  he  was  made  Pro- 
fessor of  Clinical  and  Industrial  Surgery. 

He  was  a member  of  the  Board  of  Administra- 
tors of  Charity  Hospital  from  August,  1930  until 
August,  1934.  In  1930  he  was  elected  President 


of  the  Orleans  Parish  Medical  Society  and  has 
been  Chairman  of  the  Committee  on  Public  Policy 
and  Legislation  of  the  Orleans  Parish  or  Louisiana 
State  Medical  Society  for  many  yeai-s.  In  addi- 
tion to  his  present  duties  as  President  of  the  Lou- 
isiana State  Medical  Society,  he  is  also  serving 
as  State  Chairman  of  the  Medical  Preparedness 
Committee  of  the  American  Medical  Association 
and  President  of  the  Louisiana  State  Coroners’ 
Association. 

Dr.  Cole  was  elected  Coroner  of  Orleans  Parish 
in  1934  which  office  he  has  held  continuously 
since  this  date.  He  is  a member  of  the  Orleans 
Parish  Medical  Society,  Louisiana  State  Medical 
Society,  Southern  Medical  Association,  American 
Medical  Association,  The  Southeastern  Surgical 
Congress  and  has  been  a Fellow  of  the  American 
College  of  Surgeons  since  its  foundation.  He  is 
Senior  Surgeon  on  the  Visiting  Staff  of  Hotel 
Dieu,  Southern  Baptist,  Mercy  and  Charity  Hos- 
pitals. 


In  1914  he  married  Miss  Hallette  Barrow  of 
New  Orleans.  Dr.  and  Mrs.  Cole  live  in  New  Or- 
leans where  Dr.  Cole  has  been  practicing  medicine 
since  his  graduation,  and  have  a country  home  in 
Houma,  Terrebonne  Parish,  where  Dr.  Cole  raises 
camellias  and  poultry  and  supervises  the  manage- 
ment of  his  sugar  plantation  and  other  interests. 


DR.  FRED  J.  MAYER 

TO  WHOM  THIS  ANNUAL  MEETING  IS  DEDICATED 

Dr.  Mayer  was  born  in  St.  Mary’s  Parish  April 
14,  1859.  His  schooling  was  had  in  the  public 
schools  of  Opelousas  but  as  much  of  his  boyhood 
was  spent  in  Bavaria,  London  and  Belfast,  much 
of  his  education  was  obtained  from  tutors.  He 
taught  public  school  from  1876-1882,  starting  this 
activity  when  he  was  only  18  years  old.  He  then 
studied  medicine  at  the  University  of  Louisiana 
(Tulane),  graduating  in  1883.  In  1885  he  was 
chosen  president  of  the  Attakapas  Medical  So- 
ciety, the  oldest  medical  society  in  the  state.  At 
this  time  Dr.  Mayer  warned  the  profession  in  the 
state  that  the  propaganda  of  hygiene  should  be 
done  only  under  the  auspices  of  the  medical  or- 
ganization. He  himself  gave  the  first  popular 
hygiene  lecture  in  the  South,  in  Lafayette,  on  in- 
fections and  contagions.  He  discussed  tubercu- 
losis and  explained  the  non-contagiousness  of  yel- 
low fever.  He  fathered  a resolution  before  this 
medical  society  and  the  State  Medical  Society  to 
issue  for  free  distribution  to  the  public  a pamph- 
let on  the  nature  of  tuberculosis  published  in 
English,  French  and  Italian. 

In  1887  he  organized  and  obtained  a charter 
for  the  first  popular  institute  for  hygiene,  aided 
by  leading  sanitarians  in  the  state. 

In  1890  Dr.  Mayer  became  assistant  quarantine 
physician,  Quarantine  Station,  Port  Eads,  a posi- 
tion which  he  held  for  three  years.  At  this  time 
he  urged  the  use  of  formaldehyde  in  flat  disinfec- 
tion, where  sulphur  dioxide  could  not  be  used  and 
advocated  the  use  of  oil  instead  of  coal  for  the 
United  States  Navy. 

Following  these  activities  Dr.  Mayer,  in  1900, 
resumed  practice.  He  drafted  a hygiene  bill 
which,  largely  through  his  efforts  and  despite  bit- 
ter opposition  of  the  then  governor,  obtained  pas- 
sage of  this  bill  through  two  legislatures,  but  it 
was  vetoed  twice.  Enactment  of  this  law  would 
have  saved  the  state  many  dollars  and  many  hu- 
man lives.  About  this  time  he  drew  up  the  plan 
that  made  possible  the  Southwestern  Louisiana 
Institute  at  Lafayette.  As  Chairman  of  the  Sec- 
tion of  Medical  Jurisprudence  of  the  Louisiana 
State  Medical  Society,  he  presented  a paper  on 
medical  expert  testimony,  ridiculing  existing  prac- 
tice of  calling  for  reform  based  on  common  sense 
and  scientific  knowledge  of  psychiatry.  Dr. 
Mayer  at  this  time  was  actively  interested  in 
health  problems.  He  toured  the  state,  lecturing 
on  the  subject  of  health  in  the  human  and  animal, 
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pointing  out  that  the  worst  economic  leak  on  the 
farm  was  disease  in  man  and  animal.  He  urged 
better  roads  and  more  thorough  drainage  as  a 
health  measure.  He  urged  closer  cooperation  be- 
tween medical  and  veterinary  societies  pointing 
out  the  intercommunicability  of  human  and  bo- 
vine tuberculosis  and  even  went  to  Washington 
in  an  attempt  to  secure  action  by  Congress.  In 
1906  he  was  appointed  special  medical  inspector 
of  Louisiana  and  was  instrumental  in  revising  the 
sanitary  code  of  the  State.  He  aided  in  securing 
passage  of  the  pure  food  and  drug  law  of  the 
state  before  similar  Federal  action  had  ever  been 
taken.  He  was  active  in  an  epidemic  of  yellow 
fever  in  1906  and  conducted  in  1905  a series  of 
over  100  mosquito  institutes  in  the  yellow  fever 
area. 

Public  health  measures  were  always  of  interest 
to  this  distinguished  member  of  tbe  profession. 
He  studied  and  investigated  an  outbreak  of  dengue 
in  Brownsville,  Texas.  He  investigated  and  traced 
the  fly  infection  to  typhoid  fever  in  Sabine  and 
Point  Coupee  Parishes.  He  was  delegate  to  the 
American  Public  Health  Association  which  met  in 
Mexico  City  in  December  1906. 

His  activity  in  public  health  measures  con- 
tinued through  his  active  life.  He  presented 
papers  before  the  American  Public  Health  Associa- 
tion meeting  in  Washington  in  1908.  He  held 
institutes  throughout  the  state  on  yellow  fever, 
tuberculosis,  typhoid  and  hookworm  and  he  was 
active  in  giving  “sanitary  Sunday  sermons”  in 
churches.  Two  years  later  he  was  made  special 
inspector  by  the  state  health  officer  of  Texas  to 
investigate  yellow  fever,  cholera  and  bubonic 
plague  in  Europe,  South  and  Central  America. 
He,  at  that  time  on  his  return  from  this  trip,  ad- 
dressed the  Texas  Legislature,  crusading  against 
the  slaughter  house  evils  and  promoting  the  in- 
spection for  tuberculosis  in  infected  cattle. 

Realizing  the  worth  of  this  outstanding  physi- 
cian, in  1912  he  was  elected  president  of  the 
Louisiana  State  Medical  Society.  Under  his  regi- 
men the  debt  of  the  State  Society  was  lifted  and 
the  organization  was  placed  on  a cash  basis.  As 
president  of  the  State  Medical  Society  he  con- 
ducted two  rat  institutes  at  New  Orleans  and 
at  the  time  predicted  an  epidemic  of  plague  un- 
less rat  proofing  was  carried  out.  He  delivered 
his  sanitary  sermons  not  only  in  Louisiana  but 
also  in  Texas,  Kentucky  and  Virginia. 

In  1918  Dr.  Mayer  was  appointed  field  agent 
and  organizer  of  the  field  units  of  the  tuberculosis 
league  and  prepared  a comprehensive  plan  for 
state  organization.  Since  that  time  Dr.  Mayer 
has  urgently  preached  public  health  measures.  He 
says  “the  stone  of  preventive  medicine  that  the 
builders  once  rejected  has  now  become  the  corner- 
stone of  the  modern  medical  edifice.”  He  says 
also  that  from  the  experience  to  be  gained  in  his 


years  of  attempting  to  educate  the  public  and 
surmounting  the  difficulties  of  altering  previous 
opinions  that  he  has  learned  the  best  way  to  edu- 
cate adults  was  through  the  children  in  schools. 

The  State  Society  does  well  to  honor  this  dis- 
tinguished medical  educator,  an  educator  who  has 
taught  and  preached  health  measures  far  and 
wide.  It  is  through  the  stimulation  of  men  such 
as  Dr.  Mayer  that  as  much  has  been  accomplished 
as  it  has  in  preventive  medicine.  All  honor  to 
him. 


THE  ANNUAL  ORATOR 

Dr.  Holman  Taylor,  the  son  of  Dr.  and  Mrs.  J. 
H.  Taylor,  was  born  in  Hallsville,  Texas,  April  8, 
1874.  His  grandparents  on  both  sides  of  the 
family  were  Texas  pioneers,  and  descendants  of 
early  settlers  of  the  United  States,  as  witness  his 
membership  in  the  Sons  of  the  American  Revolu- 
tion. He  received  his  education  in  the  public 
schools  of  Marshall,  to  which  city  he  moved  when 
he  was  eight  years  of  age.  He  attended  Bethel 
College,  at  Russellville,  Kentucky,  graduating  with 
the  degree  of  Bachelor  of  Science,  in  1896.  He 
graduated  in  Medicine  from  the  Medical  Branch 
of  the  University  of  Texas,  Galveston,  in  1899. 
He  entered  the  general  practice  of  medicine  at 
Marshall,  in  partnership  with  his  father,  the  year 
of  his  graduation  at  Galveston.  He  practiced  at 
Marshall  until  1910,  at  which  time  he  removed 
to  Fort  Worth,  where  he  entered  general  practice 
and  took  over  the  duties  and  responsibilities  of 
Secretary-Editor  for  the  State  Medical  Associa- 
tion of  Texas,  which  position  he  has  held  con- 
tinuously since  that  time,  except  for  the  time  he 
spent  in  the  Army  during  the  first  World  War. 

Dr.  Taylor  became  a member  of  the  State  Med- 
ical Association  in  1901,  and  was  made  a councilor 
of  the  State  Medical  Association  in  1903.  He 
served  in  that  capacity,  and  as  secretary  of  the 
Board  of  Councilors,  until  1910,  at  which  time  he 
was  elected  Secretary  and  appointed  Editor.  He 
has  been  a member  of  the  House  of  Delegates  of 
the  American  Medical  Association  since  1911.  He 
is  at  the  present  time  a member  of  the  Judicial 
Council  of  the  American  Medical  Association.  He 
was  chairman  of  the  Military  Affairs  Committee 
of  the  American  Medical  Association  during  the 
life  of  that  committee,  over  a period  of  several 
years  following  the  World  War.  He  is  now  chair 
man  for  the  State  of  Texas,  of  the  Committee  on 
Medical  Preparedness  of  the  American  Medical 
Association. 

The  military  career  of  Dr.  Taylor  has  been 
mainly  in  the  line.  His  only  service  in  the  Medical 
Department  was  during  the  Spanish  American 
War,  at  which  time  he  was  a hospital  steward  in 
the  Third  Texas  United  States  Volunteer  Infantry. 
His  military  career  began  September  4,  1891,  at 
which  time  he  enlisted  as  a private.  He  was  made 
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Second  Lieutenant  within  two  years,  and  served 
in  every  capacity  in  the  line  up  to  and  including 
Brigadier  General,  which  rank  he  held  at  the  time 
of  his  retirement,  April  8,  1938.  He  was  retired- 
with  the  rank  of  Brevet  Major  General. 

Dr.  Taylor  was  married  October  5,  1910,  to 
Miss  Fannie  Eleanor  Lake,  of  Marshall.  There  is 
one  son,  Holman  Taylor,  Jr.,  at  the  present  time 
a Sophomore  in  the  Medical  Branch  of  the  Uni- 
versity of  Texas. 


SHREVEPORT 

THE  CITY  FOR  THE  ANNUAL  MEETING 

Shreveport,  with  a population  of  well  over  100,- 
000,  was  founded  in  1836  by  Captain  Henry  Miller 
Shreve,  steamboat  captain,  who  purchased  the  site 
from  Larkin  Edwards,  a pioneer  who  had  acquired 
it  by  a treaty  from  the  Caddo  Indians.  Shreve- 
port’s first  name  was  Shreve’s  Landing.  This  was 
later  changed  to  Shreveport.  Shreveport’s  growth 
from  this  humble  beginning  to  its  present  day 
size  has  been  phenomenal. 

Shreveport  was  developed  as  a distributing 
center  for  merchandise  and  supplies  going  into 
Mexico,  the  Republic  of  Texas,  and  the  Indian 
Territory,  now  Oklahoma.  The  river  boats  navi- 
gated up  the  Red  River  and  supplies  were  carried 
on  by  wagon  trains. 

Struggling  as  a small  frontier  port  for  the  vast 
territory  of  the  Southwest  for  many  years,  Shreve- 
port was  to  play  an  important  part  in  the  develop- 
ment of  this  great  section.  Steamboats  carried 
most  of  the  freight  from  the  Mississippi  ports  up 
the  Red  River  to  Shreveport,  whence  it  was  loaded 
on  wagon  trains  and  moved  into  the  territory  to 
the  west. 

Along  with  this  development,  Shreveport  was 
also  growing  in  a medical  way.  Regardless  of  the 
fact  that  Shreveport  has  no  Medical  College  in 
her  midst,  she  has  long  been  considered  an  im- 
portant medical  and  surgical  center. 

Some  who  are  not  familiar  with  the  circum- 
stances are  amazed  to  learn  that  Shreveport  has 
eight  hospitals  with  a combined  capacity  of  1498 
beds.  This  appears  out  of  proportion  when  com- 
pared with  hospital  facilities  of  other  cities  of 
equal  population.  The  explanation  is  found  in  the 
fact  that  Shreveport  is  surrounded  by  a populous 
area  known  as  the  land  of  Ark-La-Tex,  which 
includes  South  Arkansas,  North  Louisiana,  and 
East  Texas.  Within  a radius  of  50  miles  sur- 
rounding Shreveport,  there  is  a population  of 
370,000  and  within  a l-adius  of  150  miles  there  is 
a population  of  2,500,000.  This  is  the  territory 
from  which  Shreveport  attracts  her  trade  in  all 
lines  of  commerce,  and  it  is  this  same  terri- 
tory from  which  the  Shreveport  hospitals  draw 
their  patronage.  This,  of  course,  does  not  apply 
to  the  State  Charity  Hospital,  which  is  located  in 
Shreveport,  as  this  institution  is  supposed  to  serve 
only  patients  who  reside  in  the  State  of  Louisiana. 


The  Shreveport  Charity  Hospital  had  its  origin 
through  efforts  of  city  officials  and  public 
spirited  citizens  of  Shreveport  as  far  back  as  1866. 
In  1876  the  State  Legislature  passed  an  act  estab- 
lishing the  Shreveport  Charity  Hospital.  The  loca- 
tion at  that  time  was  at  the  end  of  Western  Ave- 
nue. In  1882,  the  present  site  was  secured 
through  legislative  act  providing  funds  for  site 
and  buildings,  but  the  completion  of  this  building 
program  was  delayed  until  1889.  The  hospital 
which  was  built  at  that  time  was  a frame  build- 
ing with  a capacity  only  of  40  beds.  In  1903  the 
present  building  was  erected,  which  would  accom- 
modate approximately  200  patients.  Since  that 
.time,  there  have  been  many  additions  and  improve- 
ments which  bring  the  present  capacity  up  to  800 
beds. 

The  T.  E.  Schumpert  Memorial  Sanitarium  was 
founded  as  a private  institution  in  the  year  1894 
(about)  by  Dr.  T.  E.  Schumpert.  This  was  begun 
in  a two  story  frame  building  on  Texas  Avenue. 
He  later  purchased  the  old  Y.  M.  C.  A.  building 
at  the  corner  of  Milam  and  Edwards  Streets  and 
continued  the  sanitarium  at  that  location  until  a 
later  date  when  he  purchased  the  old  Kate  P. 
Nelson  Seminary  building.  The  hospital  was 
operated  in  this  building  under  the  name  of  The 
Shreveport  Sanitarium  with  Dr.  Schumpert  in 
charge  as  proprietor. 

On  June  1,  1907,  the  Sisters  of  the  Incarnate 
Word  of  Galveston,  Texas,  took  charge  of  the  in- 
stitution through  an  arrangement  between  them 
and  Dr.  Schumpert,  which  was  consummated  prior 
to  his  death  which  occurred  May  15,  1908.  On 
May  16,  1911,  the  Sisters  had  the  formal  opening 
of  the  present  institution  on  Margaret  Place.  The 
present  capacity  is  142  beds. 

The  North  Louisiana  Sanitarium  was  founded 
by  the  late  Dr.  Louis  Abramson  and  associates  in 
1907.  The  location  was  on  Crockett  Street,  and 
the  capacity  was  around  60  beds.  The  sanitarium 
continued  its  activities  at  the  above  named  loca- 
tion until  July,  1924,  when  the  new  building  on 
Louisiana  Avenue  was  opened  with  facilities  for 
taking  care  of  110  patients. 

The  Highland  Sanitarium  was  founded  in  1917 
by  the  late  Dr.  John  A.  Hendrick  and  Dr.  Thomas 
P.  Lloyd.  The  original  facilities  would  care  for 
approximately  75  patients.  A few  years  later 
additions  were  made  so  as  to  increase  the  capacity 
to  110  beds. 

The  Tri-state  Hospital  was  established  in  1924, 
on  the  present  site,  by  Drs.  L.  H.  Pirkle  and  T.  e’ 
Williams.  The  capacity  of  the  hospital  at  that 
time  was  around  65  beds.  In  1929  this  hospital 
was  enlarged  to  a capacity  of  110  beds  and  sold 
by  Drs.  Pirkle  and  Williams  to  the  Tri-State  Hos- 
pital, Incorporated.  This  corporation  is  headed  by 
the  W illis-Knighton  Clinic  under  whose  manage- 
ment the  institution  has  been  operated  since  1929. 
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All  the  above  named  private  hospitals  and  the 
Charity  Hospital  have  all  the  equipment  and  facili- 
ties required  for  Class  A rating-  and  each  one  of 
these  hospitals  has  been  granted  Class  A rating 
by  the  American  College  of  Surgeons,  and  also  by 
the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association. 

In  addition  to  the  above  named  general  hos- 
pitals, Shreveport  has  the  following  special  hos- 
pitals and  sanatoria:  The  Pines  Sanatorium  for 
the  treatment  of  tuberculosis,  with  a capacity  of 
104  beds.  There  are  two  well  equipped  buildings, 
one  for  white  patients  and  the  other  for  colored 
patients.  This  is  a semi-charity  institution  and  is 
partly  maintained  by  the  Community  Chest  and 
by  private  gifts.  The  Pines  owes  its  existence  to 
Mrs.  Mayer  Benson,  of  Shreveport,  who  was  its 
founder  and  who  has  been  its  guardian  angel 
during  the  26  years  of  the  existence  of  this  worthy 
enterprise. 

The  Shriners  Hospital  for  Crippled  Children 
began  its  service  in  Shreveport  in  September, 
1922.  This  hospital  was  the  first  of  a chain  of 
similar  institutions  over  the  United  States  which 
were  founded  and  are  being  maintained  by  the 
Shriners  organization.  The  Shreveport  hospital 
has  60  beds  and  is  doing  a wonderful  service  for 
indigent  crippled  children.  Dr.  H.  A.  Durham  is 
the  chief  surgeon  and  it  is  through  his  efforts  that 
the  hospital  is  rated  by  the  American  Medical  As- 
sociation Council  as  being  suitable  for  postgradu- 
ate teaching-  of  orthopedic  surgery. 

The  Gowen  Sanatorium  for  the  treatment  of 
tuberculosis  has  a capacity  of  22  patients.  This 
institution  together  with  others  of  similar  charac- 
ter has  done  a great  deal  to  teach  the  people  that 
tuberculous  patients  may  be  treated  successfully 
in  any  climate  regardless  of  altitude.  Dr.  Charles 
R.  Gowen  is  the  founder  and  Chief  of  Staff  since 
opening  the  doors  of  this  handsomely  equipped 
hospital  in  1932. 

The  Gilmore  Chest  Hospital  for  the  treatment 
of  tuberculosis,  founded  only  recently  by  Dr. 
Peachy  Gilmer,  is  located  on  Louisiana  Avenue 
and  has  a capacity  of  eighteen  beds. 

Shreveport  has  ample  hotel  facilities;  the 
largest,  the  Washington-Youree,  has  l-ecently  been 
reconditioned  and  will  be  the  headquarters  for 
the  meeting  of  the  State  Society.  While  accom- 
modations may  usually  be  obtained,  it  is  sug- 
gested that  arrangements  be  made  in  advance  by 
writing  to  the  hotels  or  addressing  a communica- 
tion to  Dr.  Charles  R.  Gowen,  Chairman  of  Hotel 
Committee,  who  will  be  happy  to  make  the  ar- 
rangements. 

The  committees  under  the  general  chairmanship 
of  Dr.  R.  T.  Lucas  have  been  hard  at  work  and 
everything  is  being  prepared  to  make  the  meet- 
ing worth  while  as  well  as  pleasant  for  all  visitors. 


The  Auxiliary  has  planned  a schedule  that  will 
keep  the  ladies  entertained  throughout  the  meet- 
ing. 

The  usual  luncheons  and  the  annual  banquet 
will  be  held  at  the  times  and  places  to  be  an- 
nounced during  the  meeting. 

Ward  rounds  have  been  arranged  at  the  Char- 
ity Hospital  for  Tuesday  and  Wednesday  between 
the  hours  of  8 and  9 a.  m.  under  the  direction  of 
Dr.  Joe  Heard,  Chief  of  Surgery. 

Shreveport  has  long  had  a reputation  for  hospi- 
tality and  the  many  who  have  come  to  previous 
meetings  at  Shreveport  will  attest  to  the  com- 
fortable arrangements,  the  cordiality,  and  spirit 
of  good  fellowship  offered  by  the  Shreveport 
medical  profession.  An  unusually  large  attend- 
ance is  anticipated. 


TANGIPAHOA  PARISH  MEDICAL  SOCIETY 

The  regular  monthly  meeting  of  the  society  was 
called  to  order  at  Hammond,  7:30  p.  m.,  March 
13,  by  the  president,  Dr.  DeLoach  Thames. 

During  the  first  session  representatives  of  civic 
organizations  of  the  parish  attended  to  hear  Dr. 
J.  H.  Musser  and  Dr.  F.  S.  Williams  speak  on 
plans  for  establishing  a health  unit  in  Tangipahoa 
Parish.  A committee  was  appointed  by  the  presi- 
dent to  meet  with  the  Survey  Committee  from 
the  Health  Department  to  determine  the  exact 
budget  and  size  of  unit  needed  for  this  parish. 

Dr.  Richard  Gates  gave  an  interesting  talk  on 
the  work  being  done  by  the  Florida  Parishes  Hos- 
pital. 

Rules  and  regulations  of  the  Farm  Settlement 
Program  were  read  by  Mr.  Stewart  at  the  close 
of  the  meeting. 

S.  J.  Cali,  M.  D.,  Sec. 


BI-PARISH  MEDICAL  SOCIETY 
The  Bi-parish  Medical  Society  met  March  5 in 
the  East  Louisiana  State  Hospital  after  a dinner 
thoroughly  enjoyed  by  all  present.  The  society 
was  called  to  order  in  the  Staff  Room  of  the 
Hospital. 

After  reading  the  minutes  and  routine  business, 
Dr.  C.  W.  Mattingly,  of  New  Orleans,  read  an 
excellent  paper  on  “Congenital  Pyloric  Steno- 
sis with  Its  Modified  Surgical  Therapy.”  The 
paper  was  discussed  favorably  by  all  physicians 
present.  The  society  extended  thanks  to  Dr.  Mat- 
tingly for  the  presentation  of  his  paper. 

E.  M.  Toler,  M.  D.,  Sec. 


LAFOURCHE  VALLEY  MEDICAL  SOCIETY 
The  Lafourche  Valley  Medical  Society  met  in 
Thibodaux  on  March  26.  The  following  subjects 
were  presented:  “Differential  Diagnosis  of  Blood 
Dyscrasias”  by  Dr.  Carlo  Tripoli  of  New  Orleans; 
“Diagnosis  and  Management  of  Biliary  Tract  Di 
sease”  by  Dr.  Leo  Kerne  of  Thibodaux. 
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THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

The  fifth  annual  meeting  of  the  New  Orleans 
Graduate  Medical  Assembly  came  to  a successful 
conclusion  Friday,  March  7,  when  clinics  were 
held  by  various  members  of  the  Assembly  in  the 
hospitals  of  New  Orleans. 

The  meeting  this  year  was  the  largest  in  at- 
tendance, largest  in  the  size  and  number  of  scien- 
tific exhibits  and  the  largest  in  the  number  of 
commercial  exhibits  that  has  yet  been  held.  There 
were  slightly  under  1,000  people  registered,  who 
attended  the  meetings  in  lai’ge  numbers.  The 
daily  roundtable  luncheons  were  always  the  most 
popular  feature,  at  which  one  or  another  or  sev- 
eral of  the  well-known  guest  speakers  spoke  ex- 
temporaneously on  some  lively  current  problem. 

It  might  be  said  that  to  the  average  medical  man 
these  meetings  are  outstanding.  They  have  the 
opportunity  of  seeing  in  person  and  hearing  some 
of  the  best  known  specialists  in  the  country.  It 
is  to  be  hoped  that  the  meetings  will  continue  to 
grow  and  each  year  the  convocation  will  be  even 
better  than  the  previous  one. 


NEWS  ITEMS 

Dr.  Hilliard  E.  Miller  has  been  honored  by  elec- 
tion to  the  presidency  of  the  American  Gyne- 
cological Club. 

An  intensive  postgraduate  course  in  ophthal- 
mology will  be  given  at  the  George  Washington 
University  School  of  Medicine,  April  7-12,  1941 
inclusive.  Details  may  be  obtained  in  the  edi- 
torial offices  of  the  Journal. 


Attention  is  called  to  the  announcement  that 
the  American  Public  Health  Association  will  hold 
its  annual  meeting  this  year  in  Atlantic  City,  Octo- 
ber 14-17.  There  will  also  be  special  programs 
for  the  eleven  organizations  meeting  with  the 
American  Public  Health  Association. 


The  National  Gastroenterological  Association 
will  meet  in  New  York  at  the  Hotel  Commodore, 
May  13-16.  Further  information  may  be  obtained 
from  Dr.  Henry  Kendall,  16  East  96th  St.,  New 
York  City. 

The  American  Association  of  Obstetricians, 
Gynecologists  and  Abdominal  Surgeons  offers  a 
prize  of  $150.00  for  the  successful  thesis  on  a 
subject  related  to  this  particular  specialty.  De- 
tails concerning  the  prize  and  rules  governing  the 
award  may  be  obtained  from  Dr.  J.  R.  Bloss,  Sec- 
retary, 418  Eleventh  Street,  Huntington,  W.  Va. 


The  first  Latin  American  Congress  for  Plastic 
Surgery  will  be  held  in  Rio  de  Janeiro  and  Sao 
Paulo,  July  6-12,  1941.  Information  concerning 
this  meeting  may  be  obtained  in  the  office  of  the 
Journal. 


Dr.  Oliver  P.  Daly,  former  superintendent  of 
the  Charity  Hospital  at  Lafayette,  has  been  ap- 
pointed superintendent  of  the  Charity  Hospital  at 
New  Orleans.  Drs.  C.  B.  Odom  and  J.  O.  Weil- 
baecher,  Jr.,  will  continue  as  associate  superin- 
tendents. 

Dr.  Alton  Ochsner  was  honored  by  election  to 
the  office  of  president-elect  of  the  Southeastern 
Surgical  Congress  at  the  recent  meeting  in  Rich- 
mond, Virginia,  March  10-12. 


Dr.  John  T.  Crebbin,  formerly  of  Shreveport, 
has  been  appointed  superintendent  of  the  Eye, 
Ear,  Nose  and  Throat  Hospital  to  succeed  the  late 
Mr.  George  L.  Ferry. 


Beginning  with  its  January-February  issue,  The 
Journal  of  Infectious  Diseases  will  be  published 
by  the  University  of  Chicago  Pl’ess  under  the 
editorship  of  a newly  appointed  Board  of  Editors, 
with  William  H.  Taliaferro,  Chairman  of  the  De- 
partment of  Bacteriology  and  Parasitology,  the 
University  of  Chicago,  Editor-in-Chief.  The  Jour- 
nal is  published  bi-monthly.  It  was  established 
in  1904  by  the  John  Rockefeller  McCormick  Me- 
morial Institute  for  Infectious  Diseases.  The  pub- 
lication of  this  Journal  adds  another  strong  link 
to  the  chain  of  scholarly  journals  published  by  the 
University  of  Chicago  Press, — now  18  in  all. 


COURSE  IN  TROPICAL  MEDICINE 
A course  in  tropical  medicine  of  five  days’  dura- 
tion will  be  given  in  New  York  city  under  the 
auspices  of  the  New  York  Post-graduate  Medical 
School  of  Columbia  University.  Details  of  this 
course,  for  which  the  fee  is  fifty  dollars,  may  be 
had  from  the  Director,  309  East  20th  Street. 


MEDICAL  OPENING 

There  is  an  opening  for  a young  doctor  in- 
terested in  locating  in  Hazelhurst,  Mississippi. 
Anyone  interested  should  address  Mr.  J.  E.  Brent 
at  Hazelhurst. 


A.  A.  I.  P.  S.  AND  A.  I.  H.  A. 

The  annual  meeting  of  the  American  Associa- 
tion of  Industrial  Physicians  and  Surgeons  and 
the  American  Industrial  Hygiene  Association  will 
be  held  May  5-9  in  Pittsburgh,  with  headquarters 
at  the  Hotel  William  Penn.  A splendid  program 
has  been  prepared  by  the  program  committee; 
there  will  also  be  scientific  exhibits  and  hospital 
clinics.  At  the  annual  banquet  Dr.  Irvin  Abell, 
Chairman  of  Health  and  Medicine  Committee,  F. 
S.  A.,  and  Dr.  V.  O.  Knudsen,  Dean  of  the  Gradu- 
ate School,  University  of  California,  will  be  the 
speakers. 
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LECTURES  ON  POLIOMYELITIS 
A series  of  six  lectures  on  poliomyelitis  will  be 
delivered  under  the  auspices  of  the  National  Foun- 
dation for  Infantile  Paralysis  at  Vanderbilt  Uni- 
versity Hospital  Amphitheater,  Nashville,  Tennes- 
see, on  April  7,  8,  9,  14,  15  and  16  at  8:00  p.  m. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  at  Cleveland,  Ohio,  by  the  entire 
Board  from  Wednesday,  May  28,  to  Monday,  June 
2,  1941,  inclusive,  prior  to  the  opening  of  the 
annual  meeting  of  the  American  Medical  Associa- 
tion in  Cleveland,  Ohio. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
The  annual  meeting  of  the  American  College 
of  Physicians  will  be  held  in  Boston,  April  21-25. 
The  usual  excellent  program  has  been  provided 
for  the  listeners.  The  papers  and  clinics  will 
fill  five  days,  from  dawn  to  dusk.  Some  of  the 
outstanding  features  of  the  program  include  a 
symposium  on  diseases  of  circulation  to  be  partici- 
pated in  by  Meakins  of  Montreal,  King  of 
Hopkins  and  Stroud  of  Pennsylvania;  a symposium 
on  nutritional  and  metabolic  diseases,  in  which 
symposium  will  be  Wilder  from  The  Mayo 
Clinic,  Col.  Logan  of  the  U.  S.  Army,  and  Mason 
of  the  faculty  of  McGill  University;  a symposium 
on  military  medicine  in  which  the  Surgeon  Gen- 
eral of  the  army,  the  Surgeon  General  of  the 
navy  and  Surgeon  General  of  the  U.  S.  Public 
Health  Service  will  speak;  a symposium  on  infec- 
tious diseases  in  which  Reimann  of  Jefferson, 
Dyer  of  the  U.  S.  Public  Health  Service,  Horsfall 
of  the  International  Health  Division  of  the  Rocke- 
feller Institute  and  Herrmann  of  Galveston,  will 
take  part.  At  noon  there  will  be  a series  of  sym- 
posia; one  on  disorders  of  the  blood  and  one  on 
Bright’s  disease,  lead  respectively  by  Minot  and 
Doan  in  the  first  instance,  by  Longcope,  Fishberg 
and  O’Hare  in  the  second,  seem  to  be  particularly 
interesting.  Long,  Marshall  and  Janeway  will  con- 
duct a discussion  on  the  sulfonamide  drugs.  There 
are  so  many  excellent  features  of  the  program  it 
hardly  seems  fair  to  point  out  any  as  being  out- 
standing. The  excellency  of  the  program  un- 
doubtedly makes  this  meeting  the  outstanding- 
meeting  in  internal  medicine  in  the  country. 


A.  M.  G.  A.  GOLF  TOURNAMENT 
The  American  Medical  Golfing  Association  will 
hold  its  twenty-seventh  annual  tournament  at 
Cleveland  Country  Club  and  Pepper  Pike  Club 
in  Cleveland,  Ohio,  on  Monday,  June  2,  1941. 
Members  may  tee  off  from  7 :30  a.  m.  to  2 p.  m. 

Fifty  Trophies  and  Prizes:  Thirty-six  holes  of 
golf  will  be  played  in  competition  for  the  fifty 
trophies  and  prizes  in  the  eight  events.  Trophies 


will  be  awarded  for  the  Association  Champion- 
ship, thirty-six  holes  gross,  the  Will  Walter 
Trophy;  the  Association  Handicap  Championship, 
thirty-six  holes  net,  the  Detroit  Trophy;  Cham- 
pionship Flight,  First  Gross,  thirty-six  holes,  the 
St.  Louis  Trophy;  Championship  Flight,  First  Net, 
thirty-six  holes,  the  President’s  Trophy;  Eighteen 
Hole  Championship,  the  Golden  State  Trophy; 
Eighteen  Hole  Handicap  Championship,  the  Ben 
Thomas  Trophy  and  the  Atlantic  City  Trophy; 
Maturity  Event,  limited  to  Fellows  over  60  years 
of  age,  the  Minneapolis  Trophy;  and  the  Oldguard 
Championship,  limited  to  competition  of  past 
presidents,  the  Wendell  Phillips  Trophy.  Forty 
other  prizes  will  be  awarded  for  the  various 
flights. 


INFECTIOUS  DISEASES  IN  LOUISIANA 
The  morbidity  report  of  the  Bureau  of  Epi- 
demiology of  the  Louisiana  State  Department  of 
Health  for  the  week  ending  February  15,  showed 
that  syphilis,  according  to  habit  and  tradition, 
led  all  reported  diseases  with  an  incidence  of  324 
cases,  followed  by  168  of  influenza,  76  of  pneu- 
monia, 30  of  pulmonary  tuberculosis,  29  of  un- 
cinariasis, 19  of  gonorrhea,  18  of  chickenpox,  and 
13  of  cancer.  There  were  three  cases  of  typhus 
fever,  two  of  tularemia  and  one  of  undulant  fever 
listed.  For  the  succeeding  week,  which  closed  on 
Washington’s  birthday,  the  following  diseases 
were  reported  in  numbers  greater  than  ten:  194 
cases  of  syphilis,  96  of  influenza,  95  of  pneu- 
monia, 28  of  pulmonary,  23  of  gonorrhea.  A case 
of  poliomyelitis  appeared  for  the  first  time  in 
many  weeks;  it  was  discovered  in  East  Baton 
Rouge  Parish.  One  case  of  typhus  fever,  one  of 
undulant  fever  and  one  of  tularemia  were  also 
reported  this  week.  For  the  ninth  week  of  the 
year,  concluded  March  1,  there  were  recorded  138 
cases  of  syphilis,  133  of  influenza,  59  of  measles 
and  of  gonorrhea,  40  of  chickenpox,  38  of  pulmo- 
nary tuberculosis,  36  of  pneumonia,  18  of  whoop- 
ing cough,  and  16  of  cancer.  Another  case  of  polio- 
myelitis was  listed  this  week,  this  time  from  Cal- 
casieu Parish;  three  cases  of  typhus  fever  were 
also  listed  in  this  period.  Three  hundred  and 
thirty  cases  of  syphilis  were  listed  for  the  week 
ending  March  8,  followed  by  42  each  of  pneu- 
monia and  influenza,  38  of  gonorrhea,  33  of 
chickenpox,  28  of  septic  sore  throat,  21  of 
measles,  and  16  of  pulmonary  tuberculosis. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  U.  S.  Department 
of  Commerce,  reports  that  for  the  week  ending 
February  8,  there  were  173  deaths  in  the  City 
of  New  Orleans  divided  114  white  and  59  negro. 
Fourteen  of  these  deaths  were  in  children  under 
one  year  of  age.  For  the  following  week  there 
was  a slight  drop  in  the  total  number  of  deaths, 
there  being  listed  only  167,  of  which  108  were  in 
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the  white  and  59  in  the  negro.  The  14  infant 
deaths  were  divided  equally  between  the  two 
races.  There  was  a fairly  sharp  drop  in  the  death 
rate  in  New  Orleans  for  the  week  which  closed 
February  22.  The  141  deaths  in  this  week  were 
divided  85  white  and  56  negro;  15  children  under 
one  year  of  age  expired,  divided  practically 
equally  between  the  two  races.  For  the  week 
which  came  to  a close  March  1,  156  of  the  citi- 
zenry of  New  Orleans  succumbed;  98  of  these 
were  white  people  and  58  were  colored.  The  13 
infant  deaths  were  divided  seven  white  and  six 
negro.  The  death  rate  in  the  City  of  New  Or- 
leans has  been  running  considerably  lower  than 
the  three  year  average;  for  example,  the  average 
for  this  particular  week  of  the  year  is  166,  where- 
as there  were  147  dying  in  the  city,  95  white  and 
52  negro,  for  the  week  which  concluded  March  8, 
1941.  The  infant  mortality  was  nine,  four  white 
and  five  negro  children. 


CORRESPONDENCE 

March  17,  1941. 

Editor-in-chief, 

New  Orleans  Medical  and  Surgical  Journal, 

New  Orleans,  La. 

Dear  Sir: 

Recently  there  has  been  established  in  this 
Library  with  the  approval  of  The  Surgeon  Gen- 
eral of  the  Army  a microfilm  copying  service  and 
a weekly  Current  List  of  Medical  Literature  pre- 
pared from  the  cards  made  for  future  issues  of  the 
Index  Catalog.  These  two  projects  are  con- 
ducted under  the  auspices  of  a recently  organized 
group  of  Friends  of  the  Army  Medical  Library. 
Sample  copies  of  the  Current  List  and  a pamphlet 
describing  Medicofilm  Service  are  sent  herewith. 

The  object  of  this  undertaking  is  to  place  the 
resources  of  this  Library  at  the  disposal  of  those 
who  are  engaged  in  the  advancement  of  medical 
research  irrespective  of  where  they  live  or  work. 

Undoubtedly  there  are  many  readers  of  your 
journal  who  would  be  interested  in  learning  of 
this  service  and  it  would  be  highly  appreciated  if 
you  could  assist  us  in  making  facts  more  widely 
known,  through  the  columns  of  your  journal.  As 
Librarian  of  the  Army  Medical  Library,  I have 
a great  interest  in  the  work  the  Friends  of  the 
Library  are  doing,  and  although  I take  no  part 
in  this  officially,  I have  left  no  stone  unturned 
to  aid  them  in  their  work. 

Sincerely  yours, 

Harold  W.  Jones, 
Colonel,  M.  C.,  U.  S.  Army,  The 
Librarian,  Army  Medical  Library. 


WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Roy  Carl  Young,  Covington. 
President-elect — Mrs.  Aynaud  Hebert,  New  Or- 
leans. 


First  Vice-president — Mrs.  Joseph  E.  Heard, 
Shreveport. 

Second  Vice-president — Mrs.  W.  A.  Ellender, 
Houma. 

Third  Vice-president — Mrs.  M.  H.  Foster,  Alex- 
andria. 

Fourth  Vice-president — Mrs.  C.  P.  Gray,  Mon- 
roe. 

Treasurer — Mrs.  M.  C.  Wiginton,  Hammond. 

Recording  Secretary — Mrs.  P.  A.  Donaldson, 
Reserve. 

Corresponding  Secretary — Mrs.  Herbert  Can- 
non, Covington. 


ANNUAL  MEETING 
1941  HEADQUARTERS 
WASHINGTON-YOUREE  HOTEL 

Registration  Desk Mezzanine  Floor 

Mrs.  Joseph  E.  Heard General  Chairman 

Mrs.  S.  George  Wolfe Vice-Chairman 

CHAIRMEN  OF  COMMITTEES 

Mrs.  W.  J.  Sandidge Registration 

Mrs.  John  L.  Scales Information 

Mrs.  B.  C.  Garrett Program  and  Tickets 

Mrs.  D.  R.  McIntyre Publicity 

Mrs.  Harold  Quinn Exhibits 

Mrs.  L.  W.  Gorton Transportation 

Mrs.  E.  Clay  Edwards Telephone 

Mrs.  O.  O.  Jones Flowers 

Mrs.  P.  C.  Worley Pages 

Mrs.  W.  B.  Heidorn Luncheon 

Mrs.  T.  E.  Strain Luncheon 

Mrs.  C.  P.  Rutledge Tea 

Mrs.  W.  R.  Harwell Printing 

OFFICERS  OF  HOSTESS  AUXILIARY 

Mrs.  C.  B.  Erickson President 

Mrs.  W.  R.  Harwell President-elect 

Mrs.  E.  Clay  Edwards First  Vice-President 

Mrs.  Erwin  L.  Gill Second  Vice-President 

Mrs.  M.  D.  Hargrove Recording  Secretary 

Mrs.  J.  M.  Bodenheimer Treasurer 

Mrs.  J.  D.  Youman Corresponding  Secretary 

Mrs.  W.  M.  Hall Publicity 

Mrs.  R.  T.  Lucas Parliamentarian 


12  :30  p.  m. 
1 :00  p.m. 


8:00  p.  m. 
10 :00  a.  m. 


PROGRAM 
Monday,  April  21 

Registration — Mezzanine,  Washing- 
ton-Youree  Hotel. 

Luncheon  for  Executive  Board  Mem- 
bers, Washington-Youree  Hotel. 

Pre-convention  Executive  Board 
Meeting  immediately  following 
luncheon,  Mrs.  Roy  Carl  Young, 
presiding. 

Opening  Meeting. 

Tuesday,  April  22 

General  Session,  Washington-Youree 
Hotel. 

Mrs.  Roy  Carl  Young,  presiding. 

Invocation — Rev.  L.  B.  Cobb. 

Address  of  Welcome — Mrs.  C.  B. 
Erickson. 
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1 :00  p.  m. 


3 :30  p.  m. 
9 :00  p.  m. 

11 :30  a.  m. 

1 :00  p.  m. 


3 :00  p.  m. 


Response — Mrs.  Roy  B.  Harrison. 

In  Memoriam — Mrs.  H.  0.  Barker. 
Reading  of  Minutes. 

Reports  of: 

State  Officers. 

State  Committees. 

Parish  Auxiliaries. 

Special  Committees. 

Report  of  W.  A.  to  A.  M.  A.,  Mrs. 

A.  D.  Tisdale,  Monroe. 

Report  of  W.  A.  to  S.  M.  A.,  Mrs. 

W.  R.  Buffington,  New  Orleans. 
Unfinished  Business. 
Recommendations  by  Executive 
Board. 

New  Business. 

Report  of  Nominating  Committee. 
Election  of  Officers. 

Introduction  of  New  Officers. 
Announcements  by  New  President. 
Luncheon  — Woman’s  Department 
Club. 

Mrs.  R.  T.  Lucas,  Toastmistress. 
Adjournment,  immediately  followed 
by  Post-convention  Executive 
Board  Meeting,  Mrs.  Aynaud  He- 
bert, presiding. 

Tea,  in  honor  of  Mrs.  Aynaud  Hebert. 
Dinner  Dance. 

Wednesday,  April  23 
Book  Review  by  Mrs.  Peachy  Gilmer, 
Shreveport  Country  Club. 

Luncheon  in  honor  of  Mrs.  V.  E.  Hol- 
combe, President  Woman’s  Aux- 
iliary to  the  American  Medical 
Association. 

Drive  to  Iris  Gardens. 


I am  very  happy  to  announce  that  our  National 
President,  Mrs.  V.  E.  Holcombe,  of  Charleston, 
West  Virginia,  will  attend  our  State  Convention 
in  Shreveport. 

ORLEANS  PARISH  MEETING 
At  the  regular  meeting  of  the  Woman’s  Auxil- 
iary to  the  Orleans  Parish  Medical  Society  held 
February  12  at  the  Orleans  Club,  Mrs.  Roy  Cai’l 
Young,  of  Covington,  State  President  of  the  Auxil- 
iary, gave  the  following  message: 

As  your  president,  I have  had  a year  of  con- 
structive work  and  pleasant  and  helpful  associa- 
tions. Our  most  vital  problem  is  preserving  the 
fundamental  principles  of  the  medical  profession; 
we  must  not  only  be  thoroughly  organized,  but  we 
must  be  educated  and  we  must  help  educate  the 
public.  This  can  be  done  by  educative  programs, 
public  relations,  Hygeia  and  legislation. 

In  organization  is  strength.  One  person  cannot 
accomplish  what  an  informed  body  of  people  can. 
Keep  up  your  memberships,  and  go  after  new 
members.  Try  to  improve  membership  attendance 
at  meetings.  This  can  be  done  by  having  worth- 


while programs;  have  scientific  papers  on  medical 
subjects  given  by  doctors  or  doctors’  wives.  When 
you  miss  several  meetings  you  get  out  of  touch 
with  auxiliary  work  and  lose  interest. 

If  asked  to  be  chairman  of  a health  program 
in  your  club,  gladly  accept  this,  for  it  is  an  oppor- 
tunity to  help  plan  a wise  and  sane  program  which 
suits  your  community.  If  every  doctor’s  wife 
would  sponsor  one  worth-while  authentic  health 
program  each  year,  our  foundation  would  be  a 
substantial  one.  Stress,  or  sponsor,  if  necessary, 
periodic  health  examination  for  school  children, 
or  prenatal  work. 

In  thinking  of  the  present  day  opportunities  for 
service  for  a doctor’s  wife,  like  the  faithful  phy- 
sician, himself,  will  never  be  a slacker  and  her 
greatest  opportunity  for  service,  outside  her 
home,  is  in  working  shoulder  to  shoulder  with  her 
husband  in  his  altruistic  efforts  to  eradicate  dis- 
ease and,  in  so  doing,  add  happiness  and  pros- 
perity to  all  those  about  her.  Communities  and 
individuals  are  health-conscious  and  wish  infor- 
mation. I heard  someone  say  the  other  day  that 
a girl  from  birth  to  the  age  of  14  needed  her 
mother.  From  the  age  of  14  to  40,  she  needed 
beauty;  from  40  to  60  she  needed  personality,  and 
from  60  on,  she  needed  money.  This  is  all  true, 
and  well  she  might  have  added  that  she  needed 
good  health  always. 

With  agitation  for  socialized  medicine,  it  be- 
hooves us  as  doctors’  wives  to  give  watchful  as- 
sistance in  any  plans  to  keep  the  profession  se- 
cure. Familiarize  yourself  with  the  facts  regard- 
ing socialized  medicine  so  as  to  be  able  to  con- 
verse with  people  on  this  subject  when  there  is 
need  for  it. 

The  Chairman  of  Legislation  in  the  National 
Auxiliary  has  asked  each  doctor’s  wife  to  be  a 
registered  voter.  We  should  assume  this  responsi- 
bility as  citizens,  because  democracy  can  func- 
tion only  when  all  the  citizens  vote  intelligently. 
At  this  time  everything  that  enters  into  our  lives, 
school,  homes  and  jobs,  comes  under  the  jurisdic- 
tion of  some  governmental  agency. 

Another  opportunity  for  service  that  we  do  not 
want  to  overlook  is  that  we  as  women,  and  mothers 
of  the  race,  can  do  much  to  forward  peace  in  this 
world  which  is  war  torn  in  so  many  countries. 

Lastly,  we  do  not  want  to  neglect  our  social 
part,  for  friendship  is  the  basis  on  which  our 
Auxiliary  was  founded.  There  is  nothing  sweeter 
than  the  communion  of  friend  with  friend.  The 
joy  that  is  created  by  the  companionship  of  those 
of  like  ideals  and  ambitions  creates  an  atmosphere 
that  lingers  in  the  heart  like  sweet  perfume.  Ed- 
win Markham  has  said : 

“There  is  a destiny 
That  makes  us  brothers 
None  goes  his  way  alone 
All  that  we  send  into  the  lives  of  others 
Comes  back  into  our  own.” 
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So,  we  as  doctors’  wives  find  our  opportunities 
for  services  in  our  present  times,  many  and  varied. 
May  we  feel  that  although  individually  we  can 
accomplish  little,  we  can  pool  our  efforts  in  the 
interest  of  efficiency  and  that  in  the  end  our 
assets  will  outweight  our  liabilities,  and  that  al- 
though we  have  given  much,  we  too,  have  received. 


MEETING  OF  STATE  AUXILIARY  BOARD 

The  pre-convention  executive  board  meeting  of 
the  Woman’s  Auxiliary  to  the  Louisiana  State 
Medical  Society  was  held  at  the  home  of  the  presi- 
dent, Mrs.  Roy  Carl  Young  in  Covington,  on 
Thursday,  February  6. 

The  meeting  was  opened  as  usual  by  recita- 
tion of  The  Lord’s  Prayer  by  the  assembly. 

Mrs.  Young  gave  a splendid  report  of  her  busy 
year.  She  has  been  able  to  keep  in  close  contact 
with  the  auxiliaries  by  her  personal  visits  to  them, 
as  well  as  assisting  in  organizing  two  new  auxil- 
iaries, East  Baton  Rouge,  of  which  Mrs.  Cecil 
Lorio  is  president,  and  Iberia  with  Mrs.  Henry  J. 
Dauterive  as  president. 

The  reports  of  chairmen  of  standing;  commit- 
tees and  parish  presidents  were  given,  each  show- 
ing much  constructive  work  in  the  various  auxil- 
iaries. Among  those  were  the  following:  Mrs.  F. 
O.  Tomeny,  representing  Mrs.  M.  Schudmak  of 
Iberville,  for  maintaining  a room  in  the  Plaque- 
mine  Sanitarium,  donations  to  infantile  paralysis 
and  tuberculosis  funds;  Mrs.  J.  Earle  Clayton 
Second  District,  for  working  on  increased  mem- 
bership, making  of  Red  Cross  layette  garments; 
Mi-s.  J.  W.  Warren,  Orleans,  reported  increased 
interest  in  the  proga-am  of  cancer  control,  Red 
Cross,  Community  Chest,  and  recent  donation  of 
$100  to  the  British  Ambulance  Service,  also  gifts 
and  a substantial  monthly  check  to  an  indigent 
widow;  Mrs.  V.  J.  Gautreaux,  Tangipahoa,  for 
sponsoring  educational  health  programs  in  the 


schools;  Mrs.  Cecil  Lorio,  president  of  the  newly 
organized  auxiliary  of  East  Baton  Rouge,  has  a 
year’s  work  well  planned  out,  with  a nicely  com- 
piled Year  Book;  Mrs.  Walter  D.  Simmons,  St. 
Tammany,  reports  a great  deal  of  sewing  done 
for  the  Red  Cross.  Mrs.  J.  E.  Heard  of  Shreve- 
port, first  vice-president  of  the  State  Auxiliary, 
reports  that  Caddo  Parish  has  been  carrying  out  a 
full  program  which  includes  generous  help,  year 
after  year,  to  the  children  of  the  Tuberculosis 
Preventorium. 

Mrs.  Heard  also  extended  a cordial  invitation 
to  attend  the  State  Convention  in  Shreveport  on 
April  21,  22,  23,  1941.  Other  auxiliaries  not 
represented  at  the  meeting  had  sent  their  repoi’ts. 

As  many  doctors  are  now  entering  military  serv- 
ice it  was  voted  to  exempt  their  wives  from  pay- 
ment of  dues  during  this  time.  We  were  glad  to 
welcome  Mrs.  A.  A.  Herold,  of  Shreveport,  our 
parliamentarian,  to  whom  this  Auxiliary  owes  a 
great  deal,  for  it  was  through  her  efforts  that  the 
Auxiliary  was  founded  in  1929,  and  to  whom  we 
still  look  for  counsel  and  advice. 

A delightful  buffet  luncheon  was  served  follow- 
ing the  meeting. 

Respectfully  submitted, 

Mrs.  Edgar  Burns. 


A.  M.  A.  MEETING 

Only  a few  more  weeks  and  the  members  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation will  be  arriving  in  Cleveland  for  their 
Annual  Convention,  June  2-6.  Have  you  made 
your  reservations?  If  not,  send  your  request,  at 
once,  to  Dr.  Edward  F.  Kieger,  Chairman  of  Com- 
mittee on  Hotels  and  Housing’,  1604  Terminal 
Tower  Building,  Cleveland. 

Respectfully  submitted, 

Mrs.  Jonas  W.  Rosenthal, 

Pres,  and  Publicity  Chairman. 


BOOK  REVIEWS 


Malaria  and  Colonization  in  the  Carolina  Low 

Country  1526-1696:  By  St.  Julien  Ravenel  Childs. 

Baltimore,  Johns  Hopkins  Press,  1940.  Pp.  292. 

Price  $2.50. 

This  is  an  interestingly  written  and  well  docu- 
mented account  of  the  relationship  between  malaria 
and  colonization  in  the  coastal  area  of  eastern 
United  States  extending  from  Florida  to  Cape 
Hatteras.  The  area  has  been  inhabited  by  Euro- 
pean stock  since  the  establishment  of  an  English 
settlement  at  Ashley  River  (near  Charleston)  in 
1670.  Malaria  has  persisted  in  this  area  with  a 
greater  or  lesser  degree  of  virulence  until  this 
date.  One  can  find  little  quarrel  with  the  gen- 
erally splendid  historical  account,  and  much  to 
commend  in  the  healthy  skepticism  manifest  in  the 
critical  examinations  of  clinical  descriptions  of 


questionable  instances  of  malaria.  Again  the  ex- 
cellent bibliography  is  to  be  commended.  However, 
many  may  question  and  quarrel  with  some  of  the 
author’s  broader  philosophic  statements;  viz,  “Men 
being  mortal,  none  save  in  fable  and  miracle  has 
successfully  denied  that  disease  is  mighty  over  the 
individual,  but  society  being  immortal,  it  is  per- 
missible to  believe  that  parasites  and  viruses  have 
played  an  unimportant  role  in  social  history.  When 
the  medicine  man  assumes  the  pose  of  prophet,  it 
is  well  to  recall  that  man’s  worst  enemy  has  never 
been  a bug.” 

The  monograph  is  divided  into  seven  chapters. 
The  introductory  chapter  deals  with  the  natural 
history  of  the  malarial  organism,  and  the  general 
relationship  between  malaria  and  colonization.  The 
next  two  chapters  consider  the  earlier  colonies 
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which  failed,  and  special  attention  is  given  to  the 
Spanish  Colonies  and  posts  in  Florida.  The  re- 
maining chapters  consider  the  English  Colony  at 
Ashley  River.  This  relationship  between  malaria 
and  the  successful  development  of  this  colony  is 
well  presented  from  many  angles. 

This  is  a fine  piece  of  original  medico-historical 
research  and  is  recommended  to  those  who  are  in- 
terested in  either  malaria  or  in  a well-organized, 
capably  written  and  carefully  documented  medico- 
historical  account. 

B.  Bernard  Weinstein,  M.  D. 


Carbon  Monoxide  Asphyxia:  By  Cecil  K.  Drinker, 
M.  D.,  D.  Sc.  London,  New  York  and  Toronto, 
Oxford  University  Press,  1938.  Pp.  276,  40 
fig.  Price  $4.50. 

The  rapidity  with  which  chemical  energy  is 
converted  into  heat  is  one  of  the  measures  of  the 
tempo  of  an  industrial  civilization.  It  is  also  an 
index  of  the  concentration  of  carbon  monoxide  in 
the  air  and  of  the  incidence  of  both  acute  and 
chronic  monoxide  poisoning.  Still  more  important, 
it  is  a measure  of  the  challenge  of  this  problem 
to  the  ingenuity  of  engineers  and  public  health 
workers  and  of  the  imperative  call  for  their  colla- 
boration to  combat  this  menace  to  health. 

The  book  is  dedicated  to  Oscar  H.  Figg,  “who, 
first  as  Secretary-Manager  of  the  American  Gas 
Association  and  later  as  an  executive  of  the  Con- 
solidated Edison  Company  of  New  York,  has 
worked  steadily,  effectively  and  unselfishly  for 
safety  in  the  use  of  gas.”  Such  a dedication  is  an 
expression  of  the  solidarity  of  the  engineering 
and  medical  professions  in  their  attack  upon  this 
special  problem. 

The  book  includes  the  essential  general  data 
on  the  subject  in  the  physiologic,  biochemical, 
pathologic,  toxicologic,  industrial  and  medical 
aspects.  It  also  describes  the  technic  of  the  chem- 
ical analytic  methods  by  which  the  concentration  of 
carbon  monoxide  can  be  measured. 

The  point  of  view  and  selection  of  topics,  as  well 
as  the  style  and  format  of  this  book,  can  be  very 
simply  appraised : It  need  merely  be  recorded  that 
the  monograph  is  another  contribution  worthy  of 
the  previous  achievements  of  the  School  of  Public 
Health  at  Harvard  University  and  of  its  dis- 
tinguished Dean.  It  will  be  useful  to  physicians, 
industrial  engineers,  and  others  who  are  con- 
cerned with  the  problems  of  public  health,  espe- 
cially during  our  efforts  to  effect  an  impregnable 
national  defense. 

James  Carl  Rice,  Ph.D. 

The  Patient  Is  the  Unit  of  Practice'-  By  Duane  W. 
Propst,  A.  B.,  B.  S.,  M.  D.  Springfield,  Illinois, 
Charles  C Thomas,  1939.  Pp.  219.  Price  $3.50. 
In  this  philosophic  treatise  on  the  diagnosis  and 
treatment  of  disease,  Dr.  Propst  urges  the  phy- 
sician, in  effect,  to  remember  that  he  is  treating  a 
human  being  and  not  merely  a collection  of  dis- 


eased organs.  It  is  important  accordingly  to  utilize 
the  “functional  approach”  and  to  direct  the  medi- 
cal care  so  that  the  patient’s  way  of  living  may  be 
restored  as  nearly  as  possible  to  a normal  standard. 
He  gives  examples  of  his  method  of  blending  the 
skill  of  the  scientist  with  the  art  of  the  practitioner 
in  accomplishing  this. 

The  book  is  well  worth  reading.  Its  tenor  is  best 
appreciated  by  the  opening  quotation  from  Syden- 
ham that  “more  importance  is  to  be  attached  to 
the  desires  and  feelings  of  the  patient,  provided 
they  are  not  excessive  or  dangerous,  than  to  doubt- 
ful and  fallacious  rules  of  medical  art.” 

Sydney  Jacobs,  M.  D. 


Diseases  of  the  Mouth  and  Their  Treatment:  By 
Hermann  Prinz,  A.  M.,  D.  D.  S.,  M.  D.,  D.  Sc., 
Dr.  Med.  Dent.,  and  Sigmund  S.  Greenbaum, 
B.  S.,  M.  D.,  F.  A.  C.  P.  Philadelphia,  Lea  & 
Febiger,  1939.  Pp.  670.  Price  $9.00. 

This  is  a well-prepared  book  for  the  student  and 
practitioner,  both  dental  and  medical;  it  covers  its 
subject  as  well  as  reviewing  embryology,  anatomy 
and  physiology  of  the  oral  cavity. 

The  first  edition  was  an  excellent  contribution 
to  medical  libraries,  but  the  several  additions  to 
this  second  edition  have  made  it  even  more  note- 
worthy. A new  chapter  on  lymphadenitis,  Dr.  H. 
R.  Churchill’s  classification  of  the  tumors  of  the 
mouth,  as  well  as  seventy-five  new  illustrations, 
are  some  of  the  improvements  in  the  new  publica- 
tion. 

The  authors  are  particularly  well  qualified  to 
present  this  work  due  to  their  previous  accomplish- 
ments and  their  classroom  experience  as  members 
of  the  faculty  at  the  University  of  Pennsylvania 
Medical  and  Dental  Schools. 

F.  Harold  Wirth,  D.  D.  S. 


The  Compleat  Pediatrician:  By  Wilburt  C.  Davi- 
son, M.  A.,  D.  Sc.,  M.  D.  Durham,  N.  C.,  Duke 
University  Press,  1940.  Pp.  256.  Price  $3.75. 
Notwithstanding  the  fact  that  several  new  or 
revised  pediatric  textbooks  have  been  published 
during  the  last  year,  the  third  edition  of  “The 
Compleat  Pediatrician”  still  remains  the  outstand- 
ing book  of  its  type  in  the  pediatric  field.  In  this 
third  edition  many  changes  have  been  made,  and 
much  new  information  has  been  added,  making  it, 
in  many  respects,  a much  more  valuable  guide  than 
the  previous  editions. 

Of  particular  interest  is  the  last  chapter  of  the 
book  which  lists  the  drugs  and  prescriptions  fre- 
quently used  in  pediatrics.  It  is  this  chapter  above 
all  others  which  should  be  most  valuable  to  the 
general  practitioner,  for  unless  one  is  constantly 
prescribing  for  an  infant  and  child,  the  correct 
dosage  of  any  drug  is  very  likely  to  be  question- 
able. Another  outstanding  feature  of  the  book  is 
the  chapter  devoted  to  laboratory  and  other  proce- 
dures. In  no  other  available  pediatric  source  book 
is  so  much  information  presented  in  such  a concise 


542 


Book  Reviews 


and  terse  fashion.  Dr.  Davison,  realizing  how 
easy  it  is  to  forget  certain  steps  of  the  various 
accepted  laboratory  procedures,  has  so  designed 
his  text  that  with  a minimal  amount  of  effort 
and  time  the  method  desired  can  be  readily  brought 
to  mind. 

The  medical  student,  the  general  practitioner, 
the  intern  and  the  pediatrician  will  find  this  third 
edition  a veritable  storehouse  of  information, 
wherein  that  information  is  obtained  quickly  and 
without  too  many  irrelevant  facts. 

H.  P.  Marks,  M.  D. 

Massage  and  Remedial  Exercises-'  By  Noel  M.  Tidy. 

Baltimore,  William  Wood  & Co.,  1939.  Pp.  458. 

Price  15s. 

The  author  has  written  a very  complete  work 
particularly  adapted  as  a textbook  book  for  stu- 
dents of  physiotherapy  or  medical  gymnastics. 
Every  conceivable  condition  to  which  exercises  and 
muscle  training  can  be  adapted  has  been  covered 
with  the  appropriate  exercises  for  each  condition 
described.  A brief  summary  of  the  essential  symp- 
toms and  pathology  of  each  condition  precedes  the 
prescribed  treatment  and  should  be  particularly 
helpful  in  assisting  the  student  to  familiarize  him- 
self with  the  condition  which  he  is  attempting  to 
treat,  a phase  of  the  subject  all  too  frequently 
neglected  in  most  texts  of  this  type. 

It  is  very  questionable  whether  any  of  our 
American  surgeons  would  have  sufficient  confi- 
dence in  a physiotherapist  to  allow  them  to  remove 
a badly  comminuted  Pott’s  fracture  or  fracture  of 
both  bones  of  the  leg  from  the  retaining  apparatus 
at  the  end  of  a seven  to  ten  day  period  as  recom- 
mended by  the  author,  and  institute  active  exer- 
cise. The  reviewer  believes  the  teaching  of  com- 
plete immobilization  until  consolidation  of  the  frac- 
ture is  too  firmly  fixed  in  this  country  to  allow 
institution  of  this  type  of  treatment. 

It  is  also  difficult  to  understand  to  just  what 
part  in  the  treatment  of  such  conditions  as  per- 
nicious anemia,  hemophilia,  chronic  nephritis,  ton- 
sillitis and  other  related  diseases,  massage  and 
exercises  can  be  adapted. 

The  volume  is  written  with  the  clearness  of  de- 
tail which  is  so  characteristic  of  most  English 
authors  and  on  a whole  is  a very  acceptable  text 
for  the  physiotherapist  and  an  excellent  reference 
work  for  the  orthopedist  and  surgeon  who  have 
occasion  to  use  this  type  of  treatment. 

Harry  D.  Morris,  M.  D. 


The  Abnormal  in  Obstetrics : By  Sir  Comyns  Berke- 
ley, M.  A.,  M.  C.,  M.  D.  (Cantab.),  F.  R.  C.  P. 
(Lond.),  F.  R.  C.  S.  (Eng.),  M.  M.  S.  A.  (Hon.), 
F.  C.  O.  G.,  Victor  Bonney,  M.  S.,  M.  D.,  B.  Sc. 
(Lond.),  F.  R.  C.  S.  (Eng.),  F.  R.  A.  C.  S. 
(Hon.),  M.  R.  C.  P.  (Lond.),  and  Douglas  Mac- 
Leod, M.  S.,  M.  B.  (Lond.),  F.  R.  C.  S.  (Eng.), 
F.  R.  C.  P.  (Lond.),  M.  C.  O.  G.  Baltimore, 
William  Wood  & Company,  1938.  Pp.  525.  Price 
$6.00. 

Not  intended  to  replace  the  usual  obstetric  text- 
book, this  book  is  written  “in  the  hope  that  it  will 
prove  useful  to  those  ambitious  of  passing  one  of 
the  higher  examinations  in  obstetrics.”  Even  the 
rarest  of  medical  and  surgical  complications,  such 
as  phlegmonous  enteritis,  trypanosomiasis,  and 
sutika  are  mentoned  briefly,  with  a paragraph  de- 
voted to  the  treatment  of  each. 

Abnormalities  of  the  puerperium,  malformations 
and  diseases  of  the  newborn,  and  postpartal  com- 
plications complete  this  volume  which  might  be 
referred  to  as  a dictionary  of  abnormal  obstetrics. 
At  least  one  reference  may  be  found  to  any  disease 
associated  with  pregnancy. 

Eugene  H.  Countiss,  M.  D. 
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THE  PRESIDENT’S  ADDRESS* 

C.  GRENES  COLE,  M.  D. 

New  Orleans 

I wish  to  take  this  opportunity  to  ex- 
press my  sincere  appreciation  and  thanks 
for  the  great  honor  of  having  served  as 
your  President  for  the  past  year. 

This  meeting,  as  you  well  know,  is  dedi- 
cated to  our  good  friend,  Dr.  Fred  J.  Mayer 
of  Opelousas.  Dr.  Mayer,  we  salute  you 
as  a member  and  past  President  of  this 
society  and  one  who  has  always  stood  for 
the  highest  professional  ideals  and  princi- 
ples, and  who  has  fought,  at  all  times,  for 
a higher  standard  of  ethics.  Organized 
medicine,  in  this  state,  owes  much  to  Dr. 
Mayer  and  I know  of  no  one  better  fitted 
to  receive,  nor  more  deserving  of  the  honor 
thus  conferred  by  this  society  in  dedicating 
this,  our  Sixty-Second  Annual  Meeting  to 
him.  He  has  stood  for  everything  that  is 
good  in  organized  medicine  and  was  ready, 
at  all  times,  to  fight  our  battles  and  keep 
the  practice  of  medicine  on  a high  plane. 

We  do  you  honor  Dr.  Mayer  today,  as 
you  have  done  us  honor  in  the  past,  and 
we  sincerely  hope  you  will  be  with  us  many 
more  years  that  we  may  be  privileged  to 
enjoy  your  wise  counsel  and  continued 
friendship.  All  honor  to  you. 

It  is  fair  to  state  that  in  centuries  past 
we  had  men,  such  as  Hammurabi,  Moses, 
Hippocrates,  Socrates,  Solomon,  Aristotle, 
Celsus,  Alexander,  Galen,  Galileo,  who  had 
as  much  brain  power,  intellect,  intensity  oi 


^Delivered  before  the  sixty-second  annual  meet- 
ing of  the  Louisiana  State  Medical  Society,  Shreve- 
port, April  21,  1941. 


purpose  and  idealism  as  any  names  that 
might  be  selected  of  men  who  are  active  in 
world  affairs  today.  Why  then  the  marvel- 
ous achievements  since  about  1850?  I have 
asked  this  question  a number  of  times  re- 
cently and  the  usual  answer  is  that  we  have 
the  accumulated  knowledge  of  the  activities 
of  these  men  over  a period  of  centuries, 
which  gives  our  people  of  today  a great  ad- 
vantage. How  did  the  experience  of  cen- 
turies help  Pasteur  in  his  work?  What 
knowledge  of  history  helped  Koch  discover 
the  tubercule  bacillus,  Eberth  the  typhoid 
bacillus,  Marconi  the  wireless,  or  Roentgen 
the  x-ray,  or  helped  any  of  the  many  origi- 
nal medical  and  scientific  thinkers  of 
today?  It  must  be  true  that  knowledge  of 
the  past  centuries  has  had  its  influence 
upon  the  activities  of  men  of  action  the 
last  eighty  years;  but  I feel  this  to  be  a 
small  factor  in  our  recent  marvelous  prog- 
ress. 

History  is  full  of  records  of  men  who  ad- 
vanced new  logical  theories  and  facts  in 
contradistinction  to  old  ones,  and  paid  for 
their  boldness  by  being  ostracized  by  their 
fellows,  condemned  by  church  and  state, 
expelled  from  home  and  country,  and  in 
many  instances  executed.  Socrates  was 
forced  to  drink  the  hemlock,  John  Russ 
burned  at  the  stake,  and  Galileo  was  forced 
publicly  to  retract  his  statement  that  the 
world  rotated  in  space. 

My  thought  is,  that  during  earlier  times 
men  of  ability  and  initiative  were  hindered 
in  their  thinking  because  of  the  fear  of 
retribution  on  the  part  of  the  church  and 
state  and  by  society  at  large.  Who  knows  ? 
Galileo  might  have  been  the  Edison  of  his 
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age  had  he  been  encouraged  and  honored 
for  his  efforts  instead  of  being  ridiculed 
and  punished.  Since  the  Renaissance,  Har- 
vey, although  recognized  as  a great  teacher 
and  philosopher,  when  he  discovered  and 
demonstrated  the  circulation  of  blood,  in- 
stead of  being  honored  and  lauded  for  his 
achievement,  was  ridiculed  by  his  fellows, 
criticized  and  condemned  by  both  church 
and  state.  Pasteur  and  many  others  re- 
ceived similar  treatment. 

When  civilization  reached  the  point 
where  the  powers  of  the  state,  the  influ- 
ence of  the  church  and  society  at  large 
lauded  achievement,  encouraged  research 
and  investigation,  and  honored  men  of  ac- 
tion, the  world  began  to  move.  How  fortu- 
nate are  we  of  this  generation  to  have  lived 
at  a time  such  as  this.  I believe  that  the 
answer  to  this  marvelous  progress  is  in- 
cluded in  the  five  words  “Freedom  of 
thought  and  action.”  At  no  period  of  the 
past  centuries  was  freedom  of  thought  and 
action  permitted.  Hippocrates  and  his  co- 
workers made  a deliberate  attempt  to  di- 
vorce medicine  from  the  dominion  and  in- 
fluence of  church  and  state  so  that  they 
might  develop  their  medical  problems  in 
their  own  way.  Considering  the  times, 
these  men  succeeded  splendidly,  so  much 
so  that  since  that  time  Hippocrates  has 
been  honored  as  the  Father  of  Medicine. 
Yet  it  took  more  than  2,000  years  before 
his  fond  dreams  really  came  to  pass.  As 
long  as  the  people  of  the  world  enjoy  this 
freedom,  we  will  continue  to  achieve  un- 
dreamed of  heights.  Take  from  the  civili- 
zation of  today  this  freedom  of  thought 
and  action,  and  progress  will  cease.  When 
progress  ceases,  we  will 1 soon  go  into  de- 
cline. We  cannot  remain  static.  Is  free- 
dom of  thought  and  action  being  throttled 
in  the  world  today?  I noticed  a statement 
in  the  press  a short  time  ago  where  Dr. 
Fosdick,  Chairman  of  one  of  the  larger  of 
our  foundations  which  awards  millions  of 
dollars  annually  for  outstanding  individual 
achievements  in  all  parts  of  the  world,  said 
that  the  Board  had  removed  from  its  list 
individual  citizens  of  certain  countries  be- 
cause they  could  not  qualify  as  freedom  of 


action  and  thought  had  been  taken  from 
them. 

Is  there  a tendency  in  many  parts  of  the 
world  to  curtail  freedom  and  introduce  a 
sort  of  managed  system?  We  hear  in  our 
own  land  from  the  press,  radio  and  from 
men  in  high  positions,  that  we  must  pre- 
pare to  adjust  ourselves  to  a new  sort  of 
civilization ; that  we  are  facing  new  eco- 
nomic problems  and  are  entering  into  a 
new  era.  What  sort  of  new  economic  and 
cultural  plans  have  been  put  into  opera- 
tion? The  only  new  plans  I know  anything 
about  are  those  adopted  by  Russia,  Ger- 
many, Italy  and  Spain.  In  each  of  these 
a new  and  different  type  of  civilization  has 
been  set  up.  In  the  last  type,  freedom  of 
thought  and  action  is  being  stifled  and  as 
surely  as  this  continues,  progress  will  cease. 
I cannot  conceive  of  any  new  plans  of  ac- 
tion for  which  we  are  being  asked  to  pre- 
pare that  will  not  have  as  one  of  the  chief 
objectives  a form  of  managed  and  dicta- 
torial type  of  government.  If  the  pages 
of  history  teach  us  anything,  it  is  that  the 
moment  we  stifle  initiative,  progress  wanes. 
We  believe  that  the  people  of  this  country 
of  ours  have  received  better  and  more 
humane  medical  care  than  those  of  any 
other  countries  in  the  history  of  the  world. 
This  is  true  of  all  classes,  rich,  moderate, 
or  poor. 

Few  of  us  ever  pause,  even  for  a brief 
moment,  to  realize  the  joy  of  living.  Our 
lives  are  so  full  of  activity  we  rarely  take 
time  to  appreciate  our  happy  existence,  and 
are  even  grouchy  and  dissatisfied  at  times. 
Medical  science  has  done  much  to  bring  us 
happiness  and  to  make  life  worth  living. 
For  instance,  we  need  not  live  in  constant 
fear  of  deadly  plagues,  the  very  mention 
of  which  struck  terror  to  the  hearts  of  our 
forefathers.  The  people  of  this  North 
American  continent  need  not  fear  bubonic 
plague,  Asiatic  cholera,  typhus  fever,  ma- 
laria, yellow  fever  and  other  diseases, 
which  at  one  time  spread  in  wicked  and 
disastrous  epidemic  proportions. 

These  plagues  and  many  of  our  common 
or  modern  diseases  are  under  subjection 
through  the  continuous  and  persistent  ef- 
forts of  a vast  army  of  health, — 1,500,000 
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strong  in  the  United  States, — doctors, 
nurses,  dentists,  health  workers,  research 
workers,  technicians,  and  numerous  other 
groups  or  units . constituting  this  great 
army  that  is  fighting  disease  night  and  day, 
year  in  and  year  out,  winning  battle  after 
battle,  and  pushing  back  farther  and  far- 
ther the  grim  reaper,  death.  Milestone 
after  milestone  has  been  passed  along  the 
march  of  medical  science,  a few  of  which 
I shall  mention. 

Anesthesia  was  discovered  by  Long,  a 
physician,  of  Atlanta,  and  by  Morton  of 
Eoston,  by  profession  a dentist,  working 
simultaneously  between  the  years  1842-46. 
As  a result  of  their  work,  surgery  has  ever 
since  been  robbed  of  its  pain  and  horror; 
and  thus  began  the  conquest  of  pain.  No 
longer  need  the  surgeon  call  in  the  strong 
neighbor  boys  to  hold  down  the  patient 
while  he  cuts  off  a leg  or  opens  the  abdo- 
men to  remove  a tumor.  No  longer  need 
the  surgeon  depend  on  the  patient’s  screams 
to  be  assured  that  he  is  still  alive.  Since 
the  discovery  of  anesthesia,  many  new 
methods  of  its  administration  have  been 
introduced,  all  aimed  at  making  anesthesia 
safer  and  more  pleasant  for  the  patient. 

Lord  Lister,  an  Englishman  by  birth, 
one  of  the  greatest  benefactors  of  man- 
kind, discovered  aseptic  surgery,  and  con- 
quered the  terrible  scourge  of  blood  poison- 
ing following  operations,  which,  previous  to 
that  time,  was  responsible  for  a death  rate 
of  as  high  as  80  out  of  every  100  patients 
operated  upon,  and  which  now  averages 
only  three  or  four  out  of  every  100  patients 
who  undergo  surgery.  Think  what  this 
means  when  we  realize  that  there  are  per- 
formed annually  in  the  United  States  ap- 
proximately 3,000,000  operations,  for  each 
of  which  a general  or  a local  anesthetic  is 
given.  I need  not  figure  out  for  you  the 
appalling  number  of  deaths  there  would  be 
had  Lord  Lister's  discovery  not  been  given 
to  mankind.  Now  every  part  of  the  hu- 
man body  can  be  explored  by  the  surgeon 
without  the  patient’s  being  subjected  to 
pain  or  to  the  danger  of  blood  poisoning. 

Another  outstanding  milestone  in  the 
march  of  medical  science  was  passed  in 


1895  when  William  Roentgen,  Professor  of 
Physics  in  a Bovarian  University,  invented 
the  x-ray.  With  subsequent  rapid  develop- 
ments in  equipment  and  operation,  any  part 
of  the  human  body  can  be  visualized  in  the 
live  subject.  No  longer  need  the  surgeon 
open  the  abdomen,  the  chest,  or  the  skull 
to  find  out  what  is  wrong;  instead,  he  can 
remedy  the  disease  or  condition  he  has 
skillfully  worked  out  and  determined 
through  his  own  knowledge  and  examina- 
tion of  the  patient,  supplemented  by  the 
x-ray,  clinical  laboratory,  electrocardio- 
graph, and  numerous  adjunct  facilities  to 
elucidate  further  or  confirm  his  own  find- 
ings, and  thus  he  is  enabled  to  practice 
the  art  of  medicine  more  accurately  and 
efficiently. 

Pathology,  the  science  pertaining  to  dis- 
eased tissue,  has  advanced  beyond  all  com- 
prehension ever  since  the  beginning  of  this 
century,  adding  vastly  to  more  accurate 
knowledge  of  medicine.  Of  inestimable 
value  is  this  work  in  the  study  of  all  forms 
of  cancer,  which  today  is  engaging  the  at- 
tention of  the  entire  medical  profession. 
Now  the  nature  of  the  lump,  the  tumor,  or 
the  scrapings  from  a cavity  of  the  body 
may  be  accurately  determined  within  a few 
minutes  by  doing  a “biopsy”  which  to  the 
layman  means  the  removal  of  a small  piece 
of  the  lump  or  growth,  which  is  frozen, 
sectioned,  stained,  and  studied  by  a compe- 
tent pathologist.  In  five  or  six  minutes 
it  is  possible  accurately  to  determine  the 
nature  of  the  lump  or  growth,  and  this  is 
of  extreme  importance  in  deciding  the  ex- 
tent of  the  operation  required.  Through 
such  a simple  procedure,  numerous  lives 
are  saved  annually  which  otherwise  might 
be  subjected  to  great  suffering  and  death 
eventually  from  undiagnosed  cancer. 

Commencing  with  the  beginning  of  this 
century,  increasing  attention  has  been 
given  to  nutrition  and  diseases  of  metabo- 
lism. As  a result,  a new  branch  of  ap- 
plied medicine  has  been  introduced,  which 
we  speak  of  as  diet  therapy,  or  the  applica- 
tion of  diet  to  disease.  More  and  more  is 
diet  therapy  playing  an  important  role  in 
the  treatment  of  many  diseases,  particu- 
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larly  that  group  which  pertains  to  diseases 
of  metabolism. 

In  the  memory  of  most  of  us  of  this 
generation  is  the  discovery  of  insulin  by 
Dr.  Frederick  Banting  of  Toronto,  who 
with  his  associates,  working  in  his  labora- 
tory, discovered  that  a formerly  unknown 
substance  called  insulin  would  control  the 
sugar  content  of  the  blood.  As  you  know, 
the  blood  has  sugar  as  one  of  its  normal 
constituents,  but,  when  this  sugar  is  ex- 
cessive in  amount,  it  becames  a poison,  and 
symptoms  devolop,  which  are  usually 
designated  as  diabetes.  The  work  of  Bant- 
ing and  his  associates,  and  the  further 
knowledge  of  diet  therapy  and  blood 
chemistry  mean  that  now,  more  than  one 
million  persons  in  the  United  States  suf- 
fering from  diabetes  are  privileged  to  live 
and  enjoy  a comfortable  and  fairly  normal 
existence. 

Shortly  after  the  discovery  of  insulin  by 
Banting,  scientists  working  in  Ann  Arbor, 
Michigan,  Rochester,  New  York,  and  Bos- 
ton, discovered  that  the  eating  of  liver  in 
certain  amounts  would  control  that  much- 
dreaded  and  ultimately  fatal  disease — 
pernicious  anemia.  Now,  by  taking  liver 
in  one  form  or  another,  pernicious  anemia, 
a disease  that  was  responsible  for  many 
deaths,  is  under  fair  control,  and  those  who 
are  so  afflicted  may  enjoy  a comfortable 
and  happy  life. 

Diphtheria  had  a death  rate  as  high  as 
80  per  cent  in  some  epidemics,  but  now, 
through  the  efforts  of  medical  science,  not 
only  is  the  number  of  cases  greatly  reduced 
through  preventive  measures,  but  the  death 
rate  in  many  communities  is  practically  nil. 
In  this  accomplishment  and  in  the  control 
of  communicable  diseases  generally,  we 
must  not  overlook  the  splendid  work  done 
by  health  departments  and  allied  groups. 

No  longer  does  typhoid  fever  exist  to 
any  widespread  extent  or  in  epidemic  pro- 
portions. Medical  science  and  sanitation 
have  almost  completely  stamped  out  the 
disease;  rarely  do  we  hear  of  typhoid  epi- 
demics in  any  part  of  this  country.  The 
appearance  of  a single  case  in  any  com- 
munity means  immediate  action  and  control 
by  the  health  authorities.  Sanitation,  vacci- 


nation, purification  of  water  and  milk  sup- 
plies, and  public  education  have  driven  this 
enemy  out  of  our  country,  except  for  spo- 
radic cases.  Any  community  subjected  to 
an  epidemic  of  typhoid  fever  would  practi- 
cally admit  lack  of  proper  control  and  exer- 
cise of  general  measures  of  prevention  by 
the  health  authorities. 

I could  go  on  recounting  the  milestones 
marking  the  advance  of  medical  science 
upon  each  of  which  is  recorded  some  vic- 
tory in  making  the  world  safer  and  happier 
for  the  human  race.  Certain  factors  of 
general  importance  make  a background,  so 
to  speak,  for  the  great  drama  of  the  ad- 
vance of  medical  science  and  the  practice  of 
medicine  during  the  last  fifty  years,  par- 
ticularly since  the  beginning  of  this  cen- 
tury. A progressive  and  scientifically  edu- 
cated medical  profession,  an  approved 
standardized  hospital  where  the  sick  and 
injured  are  treated  and  an  enlightened  co- 
operating public  have  successfully  and  ef- 
fectually waged  the  war  against  disease. 

Finally,  in  this  great  drama  of  the  march 
of  medical  science  and  progress  in  human 
salvage,  the  annual  physical  examination 
for  everybody  has  been  brought  into  the 
arena  of  disease  prevention,  and  is  uni- 
versally advocated  as  one  of  the  most  effec- 
tive means  of  prolonging  life  and  adding 
years  to  your  life  and  life  to  your  years. 
The  annual  physical  examination,  if  prop- 
erly carried  out,  would  strike  a severe  blow 
on  the  six  greatest  killers  of  the  human 
race,  which  today,  out  of  every  100,000 
population,  take  the  alarming  toll  of  240 
from  heart  diseases,  106  from  cancer,  94 
from  kidney  diseases,  79  from  pneumonia, 
68  from  diseases  of  the  arteries,  and  62 
from  tuberculosis.  All  these  diseases  are 
preyentable  to  a great  degree,  and  could 
be  detected  early  by  an  annual  physical 
examination.  Cancer,  today  the  second 
greatest  enemy  of  the  human  race,  if  recog- 
nized early,  can  be  cured  through  surgery 
or  the  judicious  use  of  x-ray  and  radium 
therapy. 

Medical  science  will  march  on.  Disease 
after  disease  will  be  conquered,  the  public 
will  become  educated  in  how  to  resist  dis- 
ease; the  medical  profession  will  keep 
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abreast  of  the  march  of  medical  science; 
the  longevity  of  life  will  increase  beyond 
sixty,  which  it  is  at  present;  and  all  this 
will  bring  to  humanity  health,  happiness, 
prosperity,  and  the  joy  of  living. 

I know  of  no  other  group  in  which  pa- 
triotism, high  ideals  and  the  sense  of  re- 
sponsibility are  present  to  a higher  degree 
than  represented  by  our  American  physi- 
cians. To  no  other  group  would  I leave 
the  responsibility  with  less  fear  of  error  on 
un-American  activities.  “Strength  to  your 
arms  and  wisdom  to  your  judgment.” 

At  this  time  I would  like  to  discuss  a 
matter  which  I consider  is  well  worth  your 
attention. 

Recent  attacks  on  the  medical  profes- 
sion of  the  United  States  have  endeavored 
to  create  the  impression  that  organized 
medicine  is  divided  against  itself  and  that 
many  physicians  are  in  revolt.  The  state- 
ment is  untrue.  We  must,  however,  admit 
that  a few  straggling  members  did  sign 
up  in  favor  of  socialized  medicine  some 
time  ago  but  we  are  very  thankful  that  this 
list  of  400  did  not  play  much  part,  or  have 
much  influence  on  the  whole. 

We  have  been  assailed  by  the  Govern- 
ment of  the  United  States  with  an  indict- 
ment that  we  constitute  a monopoly  and 
that  our  actions  through  our  delegated  au- 
thorities in  the  American  Medical  Associa- 
tion have  violated  the  laws  of  this  country 
as  they  apply  to  interstate  commerce  and 
restraint  of  trade. 

I,  for  one,  would  like  to  have  the  Ameri- 
can people  know  that  I personally  as  a phy- 
sician have  been  indicted  by  the  United 
States  Government;  that  the  impugned  re- 
flection on  the  integrity  of  the  American 
Medical  Association  is  considered  by  me  as 
a reflection  upon  myself.  I believe  that 
the  rest  of  you  feel  much  the  same. 

I should  like  to  have  every  citizen  of  the 
United  States  know  that  his  family  physi- 
cian has  been  indicted.  Can  you  make  that 
mother  whose  child’s  life  has  been  saved 
think  that  her  doctor  is  a knave?  Can  the 
millions  of  people  that  twenty-five  years 
ago  would  have  died  of  typhoid,  diphtheria, 
diabetes,  cholera  infantum  and  other  dis- 


eases, and  who  walk  the  streets  today  and 
enjoy  life’s  bounty,  be  made  to  say  that 
American  medicine  deserves  indictment? 
The  blind  have  been  made  to  see,  the  lame 
to  walk,  and  the  ill  restored  to  health  under 
our  American  system  that  has  never  de- 
faulted an  obligation  nor  proved  unfaithful 
to  a trust. 

I would  like  to  have  the  American  people 
know  that  the  medical  profession  of  this 
country  stands  united  in  opposition  to  this 
indictment  and  the  attacks  made  on  its  in- 
tegrity. We  always  have  presented  a 
united  front,  not  only  in  the  battle  for  the 
best  public  health  service  for  the  people, 
but  in  the  constant  seeking  for  better  ways 
of  providing  medical  service  and  care.  That 
this  united  front  exists  is  proved  by  the 
great  attainments  made  by  American  medi- 
cine since  the  American  Medical  Associa- 
tion was  created  in  1847  for  the  initial  pur- 
pose of  improving  medical  education. 
Today  our  medical  schools  are  the  outstand- 
ing ones  in  the  world.  Our  research  cen- 
ters are  leading  the  world  into  new  avenues 
of  medical  knowledge.  Today  the  medical 
world  comes  to  America  for  its  post-gradu- 
ate studies  instead  of  our  American  physi- 
cians going  to  foreign  countries  for  further 
studies,  as  was  true  a century  ago.  A 
united  profession  has  attained  all  of  these 
things,  not  for  themselves  but  for  the  peo- 
ple, and  a united  profession  will  continue 
to  oppose  all  that  is  inimical  to  the  welfare 
of  the  people  and  fight  for  those  things 
which  but  serve  the  people’s  interests. 

What  are  just  a few  of  the  things  which 
this  system  of  medical  care  has  accom- 
plished in  the  United  States?  It  has  re- 
sulted first  in  the  development  of  medical 
education  to  the  highest  level  ever  reached 
in  any  country.  The  young  men  graduat- 
ing in  medicine  today  are  the  equals  in 
medical  training  and  skill  of  the  graduates 
in  any  country  in  the  world.  Second,  after 
a battle  of  more  than  thirty  years  by  the 
American  Medical  Association,  almost 
single-handed,  the  evils  of  patent  medicines 
and  quackery  have  been  brought  almost 
completely  under  control.  Third,  the  pro- 
fession, through  research  and  experience, 
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has  brought  to  light  innumerable  new  meth- 
ods for  the  diagnosis  and  treatment  of  dis- 
ease. 

And  fourth,  the  medical  profession  is 
today,  from  one  end  of  this  country  to  the 
other,  giving  higher  quality  of  medical  care 
to  the  people  than  the  world  has  ever 
known.  That  changes  are  necessary  in  our 
present  system  in  order  that  there  may  be 
continued  progress,  no  one  will  deny.  With 
regard  to  the  nature  of  the  changes  there  is 
wide  difference  of  opinion.  The  medical 
profession  is  at  present  advocating  some 
very  definite  constructive  measures,  which, 
if  put  into  effect,  would  result  in  improve- 
ment in  medical  care. 

First,  it  recommends  most  earnestly  and 
as  a fundamental  necessity  a change  in  the 
method  of  caring  for  the  indigent  so  that 
ultimately  the  entire  community  may  as- 
sume, at  least,  part  of  the  burden  which 
has  heretofore  been  borne  entirely  by  the 
medical  profession. 

It  has  long  been  a tradition  of  the  pro- 
fession that  every  person,  man,  woman  and 
child,  regardless  of  economic  or  social  con- 
ditions, is  entitled  to  medical  care  when 
he  is  sick  or  injured.  In  accordance  with 
this  tradition,  the  physician  has  always 
given  free  medical  care  not  only  to  the 
indigent  who  are  dependent  for  their  total 
support  upon  the  community,  but  to  the 
poor  who  have  only  a bare  subsistence  wage 
to  support  themselves  and  fheir  families. 
This  is  the  only  means  provided  by  modern 
society  for  the  medical  care  of  the  poor. 

I mention  this  not  to  gain  your  approval 
of  the  medical  profession  for  an  altruistic 
practice  but  because  the  medical  care  of 
the  indigent  has  become  an  important  social 
problem.  If  every  community  would  ac- 
cept the  responsibility  of  taking  care  of 
its  indigent  sick  at  public  expense,  the  prob- 
lems of  the  medical  care  of  the  low  and 
moderate  income  groups  would  immedi- 
ately assume  different  proportions. 

Next,  the  profession  recommends  the 
adoption  of  systematic  plans  in  every  com- 
munity to  provide  adequate  medical  care 
to  each  and  every  class  of  its  population. 
This  involves  the  establishment  of  central 


admitting  bureaus  for  hospitals  and  free 
clinics.  The  physicians  and  dentists  will 
be  only  too  glad  to  take  care  of  the  patients 
of  moderate  means  by  arranging  with  them 
to  pay  their  medical  and  dental  bills  in  in- 
stallments, and  the  total  charges  may  be 
adjusted  to  the  patient’s  ability  to  pay. 

Third,  the  medical  profession  is  giving 
support  to  the  establishment  of  non-profit 
group  hospitalization  plans  in  many  com- 
munities through  which  employed  persons 
may  secure  a certain  number  of  days’  hos- 
pitalization in  a given  year  for  themselves 
or  their  dependents  by  paying  a small 
monthly  premium. 

Why  does  the  medical  profession  approve 
group  hospitalization  and  disapprove  the 
usual  health  insurance  plan?  The  reasons 
are  plain  and  hardly  escapable  when  once 
stated.  Group  hospitalization  is  a plan  in 
which  a non-profit  corporation  contracts 
with  individuals  in  employed  groups,  upon 
the  monthly  payment  of  a certain  sum,  to 
give  to  the  individual  a certain  number  of 
days’  hospitalization  in  a given  year,  the 
kind  of  accommodations  and  services  to 
which  he  is  entitled  being  definitely  speci- 
fied. The  non-profit  corporation  at  the 
same  time  contracts  with  each  hospital  of 
the  community  to  pay  a certain  specified 
sum  per  day  for  definitely  specified  accom- 
modations and  services  for  the  number  of 
days  for  which  any  of  its  beneficiaries  are 
hospitalized  up  to  the  limit  of  the  contract, 
which  is  usually  twenty-one  days  in  a given 
year. 

The  important  element  in  this  arrange- 
ment which  makes  it  sound  financially  and 
socially  is  the  very  definite  and  specified 
limitation  upon  the  benefits  to  be  received. 
So  long  as  the  limitations  are  respected 
the  plan  is  workable  and  sound.  Contrast 
with  this  the  usual  health  insurance  plan 
in  which  a non-profit  corporation  agrees 
to  give  to  an  individual  for  a certain  speci- 
fied monthly  payment,  medical  care  un- 
limited as  to  quantity  and  impossible  of 
specifications  as  to  quality.  It  is  this  in- 
herent impossibility  to  place  limitations 
upon  the  amount  and  kind  of  service  to  be 
rendered  which  makes  such  plans  unsound 
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financially  and  which  give  rise  to  many  of 
the  evils  growing  out  of  them. 

If  we  are  finally  to  adopt  on  a wide  scale 
any  type  of  health  insurance  in  this  coun- 
try there  are  certain  facts  established  by 
European  experience  which  should  be 
known.  No  advantage  can  be  gained  by 
copying  the  mistakes  of  Europe.  We  need 
not  experiment  in  this  country  with  volun- 
tary types  of  health  insurance  because  more 
than  fifty  years  of  European  experience 
has  proved  that  voluntary  insurance  always 
fails  and  is  finally  superseded  by  compul- 
sory insurance.  So  long  as  membership  in 
a voluntary  insurance  group  is  increasing 
it  can  remain  solvent  but  when  member- 
ship becomes  stationary  it  invariably  fails. 
When  failure  is  imminent,  or  has  overtaken 
a number  of  the  voluntary  groups,  com- 
pulsory laws  are  passed  and  a great  block 
of  the  population  is  compelled  to  partici- 
pate in  the  plan.  The  important  thing  to 
remember  is  that  all  of  the  voluntary  plans 
finally  become  compulsory  insurance  under 
state  control. 

There  have  always  been  optimistic  prom- 
ises made  in  each  country  when  the  plans 
were  before  the  voters.  It  was  claimed  that 
they  would  reduce  the  sickness  rate  and 
also  the  mortality.  This  has  not  come  true. 
No  insurance  country  can  show  lower  rates 
either  from  sickness  or  death  than  the  non- 
insurance countries.  It  is  a known  fact 
that  the  sickness  rates  in  insurance  coun- 
tries practically  doubled  over  the  rates 
prevalent  before  insurance  went  into  effect 
and  over  the  rates  in  those  countries  which 
do  not  have  insurance. 

It  was  said  that  because  of  better  or- 
ganization the  costs  of  medical  care  would 
be  less  with  insurance  methods.  The  fact 
is  that  because  of  the  increased  sickness 
rates  and  the  high  cost  of  administration, 
expenses  are  greatly  increased. 

Finally,  it  was  alleged  that  a better 
quality  of  medical  care  would  be  obtained, 
but  it  is  a notorious  fact  that  the  crowded 
rosters  of  insurance  and  contract  doctors 
furnished  a very  poor  quality  of  medical 
care. 


The  voluntary  insurance  plans  called 
“group  health  associations,”  and  various 
other  names,  which  are  at  this  moment 
springing  up  in  this  country,  are  repeating 
these  old  and  discredited  promises.  Again 
we  are  being  told  that  they  will  so  improve 
the  health  of  their  subscribers,  especially 
through  periodic  examinations,  as  to  reduce 
the  mortality  and  sickness  rate  among 
them.  It  can  be  confidently  predicted  from 
experience  that  the  death  rate  will  remain 
unaffected  and  that  the  days  lost  from  sick- 
ness will  be  greater  in  the  insured  group 
than  in  a like  group  of  uninsured. 

It  is  the  fashion  at  present  to  point  to 
these  voluntary  insurance  groups  as  valu- 
able social  experiments.  In  the  light  of 
European  experience  no  such  experiments 
are  needed,  but  there  is  one  unsocial  aspect 
of  their  operation  which  has  not  been  suf- 
ficiently emphasized.  They  are  of  necessity 
confined  to  members  of  employed  groups; 
when  a person  loses  his  job  he  loses  his 
insurance.  If  he  is  then  without  funds, 
both  he  and  his  dependents  must  be  taken 
care  of  by  one  of  the  physicians  of  the  com- 
munity who  has  had  no  participation  in  the 
group  health  association  and  who,  year  in 
and  year  out  takes  care  of  his  patients 
when  they  are  out  of  employment  just  as 
he  does  in  their  years  of  prosperity.  This 
illustrates  the  unsocial  character  of  such 
experiments.  They  apply  only  to  members 
of  those  favored  groups  who  are  able  to 
pay  insurance  premiums  for  themselves 
and  their  dependents,  and  to  them  only 
while  they  have  a job. 

If  we  are  finally  to  have  insurance  medi- 
cine in  this  country,  let  us  not  delude  our- 
selves into  experimenting  with  the  volun- 
tary or  cooperative  type;  let  us  adopt  the 
only  kind  that  can  survive,  namely  compul- 
sory insurance.  Let  us  go  into  it  with  our 
eyes  open,  remembering  that  it  necessitates 
a wage  and  pay  roll  tax  and  a government 
subsidy  with  a high  degree  of  governmental 
control  to  make  it  successful.  Let  us  recog- 
nize the  fact  that  there  must  be  in  a coun- 
try like  ours  much  political  control  and  ma- 
nipulation and  establishment  of  an  elabo- 
rate bureaucracy  for  its  administration; 
and  finally  let  us  be  satisfied  with  medical 
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care  of  much  lower  quality  than  we  are 
receiving  at  present. 

The  medical  profession  is  a small  body 
of  men,  only  about  150,000  in  a population 
of  130,000,000  people.  The  profession  must 
adjust  itself  to  whatever  social  system  the 
130  millions  decide  to  adopt.  We  are,  how- 
ever, because  of  our  special  education  and 
training,  in  a position  to  judge  of  the  ef- 
fects of  proposed  methods  of  medical  care. 
It  is  our  conviction  that  the  present  system 
can  be  and  is  being  adjusted  to  every  need 
of  the  people  without  the  evils  of  health 
insurance  or  state  medicine. 

We  hear  a great  deal  nowadays  about 
“salvaging  civilization.”  Few  are  agreed 
as  to  how  it  is  to  be  done,  but  certainly  it 
is  impossible  to  imagine  any  civilization  in 
which  the  discoveries  of  medical  science 
will  not  be  incorporated.  No  matter  what 
sort  of  banking  or  economic  or  social  sys- 
tem is  established,  physicians  are  not  going 
on  without  using  the  knowledge  of  the 
circulation  of  the  blood,  of  the  bacterial 
cause  of  infection,  of  aseptic  surgery,  of 
the  obstetric  forceps,  of  the  action  of  anes- 
thetic drugs,  of  the  use  of  opium,  digitalis, 
and  mercury,  of  the  principles  of  refrac- 
tion of  the  eyes.  Whatever  else  is  “sal- 
vaged” these  most  assuredly  will  be  saved. 

For  devoted  service,  for  the  highest  ex- 
pression of  generosity  and  good  will,  the 
physician  occupies  a place  quite  incom- 
parable. The  story  told  by  Ian  Maclaren 
in  the  “Bonnie  Brier  Bush”  of  old  Dr.  Mc- 
Leod is  not  exaggerated  or  overdrawn.  It 
is  a tale  that  may  be  duplicated  in  any 
community.  One  must  believe  concerning 
men  of  this  type  that  they  are  motivated  by 
the  highest  of  impulses,  and  that  their 
ministry  is  associated  with  that  of  the  Mas- 
ter, who  never  turned  away  from  those  who 
were  bruised  and  broken  in  body. 

Like  a team  of  two  horses  slowly  pulling 
a heavy  load  out  of  the  mire,  the  family 
physician  and  the  specialist  are,  side  by 
side,  slowly  but  surely  liberating  the  hu- 
man.race  from  the  depths  of  disease.  Their 
combined  value  cannot  be  measured  in  dol- 
lars and  cents  but  rather  in  years  of  addi- 
tional life.  Together  they  constitute  the 
greatest  team  on  earth. 


REFLECTIONS  ON  EDMOND  SOUCHON 
(1841-1924) * 

BY  A FORMER  PUPIL 

ISIDORE  COHN,  M.  D. 

New  Orleans 

“LEST  WE  FORGET” 

Those  who  entered  Medical  College  in 
New  Orleans  at  the  turn  of  the  century 
(1903),  were  extremely  fortunate  in  that 
the  faculty  of  the  Medical  Department  of 
Tulane  University  was  composed  of  seven 
outstanding  men.  Each  possessed  definite 
characteristics,  each  contributed  something 
to  stimulate  the  young  men  then  entering 
upon  the  threshold  of  their  medical  studies, 
something  to  inspire  the  boys  of  that  day; 
something  to  impress  them,  so  that  memory 
like  an  illuminated  mirror  would  “bring 
back  the  light  of  other  days.”  (With  apol- 
ogies to  Thomas  Moore.) 

Of  the  seven  distinguished  men  who 
formed  the  faculty,  only  one  remains  to 
cheer,  stimulate,  and  to  inspire  us,  Rudolph 
Matas. 

When  we  mention  the  names  of  Chaille, 
Souchon,  Metz,  Reynaud,  Lewis,  Elliott,  and 
Matas,  we  do  so  in  reverence  and  apprecia- 
tion. 

The  subject  of  this  sketch,  Professor  Ed- 
mond Souchon,  “was  unique,  he  had  his 
characteristics,  and  he  was  peculiar  in  that 
there  was  no  one  else  just  like  him.” 

From  the  very  moment  a student  entered 
the  course  in  anatomy,  he  was  reminded  of 
several  things:  (1)  That  our  professor  dif- 
fered from  Gray  in  that  “Gray  was  an 
anatomist,  but  he,  (Souchon),  was  both  an 
anatomist  and  an  artist.”  (2)  He  impressed 
upon  us  that  the  most  important  book  from 
which  we  could  learn  anatomy,  was  the  book 
of  nature,  that  is,  the  human  body. 

Those  who  were  fortunate  enough  to 
study  anatomy  under  Professor  Souchon, 
will  remember  his  “Resume,”  and  his 
quizzes.  This  Resume  of  Dr.  Souchon’s  was 
characteristic  of  the  man.  It  was  written  in 
accordance  with  a statement  made  by  him 
in  the  pamphlet  entitled  “Methodic  Descrip- 

*Read  before  the  Orleans  Parish  Medical  Society, 
November  11,  1940. 
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tion  of  a Surgical  Disease” : “There  is  a 
place  for  everything  and  everything  should 
be  said  in  its  place.  We  should  say  at  the  be- 
ginning what  belongs  there,  and  not  say  it 
in  the  middle  of  the  description.  Again,  we 
must  say  in  the  middle  of  it  what  belongs 
there  and  not  say  it  at  the  end.”  (Article 
published  in  the  A.  M.  A.  July  11,  1896.) 

Souchon’s  “Resume”  was  written  in  cate- 
chismal  form.  These  “Resumes”  were  not 
easy  to  obtain,  and  this  he  knew  full  well. 
For  that  reason  he  would  have  each  week 
posted  in  the  Anatomic  Museum,  under 
glass,  at  least  six  to  ten  typewritten  pages 
of  questions  and  answers,  which  had  to  be 
memorized  for  the  following  Tuesday 
night’s  quiz.  This  quiz  was  typical  of  our 
Professor.  The  quiz  was  held  on  the  third 
floor  of  the  Richardson  Memorial  Building 
on  Canal  Street,  and  the  setting  for  the 
room  was  something  not  to  be  forgotten. 
The  desk  behind  which  he  sat  was  a wooden 
anatomic  table  which  was  covered  with 
white  canvas,  so  familiar  as  a covering  for 
anatomic  material.  Behind  this  table  there 
was  a small  box,  and  immediately  behind 
that  was  a chair  which  was  raised  on  gal- 
vanized supports.  Promptly  on  the  hour,  Dr. 
Souchon  would  appear  and  seat  himself  in 
the  chair,  the  box  served  as  a footstool. 
Seated  beside  him  he  would  have  a member 
of  the  class  who  would  read  the  question  to 
the  student  whose  name  Professor  Souchon 
called.  If  the  answer  was  not  promptly 
forthcoming,  our  Professor  would  turn  to 
the  reader  and  say : “Read  it  to  him,  he  does 
not  know  it — if  he  does  not  know  it  he  can- 
not guess  it.  I will  give  you  a zero,  I will 
keep  the  one  for  myself,”  and  with  that  in- 
variably he  would  give  a characteristic 
chuckle. 

Some  of  the  class  who  had  not  properly 
prepared  for  the  quiz  would  sit  in  the  higher 
tiers  of  the  amphitheater  with  a book  open 
in  front  of  them.  At  times  they  would  be 
startled  by  getting  a question  not  in  the  or- 
der in  which  they  were  reading  the  answers. 
The  student  would  read  the  answer  to  the 
question  either  before  or  after  the  one 
which  was  asked.  This  would  always  evoke 
from  Professor  Souchon,  the  remark:  “You 
are  reading  the  wrong  answer.” 


Some  of  the  questions  and  answers  were 
unique.  A favorite  question  with  him  was: 
“What  is  the  peculiarity  of  a certain  or- 
gan?” The  answer:  “It  is  characteristic  in 
that  it  is  unique,  there  is  nothing  else  like 
it  in  the  human  body.”  One  of  his  favorite 
stumpers  was,  “What  is  the  relation  of  the 
two  carotids  at  their  origin?”  The  answer 
which  he  required  was,  “The  external  is  in- 
ternal to  the  internal  at  its  origin.”  No 
other  answer  would  suffice.  You  either 
knew  the  answer  which  he  desired  or  you 
did  not.  There  was  no  way  of  guessing  with 
him. 

His  lectures  on  anatomy  were  interesting 
as  they  were  illustrated  by  beautifully  col- 
ored slides.  The  mere  mention  of  these  lec- 
tures accompanied  by  lantern  slide  demon- 
strations will  recall  to  the  minds  of  those 
who  took  these  lectures  that  he  utilized  the 
services  of  “the  professor  of  practical  hy- 
giene” (as  the  janitor,  Alfred,  designated 
himself).  One  can  almost  hear  Professor 
Souchon  say,  when  the  slide  was  not  clear, 
and  the  light  was  not  properly  focused — 
“Alfred  get  the  blue  out  of  the  corner.” 

It  was  his  conviction  that  in  order  that 
one  might  do  surgery,  he  must  know  anat- 
omy. One  of  his  favorite  expressions  with 
reference  to  locating  a particular  structure 
was : “If  you  know  where  it  is  and  you  hunt 
for  it  where  it  is,  you  will  find  it.  If  you 
do  not  know  where  it  is,  you  will  not  find 
it,”  and  again  he  would  chuckle. 

On  one  occasion  I was  so  impressed  by 
his  knowledge  of  the  relations  of  the  most 
minute  structures,  that  I ventured  to  ask 
him  the  question:  “Professor  Souchon,  how 
do  you  remember  details  so  well?”  His  an- 
swer was:  “I  studied  it  seventeen  times,  I 
forgot  it  sixteen  times,  but  I remembered 
it  the  seventeenth  time,”  and  with  that  came 
his  characteristic  chuckle. 

May  I pause  at  this  point  to  remind 
others  that  there  is  a tremendous  amount  of 
inspiration  in  that  remark.  Anyone  who 
would  qualify  to  do  surgery  should  contin- 
ually review  his  anatomy. 

In  the  wards  and  in  the  operating  rooms 
the  students  were  taught  diagnosis  by 
method.  They  were  particularly  charged 
not  to  make  the  diagnosis  of  rare  conditions, 
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but  to  think  in  terms  of  the  more  common 
conditions.  For  those  who  would  get  a clear- 
er view  and  a more  detailed  one  than  I can 
give  at  this  time,  I would  refer  you  to  his 
papers  “The  Methodic  Description  of  a 
Surgical  Case” ; “Pecularities  of  the  Sur- 
gical Diseases  of  the  Neck,”  and  other  sim- 
ilar papers. 

In  the  operating  room  there  are  two  pic- 
tures which  stand  out  vividly.  The  first  was 
that  of  Professor  Souchon  preparing  to  do 
a hemorrhoid  operation.  He  would  stand 
either  to  the  right  or  to  the  left  of  the  pa- 
tient while  dilating  the  sphincter,  then 
turning  to  those  of  us  in  the  amphitheater 
he  would  say:  “I  give  you  the  benefit  of  my 
twenty-five  years’  experience ; when  operat- 
ing on  the  rectum  stand  to  one  side.” 

On  one  occasion  having  noted  that  he  so 
often  in  the  early  weeks  of  the  College  term 
had  amputations  for  the  class,  I ventured  to 
ask  him  why  it  was  that  he  picked  out  an 
amputation.  His  answer : “The  boys  want  to 
see  blood  and  I will  show  it  to  them.” 

At  this  stage  I must  pause  to  compare  the 
operating  rooms  of  two  of  our  teachers.  One 
— Dr.  Souchon,  the  other,  Dr.  Matas. 

In  doing  an  amputation,  Dr.  Souchon  was 
in  the  habit  of  using  a large  amputating 
knife.  After  he  had  made  the  circular  sec- 
tion of  the  muscles,  and  his  first  assistant, 
his  son  Dr.  Marion  Souchon,  had  ligated  all 
the  vessels  for  the  control  of  bleeding,  Dr. 
Souchon  would  step  up  and  with  the  old 
large  butcher  saw  section  the  bone.  Hav- 
ing done  this  he  had  completed  his  part 
of  the  operation,  the  remainder  was  fin- 
ished by  his  associate  Dr.  Marion  Souchon. 

Probably  the  next  day,  we  would  go  into 
the  amphitheater  and  Dr.  Matas  would  have 
an  amputation.  By  contrast  he  used  the 
scalpel  and  a Gigli  saw.  We  were  thus  see- 
ing the  transition  between  those  who  had 
been  trained  in  the  pre-Listerian  days  when 
speed  was  the  keynote,  and  one  whose  train- 
ing came  after  the  beginning  of  the  Lister- 
ian  or  antiseptic  period. 

One  cannot  omit  those  reflections  of 
memory  of  another  phase  of  our  distin- 
guished teacher,  the  picture  of  him  in  his 
museum  of  anatomy.  If  he  happened  to  be 


walking  through  and  some  of  the  students 
were  studying  the  specimens  in  the  jars,  he 
would  come  up  and  point  out  the  interesting- 
points  on  his  specimens.  I do  not  believe 
that  anyone  ever  got  greater  joy  out  of  an 
accomplishment  than  did  Dr.  Souchon  out 
of  the  method  which  he  devised  for  preserv- 
ing anatomic  material  in  its  natural  color. 

The  museum  of  anatomy,  which  was  Dr. 
Souchon’s  pride  and  joy,  is  the  established 
memorial  to  his  continuous  service  in  anat- 
omy at  Tulane  from  the  day  of  his  return 
from  France  in  1866. 

This  story  is  best  told  by  Dr.  Souchon 
himself  in  his  reminiscences  of  Dr.  T.  G. 
Richardson.  The  loyalty  and  devotion  ex- 
pressed in  these  reminiscenses  prompts  me 
to  abstract  rather  freely  from  Dr.  Souchon’s 
own  pen. 

“In  November  1866,  on  the  day  of  the 
Feast  of  the  Dead  I landed  in  New  Orleans 
after  an  absence  of  over  ten  years  in  Paris. 
I had  in  my  pocket  a letter  from  Dr.  Marion 
Sims  to  Dr.  Richardson.  The  day  following 
my  arrival  I called  upon  the  doctor  to  pre- 
sent it.  After  reading  the  letter  from  Ma- 
rion Sims,  Dr.  Richardson  extended  his 
hand,  uttering  a few  words  of  greeting.  As 
soon  as  his  hand  touched  mine,  and  I felt 
the  soft  and  firm  pressure,  there  came  from 
it  and  passed  through  me  a magnetic  fluid 
that  went  direct  to  my  heart  and  gladdened 
it.  Richardson  was  busy  and  he  bade  me  re- 
turn soon,  tomorrow.  Indeed  I returned  and 
we  had  a long  talk  on  surgical  matters  in 
Paris ; about  Dr.  Sims  and  his  achievements 
and  glory;  about  my  plans  for  the  future. 
When  I arose  after  a longer  stay  than  I 
should  have  made,  he  stepped  to  his  desk 
and  handed  me  a key,  he  said,  T would  be 
glad  if  you  would  use  this  office  and  these 
books  and  instruments,  in  fact,  all  that  is 
in  here,  until  you  have  a place  of  your 
own’.” 

Dr.  Souchon  relates  that  one  day  Dr. 
Richardson  came  to  his  office  a little  an- 
noyed, “because  his  prosector  had  failed  to 
come  on  time  to  prepare  the  dissections 
necessary  for  his  lecture.  I at  once  eagerly 
seized  the  opportunity  to  do  something  that 
might  please  him,  and  offered  to  do  the  dis- 
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section  at  once.  From  that  day  on  I did  all 
his  prosection  and  attended  all  of  his  lec- 
tures to  learn  anatomy  in  English  and  how 
to  teach  it  properly.” 

I would  not  be  worthy  of  the  opportunity 
which  is  mine  to  present  a biography  of 
Souchon  if  I did  not  let  him  give  his  own 
picture  of  his  distinguished  friend  Dr.  Rich- 
ardson, Professor  of  Surgery  at  Tulane, 
who,  with  his  wife,  gave  the  original  Rich- 
ardson Memorial  on  Canal  Street.  Dr.  Sou- 
chon said  : “Dr.  Richardson — as  an  operator 
especially  he  had  no  superiors,  planning 
carefully  and  deliberately  an  operation  and 
executing  it  fearlessly  to  the  very  end.  To 
him  the  word  duty  came  next  to  the  word 
gospel ; he  was  truly  a living  example  of  the 
accomplishment  of  all  duties;  he  was  thor- 
oughly self-sacrificing  to  the  extreme.  His 
friendship  was  profound  and  as  true  as 
steel.  His  veneration  for  his  old  friend  and 
preceptor  Dr.  Gross,  was  most  profound 
and  touching.  We  were  all  very  much  struck 
by  it  when  Dr.  Gross  came  to  New  Orleans 
in  1880.  No  wonder  that  one  who  could  feel 
so  keenly  gratitude  and  friendship  should 
inspire  as  he  did  himself  most  unselfish  and 
unremitting  admiration  and  respect. 

“Dr.  Richardson  died  without  having  wit- 
nessed the  completion  of  the  new  Tulane 
Medical  College,  which  was  an  object  for 
several  years  very  dear  to  his  heart.  He 
realized  more  than  any,  even  during  his 
martyrdom,  how  important  it  was  to  have  a 
building  and  equipment  that  would  enable 
this  great  city,  so  beloved  by  him,  to  com- 
pete with  the  other  cities  in  the  thorough- 
ness of  medical  education.  Thus  his  influ- 
ence and  example,  so  great  during  his  life- 
time, will  stand  for  many  and  many  gen- 
erations endearing  his  name  to  all  who  love 
science  and  humanity.”  (This  building  has 
since  been  demolished.  Its  place  is  occupied 
by  a gas  station  at  Canal  and  Villere.) 

Probably  the  prosection  which  gave  Dr. 
Souchon  greatest  joy  was  that  of  the  cele- 
brated case  of  Andrew  W.  Smythe,  who  for 
the  first  time  cured  an  aneurysm  of  the 
third  portion  of  the  subclavian  by  ligation 
of  the  common  carotid  artery  in  1864  (sec- 
ondary hemorrhage  occurred  on  about  the 


tenth  day,  at  which  time  ligature  of  the  ver- 
tebrae was  performed  and  the  aneurysm 
closed).  “Ten  years  later  the  patient  came 
back  with  a tumor  as  large  as  ever.  The 
internal  mammary  was  ligated  but  without 
benefit.  The  sac  threatening  to  burst,  was 
opened  with  the  hope  of  plugging  the  open- 
ing of  the  aneurysmal  artery  but  in  vain. 
Plugging  en  masse  was  effected  without 
avail.  The  patient  died  of  hemorrhage 
within  forty-eight  hours.  The  autopsy  was 
made  by  the  writer.  It  showed  that  the  re- 
turn circulation  was  due  to  the  anastomosis 
of  the  perforating  aortic  intercostals  with 
the  branches  of  the  sub-scapular  in  the  sub- 
stance of  the  great  serrate  muscle,  through 
which  the  blood  flowed  freely  through  the 
axillary  into  the  sac. 

“A  few  hours  after  the  poor  celebrated 
patient  had  died,  the  body  was  carefully 
embalmed  and  with  great  solicitude  injected 
with  cocoa  butter  and  carmin,  which  gave 
a most  penetrating  injection.  As  soon  as 
ready,  I started  dissecting  it,  with  most  in- 
tense and  anxious  interest  and  with  as  much 
celerity  as  possible  because  the  friends  of 
the  dead  man  were  chafing  to  have  the  re- 
mains to  bury  them  in  a style  befitting  such 
an  illustrious  personage.  He  had  no  fam- 
ily, but  belonged  to  a colored  association 
whose  members  were  very  proud  of  the 
great  celebrity  the  man  had  acquired  as  they 
judged  from  the  attention  and  curiosity 
which  followed  him  in  all  his  movements. 

“They  were  pressing  and  impatient  in 
their  demands  for  the  body  and  we  were 
giving  them  all  kinds  of  excuses  hoping  to 
wear  out  their  patience.  I for  one  was  dog- 
gedly determined  that  they  should  not  have 
him  without  dividing  with  me,  and  I wanted 
the  lion’s  share. 

“One  morning  as  I was  getting  through 
with  the  dissection,  I heard  a great  row  in 
the  waiting  room  of  the  dead  house.  This 
was  then  situated  on  Gravier  Street,  where- 
as the  entrance  to  the  hospital  was  in  front, 
of  course,  on  Common  Street,  a distance  of 
about  300  feet. 

“I  recognized  the  voice  of  Dr.  Smythe 
clamoring  over  the  others  trying  to  pacify 
them  again.  He  had  a great  influence  over 
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them  being  himself  a Republican,  but  this 
time  I thought  his  prestige  was  fast  ebbing 
away  and  I decided  upon  a bold  coup  d’etat 
to  preserve  the  to  be  world-renowned  speci- 
men. So  I quickly  separated  the  interest- 
ing parts  from  the  balance  of  the  corpse, 
wrapped  them  up  in  an  old  sac  that  hap- 
pened to  be  lying  there  and  pushed  the  pack- 
age out  through  a back  window  to  an  as- 
sistant keeper  of  the  dead-house,  telling  him 
to  carry  it  to  my  coupe  which  was  stand- 
ing in  front  of  the  hospital.  I then  leaped 
out  through  the  same  window  and  took  the 
garden-walk  opposite  to  the  carrier,  that 
he  might  not  be  suspected.  I reached  the 
front  door  of  my  carriage  before  him.  Tak- 
ing the  much  coveted  specimen  from  the 
carrier  and  placing  it  tenderly  on  the  seat 
next  to  me  I drove  off  at  once  to  the  college, 
hugging  closely  my  precious  and  ghastly 
companion. 

“After  resisting  the  dead  man’s  friends 
as  long  as  he  could,  Dr.  Smythe,  had  to  yield 
to  them.  But  judge  of  their  shock  and  hor- 
ror when  they  saw  all  that  was  left  of  their 
saint,  two  legs  with  the  viscera  and  a left 
arm,  without  being  able  to  find  out  where 
the  balance  had  gone  and  by  what  way.  I 
do  not  think  they  know  it  to  this  day.  They 
had  to  be  contented  with  what  they  could 
get  and  they  made  as  much  over  it  as  if  it 
had  been  the  whole  of  their  friend.  Dr. 
Smythe  himself  was  much  surprised  and  as 
much  at  a loss  as  they  but  happily  so.  He 
was  very  glad  when  he  learned  where  the 
specimen  had  gone.  It  was  some  satisfac- 
tion, he  said,  to  be  able  to  prove  that  all  ar- 
teries he  said  he  had  ligated  had  really  been 
tied. 

“From  the  college  I moved  the  specimen 
to  an  adjoining  building  for  fear  that  the 
enraged  friends  might  institute  a search  for 
him.  There  he  remained,  quite  unknown  to 
all  but  myself  in  an  old  whiskey  barrel  filled 
with  water  and  alcohol.  I could  ill  afford 
to  keep  him  in  a finer  style,  however  deserv- 
ing of  it  was  he.  Besides,  I did  not  care 
to  exhibit  him  much,  anyway. 

“After  a year  or  so  later  Professor 
Richardson  asked  me  where  the  famous  dis- 
section was.  Having  told  him  and  what  a 
drain  he  was  on  my  shallow  treasury  he 


asked  me  if  I would  consent  to  have  it  sent 
to  the  Army  Medical  Museum,  in  Washing- 
ton City,  to  which  I gladly  consented  at 
once.  There  I felt  sure  he  would  be  treated 
in  a manner  becoming  such  a unique  relic. 

“Dr.  Richardson  and  Dr.  Groenvelt  ar- 
ranged to  have  it  sent  to  Washington,  where 
it  now  rests  in  peace  and  security  in  all  its 
glory  in  a beautiful  glass  box  with  a fine 
crystal  lid,  bathed  over  head  in  pure  alcohol, 
the  admiration  of  all  who  love  subclavian 
aneurysms  of  the  third  portion.” 

Dr.  Souchon’s  medical  career  began  in 
Paris  in  the  fall  of  1860 : “I  entered  the  old 
charity  hospital  on  the  old  rue  Jacob  as  a 
benevolent  student  in  the  service  of  the  ven- 
erable and  the  world  renowned  Professor 
Velpeau.  It  was  my  first  beginning  in  the 
study  of  medicine.  I managed  to  be  on  as 
fairly  good  terms  with  Professor  Velpeau 
as  a little  insignificant  nobody  like  myself 
could  be  with  such  a magnate  as  was  the 
great  Velpeau  in  such  a place  as  the  great 
Paris  at  that  period.” 

Early  during  the  year  of  1861,  while  at- 
tending to  his  duties  in  the  hospital  in 
Paris,  he  chanced  to  meet  an  American  visi- 
tor, who  proved  to  be  J.  Marion  Sims.  The 
meeting  of  this  distinguished  American  is 
told  in  Dr.  Souchon’s  own  characteristic 
way : “I  was  putting  on  my  apron  when  the 
stranger  came  up  to  me,  and  after  a most 
suave  bow,  said  in  a very  low  and  deliberate 
manner,  that  the  Frenchman  that  he 
thought  he  was  addressing  might  have  some 
chance  of  understanding:  ‘Will — Professor 
— Velpeau — be — here — today?’  I burst  out 
laughing  and  answered  him  in  fluent  Eng- 
lish : No  sir,  Professor  Velpeau  is  absent 
on  his  vacation  and  will  not  return  before 
two  weeks.  The  beautiful  face  brightened 
up  at  the  sound  of  the  English  language 
where  and  when  he  so  little  expected  it. 
‘Where  are  you  from  that  you  speak  Eng- 
lish, said  he?’  I am  from  the  South,  from 
New  Orleans,  said  I,  thinking  that  would 
cool  his  enthusiasm  if  he  was  a Yankee. 
But,  far  from  it,  he  grasped  my  hand  and 
pressed  it  so  as  to  crush  it.  ‘Why,  I also 
am  a Southerner;  I lived  a long  time  in 
Montgomery,  Alabama.’  That  made  us 
friends  at  once. 
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“ ‘Well,’  said  he,  ‘I  am  Marion  Sims,  now 
living  in  New  York,  who  has  invented  a 
method  of  operating  for  vesico  vaginal  fis- 
tula with  almost  invariable  success.’  He 
looked  at  me  to  see  if  the  name  had  made 
any  impression  on  me,  but  it  fell  flat;  we 
had  never  heard  of  Dr.  Marion  Sims  in 
Paris. 

“He  said  he  had  a letter  for  Professor 
Velpeau  from  Dr.  Valentine  Mott,  of  New 
York;  that  he  was  anxious  to  see  the  pro- 
fessor to  get  a patient  to  operate  on  before 
him  and  thus  to  demonstrate  his  method. 
‘Well,’  I said,  ‘the  professor  will  be  here  in 
some  fifteen  days,’  soon  enough  for  your 
good,  I thought  to  myself. 

“Finally  Professor  Velpeau  arrived,  and 
I sent  word  to  Dr.  Sims  immediately;  he 
soon  came  to  present  his  letter,  which  Vel- 
peau read  at  once  and  fluently,  but  when  it 
came  to  speaking  to  Dr.  Sims,  he  was  at  a 
loss  to  express  himself  and  looked  around 
for  me. 

“After  a few,  very  few  words,  Velpeau 
said  to  me,  ‘Well,  what  does  he  want?’  I 
translated  the  sentence  to  Sims,  who  at  once 
modestly  but  firmly  answered,  ‘I  want  a 
case  to  demonstrate  my  operation,  if  the 
professor  will  be  kind  enough  to  procure 
one  for  me.’  ‘All  right,’  said  Velpeau,  ‘I 
will  get  him  one,’  in  a way  that  showed  he 
had  but  little  confidence  in  the  final  re- 
sult. Then  he  turned  around  without  a 
hand  shake  or  a word  more  to  Sims  and 
went  on  with  his  visit. 

“From  that  time  on  the  doctor’s  history 
is  known  to  all  Americans  proud  of  the  sur- 
gical genius  born  in  our  great  land. 

“One  day  he  said  in  a burst  of  kindness : 
‘How  fortunate  it  was  for  me  to  have  met 
you  that  morning  I went  to  the  old  Charite, 
I was  so  thoroughly  discouraged  that  I 
made  up  my  mind  to  go  back  home.’ 

“One  day  in  his  house,  in  the  rue  de  Bal- 
zac, we  were  alone  in  his  studio  when  he 
all  at  once  asked  me : ‘How  are  you  getting 
along  here,  anyhow.’  ‘Well,’  said  I,  ‘I  am 
starving  as  slowly  as  I can.  All  resources 
from  home  have  ceased  since  the  war  be- 
gan, and  but  for  a little  position  of  $20.00 
a month,  which  Professor  Velpeau’s  influ- 


ence secured  for  me,  I would  have  suc- 
cumbed to  hunger  and  cold  by  this  time.’ 
He  replied : ‘Anything  you  need  I will  be 
glad  to  give  you ; I am  making  plenty  of 
money  now.’  I thanked  him  very  much  but 
gratefully  declined  any  assistance.” 

The  following  year  Souchon  found  him- 
self in  great  need  and  he  went  to  Marion 
Sims.  “After  a little  trivial  talk  I sum- 
moned up  all  my  courage  and  said  to  him: 
‘Doctor,  you  once  told  me  that  if  ever  I was 
in  need  to  come  to  you,  and  that  you  would 
help  me  along.  Well  I am  now  in  the  great- 
est distress  and  upon  you  depends  my  whole 
future ; unless  you  give  me  today  the  assist- 
ance you  offered  me  two  years  ago  I must 
give  up  my  study  of  medicine.’  ‘Oh,  no,’ 
said  he,  ‘don’t  do  that.  I will  help  you  cer- 
tainly. How  much  do  you  want?’  ‘Thirty 
dollars  per  month  will  suffice,’  said  I. 
‘What,’  said  he,  ‘a  dollar  a day.  Oh,  no, 
take  two.’  I thanked  him  very  gratefully 
but  consented  to  accept  only  one  dollar  and 
a half  a day,  remarking  that  I might  never 
be  able  to  return  that  little  even.  ‘All  right,’ 
said  he,  ‘I  will  take  my  chances  on  that.’  He 
retired  to  his  library  and  soon  returned 
with  a check  for  the  first  month  in  advance, 
and  also  for  several  hundred  francs  to  buy 
some  little  furniture  and  clothing  which  he 
said  I very  likely  needed.  I should  think  I 
did  need  them.  From  that  time  the  check 
came  every  month,  no  matter  where  he  was 
—in  France,  England,  Germany,  or  Ameri- 
ca. He  never  forgot  it  once,  and  when  it 
happened,  very  rarely,  that  he  was  a few 
days  behind,  he  would  write  a few  words  of 
apology.” 

This  financial  aid,  evidence  of  friendship, 
Dr.  Souchon  never  forgot.  In  closing  his 
reminiscences  of  Sims — Souchon  said : “He 
was  surely  one  of  the  most  magnetic  men 
I ever  met,  and  he  made  such  a deep  impres- 
sion on  me  by  his  genius,  his  energy,  his 
courage,  his  goodness,  his  kindness,  his  gen- 
tleness that  for  many  years  of  the  early 
part  of  life  he  was  the  model  and  the  guid- 
ing star  I strove  to  follow." 

As  a token  of  his  great  appreciation,  and 
loyalty  of  Sims,  Dr.  Souchon  named  his  son 
Marion  after  his  own  benefactor. 


556 


Cohn — Eclmond  Souchon 


The  second  epoch-making  date  in  his  life 
was  his  meeting  with  Dr.  T.  G.  Richardson, 
through  the  good  offices  of  J.  Marion  Sims. 
As  we  have  seen  he  became  Dr.  Richard- 
son’s assistant  and  prosector  in  the  Depart- 
ment of  Anatomy.  In  1872,  he  became  the 
demonstrator  of  anatomy  in  the  Medical  De- 
partment in  the  University  of  Louisiana,  af- 
terwards Tulane.  In  1885,  he  was  elected 
Professor  of  Anatomy  and  Clinical  Surgery, 
which  chair  he  filled  until  1908.  He  retired 
in  1908,  with  the  title  of  Emeritus  Profes- 
sor of  Anatomy  and  Clinical  Surgery. 

The  memoir  of  Dr.  Souchon,  for  the 
American  Surgical  Association,  was  written 
by  Dr.  Matas.  “In  surgery  he  was  essen- 
tially an  operator  of  the  anatomical  era.  He 
had  been  drilled  in  the  quick,  typical,  and 
methodical  manual  of  the  French  School  of 
the  sixties,  where  the  traditions  of  the  pre- 
antiseptic period  still  lingered  and  rapidity 
was  still  held  at  a high  premium.  He  nat- 
urally excelled  in  all  operations  which  re- 
quired a knowledge  of  anatomy.  His  mono- 
graphs on  the  subclavian  artery  and  on  dis- 
locations of  the  shoulder  joint  will  remain 
conspicuous  landmarks  in  the  history  of 
these  subjects  and  are  undoubtedly  the  most 
enduring  literary  monuments  of  his  surgi- 
cal career.” 

Dr.  Souchon  was  elected  President  of  the 
State  Board  of  Health  of  Louisiana  on  Jan- 
uary 31,  1898.  One  of  his  first  acts  of  his 
administration  was  to  prepare  a sanitary 
code  which  embodied  all  the  health  laws  of 
Louisiana.  This  book,  of  over  four  hundred 
pages,  is  now  regarded  as  the  most  complete 
and  useful  guide  to  the  health  laws  and  san- 
itary regulations  of  the  state. 

Dr.  Souchon  served  as  President  of  the 
State  Board  of  Health  for  seven  years,  un- 
der three  Governors,  and  when  he  resigned 
on  January  8,  1908,  he  left  a record  of  effi- 
ciency and  accomplishment  that  fully  jus- 
tified the  expectations  of  his  friends  at  the 
time  of  his  election. 

In  speaking  of  Dr.  Souchon’s  personal 
characteristics,  Dr.  Matas  said : “He  had 
two  dominant  traits  that  over-shadowed  all 
others,  his  passion  for  punctuality  and 
method.  His  day  was  planned  for  the  twen- 


ty-four hours,  in  which  every  hour  was  ac- 
counted for  on  a predetermined  schedule. 
He  chafed  and  fretted  under  irregularities 
of  any  sort  that  interfered  with  the  pre- 
arranged distribution  of  his  day’s  work.  He 
rose  before  dawn  and  had  completed  his 
more  pressing  rounds  by  the  time  most  men 
were  sitting  at  breakfast.  He  had  a re- 
markable appreciation  of  time  and  his  ap- 
pearance at  a consultation  marked  the  hour 
of  the  day  as  faithfully  as  the  sun.  His  pas- 
sion was  order;  system  and  classification 
was  consistently  carried  out,  even  in  the 
most  ordinary  cares  of  the  household.  Dis- 
order was  as  distressing  to  him  as  his  rigid 
discipline  was  uncomfortable  to  others  not 
trained  to  his  system. 

“Though  seemingly  unsentimental  at 
times  and  with  his  attention  wholly  en- 
grossed in  the  business  at  hand,  he  was  ca- 
pable of  great  outbursts  of  enthusiasm  and 
expression,  which  he  displayed  with  all  the 
volubility,  vivacity  and  gaiety  of  the  French 
that  was  in  him.  His  loyalty  and  devotion 
to  Marion  Sims  and  Richardson,  who  had 
befriended  him  in  his  struggling  youth,  will 
always  be  quoted  by  those  who  knew  him 
as  proof  of  the  undying  quality  of  his 
friendship  and  affection.” 

In  proof  of  this  last  statement  by  Dr. 
Matas  with  reference  to  Dr.  Souchon’s  un- 
dying quality  of  friendship  and  affection  I 
quote  from  the  editorial  in  the  New  Orleans 
Item,  September  29,  1894: 

DR.  MATAS  THE  MAN 

“The  medical  faculty  of  Tulane  Universi- 
ty has  won  the  approbation  of  the  communi- 
ty by  its  selection  of  Dr.  Rudolph  Matas, 
as  the  successor  to  the  late  Dr.  A.  B.  Miles. 
Dr.  Matas  is  recognized  as  one  of  the  ablest 
surgeons  in  the  United  States,  and  when 
Tulane  University  made  a tender  of  the 
chair  of  surgery  to  a stranger,  surprise  and 
dissatisfaction  were  plainly  manifested  by 
the  medical  profession  and  the  public  of 
New  Orleans. 

“Dr.  Tiffany,  the  gentleman  first  select- 
ed to  succeed  Dr.  Miles,  must  have  been  ad- 
vised of  the  feeling  against  him,  and  it  is 
quite  probable  that  this  fact  largely  influ- 
enced him  in  the  declination  of  the  honor 
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which  had  been  offered  him  by  Tulane 
University. 

“The  question  then  arose,  who  shall  be 
the  man  ? The  two  surgeons  most  promi- 
nently mentioned  were  Drs.  Matas  and 
Souchon,  and  it  was  decided  that  a choice 
between  them  would  have  to  be  made.  Both 
possessed  splendid  qualifications,  both  had 
warm  friends.  Who  shall  be  the  chosen 
one? 

“The  faculty  is  to  be  congratulated  upon 
its  action — every  one  approves  it.  Dr. 
Souchon  himself  is  delighted,  for  he  worked 
heart  and  soul  for  the  success  of  Dr.  Matas. 

“What  a splendid  instance  of  friendship 
and  disinterestedness  was  that  furnished  by 
Dr.  Souchon.  Himself  a surgeon  of  the 
highest  repute,  and  by  university  rules,  next 
in  succession  to  the  chair  of  surgery,  his 
friends  urging  his  promotion  and  nothing 
to  be  said  against  him — he  throws  the  full 
weight  of  his  influence  in  favor  of  Dr. 
Matas,  who  was  a step  below  him  in  pro- 
fessorship at  Tulane  University,  and  re- 
lieves the  faculty  of  all  embarrassment  by 
himself  urging  and  inducing  his  friends  to 
urge  the  selection  of  Dr.  Matas.  A noble 
man,  Dr.  Souchon. 

“And  what  did  Dr.  Matas  do?  Labor 
with  all  his  might  in  the  interest  of  his 
friend  and  confrere,  Dr.  Souchon ; he  did  all 
he  could  to  prevent  the  gratification  of  the 
dearest  of  his  own  heart,  in  order  that  Dr. 
Souchon  might  be  the  man  to  fill  Dr.  Miles’ 
place. 

“The  respect  of  the  public  goes  to  these 
two  distinguished  surgeons.  They  have 
proved  in  this  contest  that  they  were  two 
of  nature’s  noblemen ; that  their  qualities 
of  heart  were  equal  to  their  qualities  of 
head — that  they  were  men  in  whose  char- 
acter, as  in  whose  professional  skill  people 
can  repose  the  most  implicit  confidence.” 

What  of  Dr.  Souchon’s  accomplishments. 
As  a result  of  his  habits  or  precision  in 
method,  the  memorials  which  he  left  be- 
hind stand  as  classic  monuments  for  those 
to  whom  duty  well  performed  is  a human 
service  which  is  its  own  reward. 


Dr.  Souchon  listed  in  his  pamphlet  en- 
titled “Original  Contributions  of  Louisiana 
to  Medical  Sciences,”  many  of  his  own  ac- 
complishments. From  these  I have  selected 
a few : 

1.  Preservation  of  anatomic  dissections 
with  permanent  color  of  muscles  and  organs 
by  two  methods. 

2.  Founded  the  Souchon  Museum  of 
Anatomy  at  Tulane  University. 

3.  Complete  history  of  drilling  holes 
through  the  skull  to  explore  with  syringe 
and  needle. 

4.  First  complete  history  of  the  treat- 
ment of  abscesses  of  the  liver  by  aspira- 
tion. 

5.  Wrote  the  first  formal  sanitary  code 
in  America  for  the  Louisiana  State  Board 
of  Health. 

6.  Designed  the  floor  plans  of  the 
Richardson  Memorial  School  of  Medicine  of 
Tulane  University.  It  was  the  largest  and 
most  elaborate  under  one  roof  medical  col- 
lege in  America. 

We  are  fortunate  that  we  can  claim  as 
our  heritage  that  we  had  Edmond  Souchon 
as  one  of  our  teachers.  He  never  let  us  lose 
sight  of  the  importance  of  method  in  study, 
precision  in  knowledge,  and  punctuality  in 
attention  to  duty. 

By  his  own  life  and  acts  he  left  with  us 
a beautiful  story  of  gratitude  and  devoted 
friendship.  These  were  the  components  of 
the  character  of  one  whose  life’s  work  and 
accomplishment  should  stimulate  the  stu- 
dent of  medicine  to  emulation. 

“Lives  of  great  men  all  remind  us 
We  can  make  our  lives  sublime, 

And,  departing  leave  behind  us 
Footsteps  on  the  sands  of  time; 
Footsteps,  that  perhaps  another, 

Sailing  o’er  life’s  solemn  main, 

A forelorn  and  shipwrecked  brother, 
Seeing,  shall  take  heart  again. 

Let  us,  then,  be  up  and  doing, 

With  a heart  for  any  fate; 

Still  achieving,  still  pursuing, 

Learn  to  labor  and  to  wait.” 

(A  Psalm  of  Life,  Longfellow.) 
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TREATMENT  OF  POSTOPERATIVE 
ADYNAMIC  ILEUS  AND  OBSTRUC- 
TION OF  THE  SMALL  BOWEL 
WITH  THE  MILLER-ABBOTT 
TUBE* 

I.  W.  KAPLAN,  M.  D.f 
AND 

MARSHALL  L.  MICHEL,  M.  D. 

New  Orleans 
INTRODUCTION 

Intubation  methods  of  decompressing  the 
gastrointestinal  tract  have  become,  during 
the  past  several  years,  extremely  important 
in  treating  intestinal  obstruction  and  post- 
operative adynamic  ileus. 

Matas,  Ward,  Bassler  and  others  were 
early  advocates  of  gastrointestinal  decom- 
pression for  the  relief  of  harmful  accumu- 
lations of  gas  and  liquid  contents  in  the 
upper  reaches  of  the  intestinal  tract.  Wan- 
gensteen and  Paine  advocated  continuous 
duodenal  drainage. 

In  1933,  Miller  and  Abbott  demonstrated 
the  use  of  a double-lumen,  balloon-tipped 
tube  for  intubation  studies  of  the  small  in- 
testines of  animals.  By  this  method  it  was 
possible  to  study  the  nature  of  the  secre- 
tions in  various  parts  of  the  gastrointesti- 
nal tract,  the  influence  of  changes  in  gastric 
acidity  on  intestinal  secretions,  and  the  ef- 
fects of  various  drugs  on  intestinal  motility. 

However,  it  was  not  until  February, 
1938,  at  a joint  meeting  of  the  New  York 
Surgical  Society  and  the  Philadelphia  Acad- 
emy of  Surgery  in  Philadelphia,  that  T. 
Grier  Miller,  W.  Osier  Abbott  and  I.  S.  Rav- 
din  first  suggested  the  clinical  use  of  such 
a tube  in  intestinal  obstruction.  Since  that 
time  a number  of  reports  from  different 
localities  indicate  that  intubation  of  the 
small  intestine  by  means  of  a double-lumen, 
balloon-tipped  tube  is  an  important  advance 
in  the  treatment  of  intestinal  obstruction 
and  postoperative  adynamic  ileus.  Miller, 
Abbott,  Wise,  Pendergrass,  Karr,  Noer, 
Johnston,  Penberthy,  and  others  have  re- 
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ported  successful  clinical  use  of  this  intesti- 
nal intubation  method. 

At  the  suggestion  of  Dr.  Urban  Maes, 
this  study  concerning  the  value  of  the 
Miller-Abbott  tube  in  the  treatment  of  ob- 
struction of  the  small  intestine  and  ady- 
namic ileus  has  been  made  for  the  past 
eighteen  months  on  the  Surgical  Service  at 
the  Touro  Infirmary.  The  results  have  been 
so  gratifying  as  to  indicate  that  this  proce- 
dure has  completely  revolutionized  the 
treatment  of  postoperative  adynamic  ileus 
and  obstruction  of  the  small  bowel,  and 
the  method  has  been  used  in  a sufficient 
number  of  cases  to  justify  certain  con- 
clusions in  this  preliminary  report. 

Herein  we  shall  discuss  the  pathologic 
physiology  of  paralytic  ileus  and  obstruc- 
tion of  the  small  bowel  in  order  to  explain 
the  rationale  of  treatment,  and  we  shall 
point  out  the  results  obtained  in  30  of  our 
patients. 

PATHOLOGIC  PHYSIOLOGY 

Once  obstruction  of  the  small  bowel  ex- 
ists, even  to  a slight  degree,  if  it  is  not 
treated,  it  may  pass  a transitory  state  and 
produce  progressing  intestinal  obstruction. 

Because  the  stomach  and  bowel  secre- 
tions continue  but  do  not  pass  on,  there  is 
an  accumulation  in  the  bowel  with  disten- 
tion. The  bacteria  in  the  bowel  content  in- 
crease very  rapidly,  as  do  the  secretions. 
Some  of  the  bacteria  are  gas  producing; 
other  sources  of  gas  are  swallowed  air  and 
the  diffusion  of  carbon  dioxide  from  venous 
blood.  Ultimately,  this  retarded  content  of 
the  bowel,  because  of  chemical  and  bacterial 
action,  becomes  very  toxic.  As  a result  of 
distention  and  toxicity,  the  increased  pres- 
sure in  the  bowel  compromises  the  circula- 
tory pressure,  necrosis  and  digestion  of  the 
mucosa  occur,  and  liberation  of  another 
toxin  results.  The  distention  may  increase 
until  relief  is  obtained  by  overflow  into  the 
stomach,  with  vomiting,  or  the  distention 
may  cause  paralysis,  thus  establishing  a 
vicious  circle.  The  effect  of  distention  on 
the  dynamics  of  intestinal  activity  and  on 
respiration  and  circulation  has  been  ade- 
quately pointed  out  during  the  past  few 
years. 
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REPORTS  IN  THE  LITERATURE 

The  part  which  distention  plays  in  ob- 
struction has  been  reviewed  by  Herrin  and 
Meek.  Van  Zwalenburg  showed  that  intra- 
intestinal  pressure  of  90  mm.  of  mercury 
delayed  the  flow  of  blood  through  the  in- 
testinal vessels,  while  a pressure  of  130 
mm.  of  mercury  stopped  it  entirely.  Drag- 
stedt,  Lang  and  Millet  found  that  the  duo- 
denum, jejunum  and  ileum  were  sensitive 
to  increase  in  the  intestinal  pressure,  in 
that  order.  Burget  and  his  associates  have 
shown  that  in  isolated  intestinal  loops  dis- 
tention results  in  vomiting,  anorexia  and, 
finally,  rupture  of  the  loop  and  peritonitis, 
while  these  factors  are  not  present  as  long 
as  distention  of  the  loop  is  prevented.  Her- 
rin and  Meek,  attempting  to  explain  the 
symptoms  and  fatal  outcome  which  follow 
intestinal  distention,  found  that  mechanical 
distention  of  loops  completely  separated 
from  the  continuity  of  the  gastrointestinal 
tract  resulted  in:  (1)  A depression  of  activ- 
ity; (2)  retching;  (3)  loss  of  appetite;  (4) 
vomiting;  (5)  rapid  pulse  and,  finally,  (6) 
death.  There  occurred  also  a decrease  in 
the  chloride  concentration,  a loss  of  plasma, 
and  a rise  in  the  non-protein  nitrogen.  The 
hemoglobin  increased  considerably  and  as 
a rule  there  was  a moderate  increase  in  the 
alkali  reserve. 

Plunder,  Thorington  and  Schmidt,  Frey, 
Dmitrenko,  Mclver,  and  Runge  have  all 
studied  the  effect  of  increased  abdominal 
pressure  on  arterial  or  venous  pressure,  or 
on  both.  Thorington  and  Schmidt  showed 
that  marked  increase  in  intra-abdominal 
pressure  so  influenced  the  circulation  of  the 
kidneys  as  to  reduce  seriously  renal  ex- 
cretion. 

Brams,  Katz  and  Kohn  have  reported  the 
effect  of  abdominal  distention  and  release 
of  such  distention  on  the  blood  pressure  in 
the  carotid  artery  and  in  the  veins  above 
and  below  the  diaphragm.  -They  have 
shown  that  rapid  or  even  gradual  increase 
in  intra-abdominal  tension  may  profoundly 
affect  the  dynamics  of  circulation.  After 
release  of  marked  abdominal  distention 
which  had  persisted  for  some  time,  the  fall 
in  the  arterial  pressure  was  as  much  as 
40  mm.  of  mercury. 


Beecher  measured  the  effect  of  laparo- 
tomy on  the  respiration.  It  is,  of  course, 
well  known  that  distention  decreases  the 
pulmonary  ventilation.  Churchill  and  Mc- 
Neil described  a marked  reduction  of  the 
vital  capacity  following  abdominal  opera- 
tions. 

It  has  been  pointed  out  by  Dragstedt, 
Gatch  and  others  that  a poisonous  substance 
of  bacterial  origin  which  is  not  absorbed 
by  the  normal  intestinal  mucosa  is  absorbed 
when  that  mucosa  is  damaged  by  disten- 
tion. Dragstedt  has  further  pointed  out 
that  in  dogs,  because  of  the  thick  muscular 
intestine  which  enables  them  to  resist  a 
much  greater  distending  pressure  without 
dilatation,  vascular  damage  to  the  mucosa 
occurs  less  often  than  in  human  beings, 
whose  muscular  walls  are  much  thinner. 

In  intestinal  obstruction,  the  bowel  above 
the  site  of  obstruction  is  commonly  greatly 
distended  and  increased  in  length.  The  in- 
creased length  of  the  distended,  obstructed 
bowel  produces  segmentations,  so  that  the 
lumen  is  occluded  by  sharp  kinks  at  inter- 
vals of  10  to  12  inches.  Vacuum  nasal 
suction  by  use  of  the  duodenal  tube  decom- 
presses the  upper  intestine  but  fails  to  de- 
compress the  lower  intestine,  due  to  this 
segmentation.  The  Miller-Abbott  tube,  on 
the  other  hand,  traverses  the  entire  small 
intestine,  removing  this  segmentation. 

TECITNIC 

The  technical  difficulties  encountered  in 
using  the  Miller-Abbott  tube  are  often  so 
intricate  that  considerable  experience  is 
necessary  for  its  correct  use.  In  order  to 
secure  maximum  benefit  from  the  use  of 
the  tube,  the  procedure  must  be  carried  out 
under  the  closest  supervision  of  the  sur- 
geon and  with  the  cooperation  of  the  resi- 
dent staff,  nurses,  and  radiologist. 

In  all  cases  in  this  series  the  regular  Mil- 
ler-Abbott double-lumen  tube  was  used. 
The  length  of  the  tube  is  10  feet  and  the 
diameter  is  the  same  as  that  of  a No.  16 
French  catheter  (tubes  of  No.  14  and  No. 
18  French  diameter  are  now  available). 

The  balloon  is  tested,  completely  deflated, 
and  wrapped  closely  around  the  end  of 
the  tube,  which  is  then  well  lubricated  with 
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K-Y  jelly  or  mineral  oil.  The  distal  three 
or  four  inches  of  the  tube  are  then  threaded 
upon  a small  wooden  applicator  by  passing 
the  applicator  through  one  of  the  drainage 
holes  to  the  end  of  the  tube.  This  gives 
the  tube  some  rigidity,  making  it  easier  to 
pass.  The  tube  is  then  inserted  through 
the  mouth  or  the  nose,  preferably  the  latter, 
as  it  is  often  desirable  to  have  the  patient 
take  fluid  or  food  by  mouth.  With  the  use 
of  a wooden  applicator  to  make  the  end  of 
the  tube  rigid,  we  have  never  found  it  im- 
possible to  introduce  a No.  16  French  tube 
through  the  nose.  When  the  end  of  the 


Fig.  1.  Photograph  showing  Miller-Abbott  tube 
in  stomach  with  tip  of  tube  at  the  pylorus.  The 
balloon  is  deflated. 

tube  reaches  the  pharynx,  the  applicator  is 
removed  and  the  tube  is  passed  down  the 
esophagus  to  the  stomach,  as  the  patient 
swallows  small  amounts  of  water  to  assist 
in  its  passage.  When  the  tube  has  reached 
the  stomach,  a small  amount  of  excess  tube 
is  left  in  the  stomach.  The  patient  is  then 
placed  on  his  right  side  and  encouraged  to 
take  small  amounts  of  liquids  at  frequent 
intervals.  After  four  to  six  hours,  the  pa- 
tient is  placed  under  the  fluoroscope  to 
check  the  position  of  the  tube.  Usually, 
the  end  of  the  tube  is  in  the  small  intes- 
tine; if  not,  the  tube  must  be  pulled  back 
and  manipulated  under  direct  vision  until 
the  end  of  the  tube  is  at  or  past  the  pylorus. 


The  only  certain  method  of  directing  the 
tube  into  the  duodenum  is  to  insert  it  un- 
der the  guidance  of  the  x-ray  or  the  fluoro- 
scope. If  the  patient  is  too  ill  to  be  trans- 
ported to  the  x-ray  department  for  fluoro- 
scopic studies,  the  position  of  the  tube  is 
judged  by  the  character  of  the  material 
aspirated.  When  this  material  is  definitely 
duodenal  in  character,  it  is  concluded  that 
the  tip  is  at  or  in  the  pylorus.  The  patient 
is  encouraged  to  remain  on  his  right  side 
and  to  take  small  sips  of  water,  as  men- 
tioned above.  Subsequent  x-ray  studies 
with  a portable  apparatus  will  usually  re- 
veal the  tip  of  the  tube  to  be  in  the  small 
intestine.  Often  a large  dose  of  atropine 
sulfate,  gr.  1/75  by  hypodermic  to  adults, 
in  order  to  release  the  pyloric  sphincter, 
will  facilitate  the  passage  of  the  tube  into 
the  small  intestine. 

The  type  of  material  aspirated  cannot 
always  be  relied  upon  to  tell  the  position 
of  the  tube,  for  often  the  material  in  the 
small  intestine  will  overflow  into  the  stom- 
ach, especially  if  the  degree  of  distention  is 
great  or  if  an  ulcer  has  been  present  for 
a long  time. 

Wise  has  described  a so-called  “syringe 
test”  to  determine  the  exact  position  of  the 
tip  of  the  tube.  By  means  of  a glass 
syringe,  the  plunger  of  which  slips  back 
and  forth  easily,  30  c.c.  of  air  are  injected 
into  the  balloon.  Wise  states  that  if  the 
balloon  is  in  the  small  intestine,  the  plunger 
of  the  syringe  will  be  pushed  backward  by 
the  peristaltic  action  of  the  intestine,  but 
in  our  experience  this  test  has  proved  mis- 
leading. Apparently,  if  the  tip  is  just  at 
the  pylorus,  the  stomach  musculature  may 
contract  down  upon  the  balloon  and  cause 
the  plunger  to  be  pushed  backward,  thus 
misleading  the  attendant  into  thinking  that 
the  tip  is  in  the  small  intestine,  and  as  the 
inflated  balloon  is  still  in  the  stomach,  the 
tip  of  the  tube  will  not  pass  into  the  small 
intestine  and  valuable  time  is  lost. 

X-ray  studies  constitute  the  only  sure 
method  of  definitely  and  quickly  determin- 
ing the  position  of  the  tube.  Time  is  an 
extremely  important  factor  in  the  treat- 
ment of  paralytic  ileus  and  intestinal  ob- 
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struction,  and  the  longer  the  time  consumed 
in  decompressing  the  intestine,  the  poorer 
the  prognosis. 

After  the  tip  of  the  tube  is  known  to 
have  passed  the  pylorus,  the  balloon  is  in- 
flated with  30  c.c.  to  40  c.c.  of  air,  and 
constant  suction  is  applied  to  the  aspirating- 
side  of  the  tube  to  allow  continuous  removal 
of  the  intestinal  contents. 

We  should  like  to  warn  against  using 
more  than  50  c.c.  of  air  in  the  balloon.  In 
one  of  our  earlier  cases,  70  c.c.  of  air  was 
used  ; the  patient  died,  of  other  causes  (car- 
diac and  respiratory),  with  the  tube  in 
place,  and  at  autopsy  it  was  found  that  the 
balloon  had  stopped  in  the  distal  ileum, 
three  feet  above  the  cecal  junction.  At 
this  point  the  intestine  was  tightly 
stretched  over  the  distended  balloon;  vas- 


Fig.  2.  Photograph  showing  Miller-Abbott  tube 
in  jejunum.  The  tip  is  at  the  ligament  of  Treitz. 
The  balloon  is  inflated  but  cannot  be  seen  in  the 
photograph. 

cular  changes,  venous  stasis,  thrombosis 
and  early  necrosis  had  begun  to  take  place. 
Since  then,  we  have  generally  used  40  c.c. 
of  air  (never  more  than  50  c.c.)  to  inflate 
the  balloon. 

X-ray  studies  should  be  made  frequently. 
We  usually  have  films  made  every  12  hours, 
using  a portable  machine.  By  this  method, 
kinks  in  the  tube  can  be  actually  visualized 
and  can  be  relieved  by  manipulating  the 
tube,  either  inserting  it  farther  or  pulling 
it  out  a bit. 

As  the  tube  progresses  through  the  in- 
testine, the  position  of  the  patient  should 


be  changed  frequently  because  of  the  vari- 
able positions  of  the  distended  loops  of 
intestine. 

Manual  manipulation  of  a distended  ab- 
domen by  gentle  pressure  in  various  areas 
sometimes  increases  the  drainage  from  the 
tube,  the  amount  of  which  varies  a great 
deal  and  is  influenced  by  several  factors: 
(1)  The  degree  of  distention ; (2)  the  speed 
with  which  the  tube  traverses  the  intestine ; 
and  (3)  the  amount  of  fluid  taken  by 
mouth.  At  times  as  much  as  3,000  to  4,000 
c.c.  may  be  aspirated  in  24  hours,  and  at 
other  times  as  little  as  50  to  75  c.c.  may 
be  aspirated  in  the  same  period  of  time. 
When  only  small  amounts  of  fluid  are  ob- 
tained, the  tube  is  probably  blocked  and 
should  be  irrigated  and  manipulated  fre- 
quently. 

When  the  tip  of  the  tube  has  reached 
the  small  intestine,  it  is  introduced  three 
or  four  inches  farther  every  two  hours. 
The  progress  of  the  tube  through  the  in- 
testine depends  primarily  on  the  restora- 
tion of  peristalsis  of  the  intestine;  as  each 
loop  is  decompressed,  the  balloon  will  pro- 
ceed forward  into  the  next  dilated  loop. 
This  process  is  repeated  down  the  entire 
tract,  and  the  speed  at  which  the  balloon 


Fig.  3.  Photograph  showing  Miller-Abbott  tube 
in  jejunum  and  terminal  ileum.  The  balloon  has 
been  deflated  and  the  patient  at  this  stage  was 
taking  liquids  and  food  by  mouth. 
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passes  forward  varies  with  the  amount  and 
duration  of  the  distention.  If  the  ileus 
and  obstruction  are  relieved  by  the  intuba- 
tion, the  tip  should  continue  steadily  to- 
ward the  terminal  ileum.  If,  however,  the 
progress  of  the  tube  is  arrested  at  any 
point  for  more  than  12  hours,  the  surgeon 
should  immediately  suspect  that  the  point 
of  arrest  may  be  the  site  of  obstruction. 
Such  a diagnosis  can  be  verified  by  the  in- 
jection of  a small  amount  of  thin  barium 
into  the  tube  (20  to  30  c.c.)  ; this  amount 
of  barium,  we  believe,  cannot  do  any  harm, 
even  in  the  presence  of  complete  obstruc- 
tion. If,  after  12  to  24  hours,  the  tip  of 
the  tube  still  remains  in  the  same  place 
and  the  barium  shows  no  tendency  to  pro- 
gress down  the  intestine,  the  obstruction 
is  probably  mechanical  and  operative  inter- 
vention is  indicated.  It  is  in  such  cases 
that  the  Miller-Abbott  tube  can  be  of  tre- 
mendous advantage.  Not  only  does  it  help 
to  locate  the  site  of  obstruction,  but,  by  de- 
compressing the  intestine,  it  makes  the  pa- 
tient a better  operative  risk. 

As  the  tube  continues  to  progress,  it  is 
more  likely  to  become  blocked  because  the 
contents  of  the  intestine  are  of  a thicker 
consistency.  Therefore,  the  tube  should  be 
irrigated  frequently  with  water,  30  to  40 
c.c.  Attendants  should  be  warned  not  to 
use  any  larger  quantities  because  of  the 
small  diameter  of  the  intestine  and  the  thin- 
ness of  the  friable  intestinal  wall. 

The  tube  should  remain  in  the  intestine 
until  the  patient  is  completely  relieved, 
which  time  is  indefinite.  The  patient  can 
take  non-residue  liquids  after  deflation  of 
the  balloon.  The  tube  is  withdrawn  at  the 
rate  of  one  foot  per  hour. 

Noer  has  recommended  feeding  the  pa- 
tient adequately  by  mouth  as  soon  as  the 
tip  of  the  tube  passes  the  ligament  of  Tre- 
itz.  We  believe,  however,  that  feeding  pa- 
tients too  early  will  throw  a greater  burden 
on  an  already  diseased  intestinal  tract; 
therefore,  we  usually  wait  until  the  disten- 
tion and  the  degree  of  toxemia  have  been 
relieved,  believing  this  is  a better  indica- 
tion as  to  when  to  begin  feeding.  In  the 
meantime,  we  depend  upon  the  parenteral 


use  of  glucose  and  other  solutions  for  cor- 
rective chemistry. 

CONTRAINDICATIONS 

Use  of  the  Miller-Abbott  tube  is  not  in- 
dicated in  strangulated  hernia,  volvulus,  in- 
tussusception, mesenteric  thrombosis,  or 
any  obstruction  in  the  large  bowel.  Despite 
the  fact  that  the  tube  frequently  traverses 
the  entire  intestinal  tract,  it  cannot  be  de- 
pended upon  to  reach  the  large  bowel  quick- 
ly enough  to  be  of  value. 

DISADVANTAGES  OF  OTHER  METHODS 

1.  Duodenal  tube  drains  only  upper 
reaches  of  the  intestine. 

2.  Drugs  and  enemas  have  proved  unsat- 
isfactory. Only  prostigmin  offers  some  re- 
sults. 

3.  Spinal  anesthesia  is  unsatisfactory. 

4.  Jejunostomy  and  ileostomy  drain  only 
one  loop. 

RESULTS 

Up  to  the  present  time,  30  cases  of  vari- 
ous types  have  been  treated  at  the  Touro 
Infirmary  by  means  of  the  Miller-Abbott 
tube.  These  can  be  classified  under  the  fol- 
lowing general  types: 

1.  Postoperative  paralytic  ileus  following 
operation  for  mechanical  intestinal  ob- 
struction (intestinal  intubation  used  as  an 
adjunct  to  operation) — seven  cases; 

2.  Postoperative  ileus  following  other 
types  of  abdominal  and  genito-urinary  op- 
erations— 13  cases ; 

3.  Intestinal  obstruction  treated  by  in- 
tubation without  operation — five  cases; 

4.  Paralytic  ileus  due  to  generalized  peri- 
tonitis not  following  an  operative  proce- 
dure— two  cases; 

5.  Paralytic  ileus  associated  with  ulcera- 
tive colitis — one  case ; 

6.  Diverticulitis  of  the  duodenum — one 
case. 

7.  Other  conditions — one  case  (also  in 
two  unusual  complications  in  cases  pre- 
viously classified). 

We  have  used  the  Miller-Abbott  tube  as 
a therapeutic  measure  in  two  conditions  in 
which  its  use  has  not  yet  been  reported 
from  other  sources.  In  one  case  of  duo- 
denitis, the  tip  of  the  Miller-Abbott  tube 
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was  placed  in  the  proximal  jejunum,  and 
jejunal  feeding  was  carried  out  through  the 
tube,  thereby  partially  defunctionalizing  the 
duodenum  and  at  the  same  time  nourishing 
the  patient  through  the  gastrointestinal 
tract.  In  a severe  case  of  gangrenous  ul- 
cerative colitis,  the  tip  of  the  tube  was 
placed  in  the  terminal  ileum,  in  order  to 
defunctionalize  the  colon  (similar  to  an  ile- 
ostomy) and  relieve  the  ileus.  Further- 
more, it  was  possible  to  inject  drugs  such 
as  prontosil  through  the  tube  into  the  ter- 
minal ileum  and  colon  so  as  to  attack  di- 
rectly the  infected  intestinal  mucosa.  In  a 
case  of  intestinal  parasitic  infestation 
(strongyloides)  associated  with  a severe 
paralytic  ileus  following  a perforated  ap- 
pendix, the  anthelminthic  drug  (gentian 
violet  solution)  was  injected  through  the 
Miller-Abbott  tube  after  the  ileus  had  been 
relieved.  We  believe  that  our  experience  in 
these  last  two  cases  opens  up  a new  method 
of  intraintestinal  medication. 

It  is  interesting  to  study  the  success  and 
in  some  instances  the  failure  of  the  Miller- 
Abbott  tube  in  the  various  types  of  cases. 
In  27  of  these  30  patients  (90  per  cent), 
the  tube  was  used  successfully,  either  to 
relieve  the  ileus  or  for  other  purposes : 

1.  Twenty-three  patients  in  whom  a se- 
vere ileus  was  completely  or  partially  re- 
lieved (Groups  1,  2,  3,  4). 

2.  Three  patients  in  whom  an  incomplete 
mechanical  obstruction  was  relieved  (Group 
3)  ; and  one  patient  with  duodenitis  (Group 
6)  in  whom  successful  jejunal  feeding  and 
partial  defunctionalization  of  the  duodenum 
was  carried  out  for  a time. 

We  believe  that  it  is  pertinent  to  review 
in  detail  three  cases  in  which  intestinal  in- 
tubation with  the  Miller-Abbott  tube  failed : 

Two  of  these  were  patients  with  complete 
mechanical  obstruction  in  whom  unsuccess- 
ful attempts  were  made  to  substitute  in- 
testinal intubation  for  operation  and  in 
whom  operation  was  later  necessary.  We 
believe  that  in  these  instances  of  complete 
mechanical  obstruction  the  Miller-Abbott 
tube  should  be  used  only  as  an  adjunct  to 
operation,  rather  than  as  a substitute  for 
operation,  except  when  the  patient  is  mori- 


bund and  operation  would  surely  prove 
fatal.  The  third  unsuccessful  attempt  oc- 
curred in  a patient  with  paralytic  ileus  in 
whom  the  tip  of  the  tube  could  not  be  forced 
past  the  pylorus,  probably  because  of  an  old 
pyloric  deformity  due  to  a duodenal  ulcer. 
Although  intubation  was  unsuccessful  in 
these  patients,  the  tube  furnished  efficient 
gastric  suction. 

CONCLUSIONS 

1.  Intestinal  intubation  by  means  of  the 
Miller-Abbott  tube  is  an  important  advance 
in  the  treatment  of  paralytic  ileus. 

2.  In  the  treatment  of  intestinal  obstruc- 
tion this  tube  is  an  important  adjunct  to 
operation.  It  should  not  be  substituted  for 
operation  in  the  treatment  of  complete  ob- 
struction and  should  be  used  with  caution 
in  incomplete  obstruction. 

3.  The  technical  difficulties  involved  in 
intestinal  intubation  are  many  and  varied 
and  deserve  close  attention. 

4.  The  tube  has  been  put  to  new  uses  in 
the  treatment  of  duodenitis  and  colitis,  and 
its  use  as  a new  method  of  introducing  in- 
traintestinal medication  is  suggested. 

5.  Thirty  cases  of  various  types  are  re- 
viewed and  the  value  of  the  Miller-Abbott 
tube  is  demonstrated  clinically. 
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DISCUSSION 

Dr.  J.  D.  Rives  (New  Orleans)  : It  happens  that 
several  of  the  cases  reported  by  Dr.  Kaplan  and 
Dr.  Michel  were  my  own  and  several  others  were 
handled  under  my  observation  so  that  I have  had 
a relatively  large  personal  experience  with  this  sub- 
ject. I would  like  to  say  in  this  connection  that 
too  much  credit  cannot  be  given  to  Dr.  Michel  for 
his  persistence  and  ingenuity  in  passing  the  tube 
under  difficult  conditions. 

It  is  well  for  us  to  keep  in  mind  what  the  pos- 
sibilities of  the  tube  are  and  what  its  dangers  are, 
in  order  that  we  may  get  the  maximum  of  use 
with  the  minimum  of  risk.  The  Miller-Abbott  tube 
is  a very  safe  and  valuable  instrument  when  used 
with  discretion  and  very  dangerous  when  used 
without  it.  All  that  it  can  accomplish  is  the  same 
thing  that  an  enterostomy  accomplishes  with  the 
advantage  that  the  level  of  decompression  is  the 
lowest  part  of  the  bowel  above  obstruction  and  also 
that  it  avoids  the  fistula  that  so  often  follows 
enterostomy.  All  other  dangers  of  enterostomy 
occur  also  in  the  use  of  the  tube. 

There  is  quite  a great  deal  of  difficulty  in  the 
passage  of  the  tube.  I believe  that  if  its  introduc- 


tion cannot  be  observed  by  x-ray,  its  use  results  in 
a waste  of  time  and  is  a definite  danger.  Then 
too  if  we  cannot  get,  in  effect,  the  services  of  a 
special  nurse  and  special  intern,  in  many  instances 
failure  will  result.  Lacking  the  services  of  an  in- 
telligent intern  or  resident  who  understands  the 
procedure  and  is  willing  to  give  the  time  that  is 
necessary  for  passage,  it  is  dangerous  to  use  it 
and  again  a waste  of  valuable  time. 

Dr.  Kaplan  has  gone  into  the  indications  for  the 
procedure  and  I can  add  nothing  but  can  empha- 
size some  points.  First,  paralytic  ileus  is  probably 
a misnomer.  The  condition  that  is  usually  so 
designated  is  actually  due  largely  to  the  fact  that 
the  bowel  is  so  distended  that  its  muscles  are  in- 
effective in  their  effort  to  contract.  Peristalsis 
is  usually  resumed  as  soon  as  the  bowel  is  decom- 
pressed. In  most  instances  what  we  call  paralytic 
ileus  is  really  the  result  of  a series  of  kinks  com- 
monly called  hose  kinks,  which  have  the  effect  of 
a complete  mechanical  obstruction.  If  the  tube  can 
be  successfully  passed  in  such  cases,  it  has  great 
value  and  no  danger.  Recent  postoperative  ob- 
structions, such  as  those  that  occur  after  pelvic 
operations,  are  due  to  fibrinous  adhesions  and  there 
is  no  danger  of  strangulation  of  the  involved  bowel. 
Given  time,  these  adhesions  will  free  themselves. 
In  such  cases  the  tube  works  admirably.  After 
successful  intubation  loose  stools  are  usually  passed 
in  six  or  eight  hours.  If  this  does  not  occur,  we 
should  suspect  obstruction  due  to  some  other  cause, 
which,  if  permitted  to  go  further,  will  probably 
result  in  rupture  of  the  bowel.  We  must  always 
insist  that  if  the  establishment  of  intestinal  func- 
tion is  not  produced  in  a moderate  length  of  time 
after  the  tube  is  passed  to  the  level  of  the  ob- 
struction, decompression  must  be  due  to  some  cause 
that  it  is  dangerous  to  leave  uncorrected.  The 
greatest  usefulness  of  the  tube,  I think,  is  in  post- 
operative treatment.  It  is  also  valuable  preopera- 
tively  in  intestinal  obstruction  when  the  abdomen 
is  greatly  distended.  There  is  great  danger  in  any 
conservative  measure  used  preoperatively  that  re- 
sults in  delay  of  an  operation  which  is  inevitable. 
The  mortality  of  intestinal  obstruction  still  depends 
more  on  the  length  of  time  between  the  occurrence 
of  the  obstruction  and  the  time  of  its  release  than 
on  all  methods  of  treatment  combined. 

Dr.  Mims  Gage  (New  Orleans)  : This  paper  pre- 
sents to  the  Society  a method  that  has  not  per- 
meated the  medical  profession  as  it  should  have, 
in  regard  to  the  treatment  of  paralytic  ileus.  I 
think  this  is  probably  the  greatest  advance  in 
years.  Foi’ty  years  ago  surgeons  did  everything 
that  it  was  humanly  possible  to  do  to  produce  an 
ileus  in  operative  cases  and  then  after  that  to 
cure  it.  Both  failed,  then  they  tried  all  known 
drugs  to  simulate  it.  I took  part  in  that.  I did 
not  take  part  in  the  first,  but  I took  part  with 
drugs.  Then  came  the  period  when  every  effort 
was  made  on  the  part  of  the  surgeon  at  time 
of  operation  or  preoperatively,  based  on  physiologic 
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principles,  to  prevent  it.  We  have,  to  a great  ex- 
tent, prevented  the  postoperative  ileus;  however, 
we  do  have  a number  of  cases  where  it  is  impos- 
sible or  occurs  in  spite  of  efforts.  We  do,  as  al- 
ready stated,  have  it  in  peritonitis  at  times. 

We  have  used  the  tube  rather  extensively  on  our 
service.  I stayed  up  all  one  night  to  see  what 
took  place  in  a patient  with  ileus.  It  is  remark- 
able to  me  to  see  the  passage  of  the  tube  unloose 
segments;  the  burst  of  gas  bubbles  in  the  suction 
bottle  and  after  the  passage  of  more  tube  see 
another  burst  of  gas  bubble  go  through  the  suction 
bottle.  The  important  thing  is  that  you  must  pass 
the  tube  rather  slowly.  What  the  tube  does  is  to 
convolute  the  small  bowel.  If  rapidly  passed  it 
comes  through  the  rectum  and  has  to  pass  the 
rectum.  The  intestine  convolutes  itself.  The  tube 
should  be  passed  slowly,  allowing  time  for  the  duct 
to  convolute  itself,  regain  its  tone  and  stay  like 
that. 

This  is  a great  contribution.  I have  enjoyed 
the  paper  and  discussion  and  think  the  tube  should 
be  used  in  paralytic  ileus  and  in  many  other  differ- 
ent ways.  In  mechanical  obstruction,  operation 
should  be  done  immediately  or  as  soon  as  possible 
and  then  put  the  tube  in. 

Dr.  John  R.  Schenken  (New  Orleans)  : I have 
not  had  much  experience  with  the  tube  in  action 
but  I have  had  some  after  it  was  used  in  four  cases. 
I just  wa-nt  to  say  this,  not  in  criticism  of  the  Mil- 
ler-Abbott  tube  but  as  a suggestion  or  emphasis 
on  the  points  already  brought  out  in  regard  to 
the  dangers  in  use  of  the  tube:  The  first  case  in 
which  it  was  used  resulted  in  an  esophagitis  which 
we  interpreted  as  being  the  result  of  the  tube. 
Two  cases  were  postoperative  perforated  peptic 
ulcers.  In  each  of  these  cases,  the  tube  was  passed 
incorrectly  and  the  tube  curbed  up  on  itself  in  the 
stomach.  The  tubes  were  used  to  relieve  postop- 
erative ileus.  Both  of  the  films  of  the  abdomen 
were  similar  to  those  shown  by  Dr.  Kaplan.  The 
fourth  case  was  a case  of  acute  suppurative  ap- 
pendicitis; the  distention  was  not  relieved  because 
of  peritonitis  being  present  and  the  peritonitis  of 
course  continued.  An  ulcerative  esophagitis  also 
resulted  in  this  case.  Therefore  out  of  the  four 
cases  that  we  saw  at  postmortem,  two  had  ulcera- 
tive esophagitis,  and  in  two  the  Miller-Abbott  tube 
had  not  passed  the  duodenum. 

Dr.  Marshall  L.  Michel  (New  Orleans)  : What 
Dr.  Schenken  has  mentioned  emphasizes  again  the 
fact  that  the  correct  use  of  this  tube  necessitates 
the  close  attention  of  the  surgeon  and  the  resident 
staff.  Because  of  the  metal  tip  on  the  end  of  the 
tube,  insertion  should  be  performed  gently  and 
slowly.  It  must  not  be  overlooked  that  in  most 
cases,  for  which  the  Miller-Abbott  tube  is  used,  we 
are  dealing  with  a diseased,  and  therefore  very 
friable,  intestinal  tract. 

As  far  as  the  tube  passing  completely  through 
the  intestine,  I have  had  this  happen  in  one  in- 
stance. This  was  a case  of  ulcerative  colitis,  with 


marked  hyperperistalsis,  in  which  case  the  Miller- 
Abbott  tube  was  being  used  to  defunctionalize  the 
lower  intestine.  The  tip  of  the  tube  passed  out 
of  the  rectum  for  approximately  six  inches. 

I would  like  to  emphasize  again  the  mistakes 
that  can  be  made  in  the  use  of  this  method  of  in- 
testinal intubation.  It  is  by  no  means  considered 
to  be  a substitute  for  operation  in  cases  of  com- 
plete mechanical  obstruction.  It  is  merely  an  ad- 
junct to  operation.  If  a diagnosis  of  obstruction 
is  made,  we  still  believe  that  operation  should  be 
performed  immediately,  if  the  patient’s  condition 
will  permit.  Many  mistakes  have  already  been 
made  by  trying  to  treat  cases  of  complete  obstruc- 
tion with  the  tube  alone. 

In  cases  of  paralytic  ileus,  the  Miller-Abbott 
tube  is  of  undisputed  value  and  gives  us  an  en- 
tirely new  out-look.  It  has  definite  advantages 
over  an  enterostomy.  The  Miller-Abbott  tube  will 
decompress  a series  of  distended  loops  of  small 
bowel,  whereas  an  enterostomy  will  decompress 
only  a single  loop.  Furthermore,  an  operative 
procedure  in  a very  sick  patient  usually  can  be 
avoided. 

In  closing,  I would  like  again  to  warn  against 
attempts  to  use  the  Miller-Abbott  tube  as  a substi- 
tute for  operation  in  the  treatment  of  mechanical 
obstruction  of  the  intestinal  tract.  The  indications 
for  operation  in  intestinal  obstruction  remain  al- 
most the  same  as  before  the  advent  of  intestinal 
intubation,  and  the  Miller-Abbott  tube  should  be 
considered  only  as  an  adjunct  to  operation. 

Dr.  I.  W.  Kaplan  (in  closing)  : I am  sure  that 
the  tube,  if  left  down  any  length  of  time,  must 
produce  some  irritation  in  the  esophagus.  In  a 
number  of  cases,  we  have  left  it  down  as  long  as 
three  weeks  at  a time,  and  have  gotten  no  bad 
end  results. 

• — 0 

FALLACIES  IN  THE  TREATMENT  OF 
HEART  DISEASE* 
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FALLACIES  IN  CARDIAC  TREATMENT 

Cardiac  treatment,  like  all  other  treat- 
ment of  disease,  has  had  its  ups  and  downs, 
its  days  of  polypharmacy  and  its  days  of 
therapeutic  nihilism,  its  enthusiasts  and 
its  skeptics.  Actually  as  in  nearly  everything 
else  in  human  endeavor  the  best  path  is  the 
conservative  one,  in  the  middle  of  the  road. 
We  should  not  decry  the  existence  of  the 
extremists,  for  without  their  enthusiasm 
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we  might  make  very  little  advance,  but  we 
must  use  great  judgment  and  cool  and  crit- 
ical appraisal  of  new  methods  of  therapy 
and  of  new  drugs  before  we  adopt  them 
ourselves  routinely  in  these  days  of  high 
pressure  salesmanship  of  everything  under 
the  sun.  A drug  may  be  of  value  to  some 
people,  or  in  modest  dosage,  but  it  should 
not  therefore  be  advertised  as  essential  to 
all  mankind  in  unlimited  amounts  and  at 
fancy  prices ; it  then  may  become  the  basis 
for  a sort  of  racket  like  the  vitamin  tonics 
and  the  barbiturate  sedatives. 

There  are  two  important  bits  of  advice 
I would  give  at  once  that  apply  not  only  to 
any  kind  of  heart  trouble  but  to  many  med- 
ical and  indeed  even  surgical  diseases.  They 
are  as  follows : First,  when  things  are  not 
going  well  in  the  face  of  much  drug  or 
other  therapy,  try  a rest  day  or  two  or  three 
without  any  medicines  at  all  (except  in  the 
case  of  essential  rations  like  insulin)  — 
every  now  and  then  the  result  is  little  short 
of  miraculous  in  arousing  a spark  of  life, 
of  appetite,  or  of  morale  which  had  been 
dampened  by  the  very  drugs  which  per- 
haps at  first  or  on  occasion  may  actually 
be  life  saving.  Life  saving  measures  may 
prove  too  heroic  for  every  day  life  and  may 
eventually  result  in  severe  depression  or 
worse.  The  other  bit  of  advice  is  a corol- 
lary. Do  not  use  too  many  vigorous  agents 
at  one  time.  Each  drug  or  measure  may 
be  very  valuable  and  several  together  may 
prove  vitally  helpful,  but  every  now  and 
then  in  combination  too  rapidly  adminis- 
tered they  may  do  harm.  I have  seen  pa- 
tients in  poor  health,  but  not  really  emer- 
gency cases,  brought  from  their  homes  to 
a hospital  where  they  succumbed  in  a few 
days  to  the  vigorous  administration  of 
drugs  or  measures  which  individually  or  in 
moderate  dosage  are  highly  effective  and 
desirable  but  which  in  too  concentrated 
combination  or  too  high  dosage  upset  the 
apple  cart.  Again  it  is  well  to  follow  the 
middle  of  the  road,  even  in  emergency 
treatment. 

Now  let  me  take  up  various  cardiovascu- 
lar symptoms  and  signs  with  reference  par- 
ticularly to  therapeutic  measures  that  are 


commonly  carried  out  but  which  would  be 
well  avoided. 

SYMPTOMS 

Palpitation : There  are  all  kinds  of  causes 
for  palpitation,  most  of  which  are  not  car- 
diac in  origin;  that  is,  heart  disease  itself 
is  not  the  cause  of  palpitation  in  the  large 
majority  of  cases.  Therefore,  try  first  to 
find  out  the  cause  of  the  palpitation — it 
may  be  easily  discovered  and  eliminated, 
for  example,  fatigue,  nervous  strain,  over- 
eating, coffee,  tobacco,  alcohol,  thyrotoxi- 
cosis. Do  not  give  drugs  right  away,  even 
if  you  can  not  find  the  cause.  In  the  ab- 
sence of  serious  causes,  and  even  in  their 
presence,  reassurance  so  far  as  this  symp- 
tom is  concerned  is  in  order.  For  palpita- 
tion alone,  strong  measures  like  morphine 
and  digitalis  are  to  be  avoided ; the  former 
may  be  habit  forming  and  the  latter  may 
only  increase  the  uncomfortable  heart  ac- 
tion, as  it  has  done  experimentally  in  my 
own  case,  unless  auricular  fibrillation  or 
auricular  flutter  is  present.  What  I have 
just  said  applies  to  simple  tachycardia  and 
bradycardia,  extrasystoles  and  almost  all 
cases  of  paroxysmal  tachycardia.  Reassur- 
ance, correction  or  eradication  of  an  ob- 
vious remediable  cause,  and  in  some  cases 
sedatives  or  quinidine  are  in  order,  not  mor- 
phine, bed  rest,  or  digitalis.  Even  auricular 
fibrillation  or  flutter  may  be  so  fleeting 
that  it  needs  little  treatment  or  occasion 
for  apprehension.  For  frequent  recurrence, 
rations  of  quinidine  sulphate  three  or  four 
times  a day  are  usually  far  better  than  digi- 
talis. Moreover  a person  should  in  no  way 
be  considered  a cardiac  invalid  simply  be- 
cause he  may  have  occasional  paroxysms 
of  tachycardia  or  even  of  auricular  fibrilla- 
tion. He  may  actually  have  fewer  such 
attacks  if  he  lives  a normal  life,  avoiding 
nervous  strain  and  excessive  tobacco,  but 
not  avoiding  moderate  exercise  (including 
golf) . I would  like  to  interpolate  here  an 
observation  of  importance  about  the  heart 
rate  in  auricular  fibrillation.  It  is  some- 
times difficult  or  impossible,  by  any  known 
method  of  treatment  (digitalis,  quinidine, 
sedatives,  absolute  rest,  or  other  measures) 
to  control  the  ventricular  rate  in  the  pres- 
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ence  of  fibrillation.  Reasons  for  this  are 
several,  and  one  of  these  should  be  sus- 
pected in  dealing  with  such  a case.  They 
include:  (1)  Infection,  often  obscure  as  in 
the  case  of  a mild  or  moderately  active 
rheumatic  infection ; (2)  pulmonary  embo- 
lism or  infarction ; (3)  infarction  elsewhere 
as  in  heart  or  kidney;  (4)  thyrotoxicosis, 
often  not  very  clear-cut,  and  perhaps  (5) 
a highly  emotional  state.  Be  patient  and 
treat  so  far  as  is  possible  these  other  fac- 
tors and  do  not  force  digitalis  with  the 
possibility  of  poisoning. 

Now  as  to  shortness  of  breath : Do  not 
give  digitalis  to  a person  simply  because  he 
is  short  of  breath.  A considerable  num- 
ber of  patients  have  been  referred  to  me  for 
dyspnea  who  were  getting  digitalis  but 
were  no  better  for  it.  I have  generally 
found  in  such  cases  states  of  chronic  bron- 
chitis or  asthma  with  emphysema  that  were 
responsible,  or  nervousness  with  sighing 
respiration,  or  plain  unfitness  with  obesity. 
The  clue  to  most  of  these  cases  at  once  is 
the  finding  of  a normal  heart  size.  A good 
rule  is  that  dyspnea  is  not  due  to  heart 
failure  or  obstruction,  as  from  mitral  ste- 
nosis, if  the  heart  size  is  normal.  Also  re- 
member that  acute  asthma  and  indeed  even 
pulmonary  edema,  unilateral  or  bilateral, 
may  occur  reflexly  as  from  a chest  tap  with- 
out heart  disease  or  failure.  But,  of  course, 
bronchitis  may  complicate  heart  disease, 
and  vice  versa. 

Next,  precordial  pain  or  heartache  is  in 
the  majority  of  instances  not  due  to  heart 
disease.  It  needs  careful  appraisal  as  to 
cause  but  in  most  cases  it  is  relatively  un- 
important, of  nervous  origin  largely  and 
to  be  treated  in  part  at  least  by  reassurance. 
Do  not  put  people  with  heartache  to  bed  or 
give  them  morphine  unless  you  are  very 
sure  they  need  it.  A nervous  woman  of 
35  or  40  with  precordial  pain  is  very  un- 
likely to  be  suffering  from  coronary  throm- 
bosis. 

And  even  substernal  oppression  is  often 
not  angina  pectoris  but  rather  due  to  spasm 
of  stomach  or  esophagus,  to  be  treated  by 
belladonna  and  diet  rather  than  by  rest  and 
nitroglycerine.  Also  in  such  cases  omit  to- 


bacco and  nerve  strain ; large  doses  of  re- 
assurance are  in  order. 

Moreover,  syncope  and  faintness  and  ver- 
tigo are  sometimes  wrongly  ascribed  to  the 
heart  and  treated  as  such.  They  are  most 
likely  to  be  due  to  vasomotor  instability  or 
in  the  case  of  vertigo  to  Meniere’s  syn- 
drome, which  I have  seen  in  a few  instances 
so  severe  that  it  has  simulated  somewhat, 
and  been  wrongly  treated  as,  coronary 
thrombosis.  A little  care  quickly  distin- 
guishes these  two  conditions,  however. 

A final  word  as  to  symptoms.  When  all 
these  various  symptoms  mentioned  above 
are  gathered  together  in  one  person,  one 
can  almost  at  once  diagnose  that  bother- 
some condition  called  neurocirculatory  as- 
thenia or  the  soldier’s  heart,  which  will 
rapidly  come  to  the  fore  again  in  the  pres- 
ent emergency.  It  is  a difficult  thing  to 
treat  and  hence  far  better  to  avoid,  in  high 
degree  at  least,  in  our  enlistment  of  the 
new  army.  As  to  its  treatment  I can  not 
do  better  than  to  quote  from  that  classic 
of  Da  Costa’s  written  70  years  ago  on  the 
“Irritable  Heart  of  Soldiers,”  advice  that 
is  quite  appropriate  at  the  present  day. 

“The  treatment  is  never  a short  one;  and  the 
question  arises,  would  it  not  be  better  for  the  gov- 
ernment at  once  to  discharge  these  heart  cases?  I 
think  not.  The  very  worst  ones,  those  which  after 
some  months  of  treatment  show  no  decided  im- 
provement, had  better  be  discharged ; so  had  those 
which  happen  to  the  very  young,  or  in  soldiers  in 
whom  some  decided  complicating  ailment  exists, 
which  is  likely  to  prevent  the  cardiac  malady  from 
entirely  leaving;  though  even  some  of  these  can 
be  kept  as  fit  for  guard  duty,  for  service  in  hos- 
pitals, or  in  convalescent  camps.  But  all  other 
cases  should  be  kept  for  treatment;  and  then 
either,  if  fit,  sent  back  to  their  regiments,  or  passed 
into  such  organizations  as  the  Veteran  Reserve 
battalions  during  the  late  war,  which  were  in- 
tended to  do  provost  duty,  to  serve  in  fortified 
places,  in  fact,  to  do  everything  except  active  serv- 
ice in  the  field.  And  from  these  organizations 
again,  should  the  war  prove  a protracted  one,  the 
cases  that  have  thoroughly  recovered  may  be  sent 
to  rejoin  their  former  regiments.  To  act  other- 
wise, to  discharge  the  large  number  of  cases  of 
functional  disorder  of  the  heart,  which  must  exist 
in  every  army  during  war,  would,  I believe, 
deplete  it  as  much  as  an  engagement,  and  have  on 
many  a soldier,  seeing  the  ease  with  which  a dis- 
charge can  be  obtained,  a demoralizing  effect.  As 
for  the  time  required  before  the  disposition  of  a 
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case  is  made,  this  depends  much  on  judgment  in 
individual  instances,  and  while,  until  I understood 
the  malady,  I retained  a number  of  patients  a long- 
period  in  the  hospital,  later  in  the  war  a short  time 
sufficed  to  make  the  proper  disposition  of  them.” 


“In  bringing  this  inquiry  to  an  end,  I may  be 
permitted  to  point  out  what  I believe  to  be  its 
chief  interest  and  value.  To  the  medical  officer 
it  may  be  of  service  as  investigating  a form  of 
cardiac  disorder  which  every  severe  or  protracted 
campaign  is  sure  to  develop.  And  from  a military 
point  of  view,  further,  it  enforces  the  lessons,  how 
important  it  is  not  to  send  back  soldiers  just  con- 
valescent from  fevers  or  other  acute  maladies,  too 
soon  to  active  work;  it  suggests  that  their  equip- 
ments be  such  as  will  not  unnecessarily  constrict, 
and  thus  retard  or  prevent  recovery;  that  recruits, 
especially  very  young  ones,  be  as  far  as  practicable 
exercised  and  trained  in  marches  and  accustomed 
to  fatigue  before  they  are  called  upon  to  undergo 
the  wear  and  tear  of  actual  warfare;  and  it  ex- 
hibits some  of  the  dangers  incident  to  the  rapid 
and  incessant  manoeuvring  of  troops.  True,  on  a 
movement  executed  on  the  double-quick  may  de- 
pend the  issue  of  a battle,  a forced  march  may  de- 
termine the  fate  of  a nation;  and  the  time  can 
never  come  when  purely  physical  considerations 
can  forbid,  either  one  or  the  other,  or  dictate  how 
often  they  may  be  ordered.  But  every  commander 
should  be  made  aware  that  in  so  using  his  men  he 
is  rendering  some  unfit  for  further  duty,  impairing 
others,  and  thus  be  led  to  count  the  cost  of  the 
frequent  use  of  such  active  movements  as  careful- 
ly as  he  would  the  holding  of  a particular  part  of 
a line  or  the  assault  on  another.” 

SIGNS 

Cyanosis  is  commonly  due  to  pulmonary 
disease  rather  than  heart  disease  or  when 
it  is  the  result  of  heart  disease  it  comes 
most  often  from  a congenital  defect  or  from 
pulmonary  congestion  and  local  systemic 
stasis  in  mitral  stenosis  without  myocardial 
failure  and  is  not  benefited  by  digitalis 
unless  the  heart  rate  is  high  in  auricular 
fibrillation  or  unless  the  liver  is  enlarged 
and  the  systemic  venous  pressure  raised, 
which  is  not  the  rule.  Nor  does  oxygen 
help  appreciably,  for  the  fault  is  a me- 
chanical one.  Such  cyanosis  can  be  en- 
dured with  little  harm  for  years.  It  may 
cause  undue  apprehension. 

About  two  years  ago  a little  girl  with 
argyria  was  referred  to  me  as  a case  of 
congenital  heart  disease  of  the  cyanotic 
type.  I was  able  to  return  her  to  her  dis- 


tant home  with  a much  improved  progno- 
sis, advised  her  to  stop  using  silver  solu- 
tion nasal  drops,  and  released  her  from  ex- 
ercise restrictions;  in  fact  in  this  case,  ef- 
fort improved  greatly  her  appearance,  in 
contrast  to  the  accentuation  of  the  cyanosis 
in  the  cases  of  congenital  morbus  caeruleus. 

Cardiac  enlargement  per  se  requires  no 
treatment  unless  we  wish  to  give  small  or 
moderate  daily  rations  of  digitalis  in  older 
persons  with  large  hearts  under  constant 
strain  with  the  idea  of  retarding  the  ap- 
pearance of  congestive  failure. 

Murmurs  per  se  are  not  to  be  treated 
with  digitalis  or  by  rest,  although  factors 
back  of  them  like  luetic  aortitis  may  need 
therapy.  Once  upon  a time  the  discovery  of 
a murmur  meant  for  the  doctor  the  need  of 
starting  digitalis.  To  be  sure  many  hearts 
with  murmurs  fail  and  then  need  foxglove 
and  rest,  but  many  do  not. 

Fast  pulses  do  not  require  digitalis,  un- 
less they  result  from  auricular  fibrillation, 
or  flutter,  and  yet  the  drug  is  often  given 
with  little  avail  and  even  with  toxic  re- 
sults in  thyrotoxicosis,  infections,  infarc- 
tion, and  excessive  nervousness,  including 
neurocirculatory  asthenia. 

A slow  pulse  rate,  even  in  the  forties,  re- 
quires no  treatment  per  se,  even  if  heart 
block  is  present;  only  if  the  block  is  un- 
stable with  pulse  dropping  low  enough  to 
threaten  the  patient  with  syncope  (a  very 
rare  occurrence)  is  treatment  needed. 
Otherwise  a slow  pulse  is  a decided  asset. 

The  same  may  be  said  of  low  blood  pres- 
sure. Almost  invariably,  even  when  the 
systolic  pressure  is  constantly  at  or  near 
100,  such  hypotension  is  an  asset.  Of  course, 
if  the  pressure  has  dropped  abruptly  from 
200  to  100  we  have  another  situation,  but 
even  so,  such  low  pressure  is  not  to  be 
treated  if  it  is  uncomplicated  by  symptoms 
or  other  signs. 

Hypertension  is  to  be  treated  by  sensible 
measures  of  rest,  reduction  of  weight,  and 
correction  of  obvious  causative  factors,  but 
we  must  not  deceive  ourselves  into  think- 
ing that  we  have  yet  discovered  any  thera- 
peutic panacea.  We  must  continue  to  grope 
and  explore,  hoping  that  there  may  arise 
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eventually  something  as  good  as  insulin  in 
diabetes. 

Edema  of  the  legs,  even  of  both  legs,  is 
in  the  minority  of  cases  due  to  heart  fail- 
ure. It  is  most  commonly  the  result  of 
local  circulatory  fault,  with  or  without  vari- 
cose veins,  phlebitis,  or  marked  obesity. 
And  yet  I have  repeatedly  found  patients 
with  normal  sized  hearts  and  bilateral  leg 
edema  receiving  digitalis  without  benefit, 
even  in  my  own  hospital. 

The  same  statement  is  true  to  a degree 
about  rales  at  the  lung  bases.  Most  con- 
gestion of  the  lungs,  best  seen  by  x-rays,  is 
not  accompanied  by  rales,  and  most  rales, 
even  at  the  bases,  are  due  to  other  than 
heart  failure,  although  the  factors  respon- 
sible, namely,  atelectasis,  pulmonary  in- 
farction (commonly  at  both  bases),  or  in- 
fection, frequently  complicate  heart  disease 
or  failure  (as  in  acute  coronary  throm- 
bosis or  serious  mitral  stenosis). 

Now,  a word  or  two  about  digitalis  it- 
self. It  is  an  invaluable  drug  but  it  is  over 
used  at  the  present  day.  Twenty  years  ago, 
when  I began  my  private  practice,  I could 
still  frequently  make  ‘Ten-strikes”  by  put- 
ting patients  on  digitalis;  now  that  rarely 
happens.  I still  sometimes  make  ten-strikes, 
however,  by  doing  the  reverse,  namely,  tak- 
ing patients  off  digitalis.  Not  only  are  at 
least  twice  as  many  patients  receiving  digi- 
talis as  need  it,  but  twice  as  much  as  neces- 
sary is  given  to  many  of  those  who  do  need 
it.  This  is  partly  the  result  of  the  uncriti- 
cal following  of  the  old  idea  of  rapid  and 
maximal  digitalization,  but  also  due  to  the 
stepup  in  the  strength  of  many  of  the 
commercial  preparations  on  the  market 
some  30  to  50  per  cent  in  the  past  few 
years  to  suit  the  new  international  stand- 
ard, as  outlined  by  the  last  U.  S.  Pharma- 
copeia. A few  doctors  have  reduced  the 
dosages  of  foxglove  they  have  been  pre- 
scribing but  most  have  not,  being  more  or 
less  unaware  of  the  rather  insidious  change 
that  has  taken  place.  Hence  one  of  the 
most  common  experiences  I have  lately  had 
is  to  encounter  cases,  even  in  the  best  hos- 
pitals, of  moderately  severe  digitalis  in- 
toxication. 


In  brief  then,  give  digitalis  only  to  those 
persons  with  clear  evidence  of  heart  failure 
or  in  whom  such  failure  threatens  or  is  in 
doubt,  and  to  cases  of  auricular  fibrillation 
or  flutter  that  do  not  clear  quickly  on  their 
own  or  by  the  use  of  quinidine,  and  not  to 
the  great  majority  of  cardiac  patients.  And 
when  you  give  it,  reduce  the  dosages  you 
once  gave  (a  few  years  ago  or  even  now  if 
you  have  not  changed)  to  about  two-thirds 
or  three-quarters  strength.  Also  look  out 
for  toxic  digitalis  effects  from  vigorous 
mercurial  diuresis  in  edematous  cases. 

Before  concluding,  I have  two  more  bits 
of  advice  which  may  help  to  correct  other 
fallacies  in  cardiac  treatment.  First,  do  not 
give  too  much  morphine  to  cardiac  patients 
even  with  coronary  thrombosis  or  acute 
pulmonary  edema.  Give  enough  to  dull  the 
pain  or  dyspnea  but  avoid  overdosage,  for 
morphine  and  its  allies,  pantopon  and  dilau- 
did,  often  cause  depressing  or  nauseating 
effects  which  can  be  very  disagreeable  and 
indeed  definitely  harmful.  Second,  do  not 
rush  to  try  every  new  remedy  suggested 
in  the  treatment  of  coronary  disease  with 
insufficiency.  None  of  them  is  of  great 
value,  drugs  or  surgery,  or  x-radiation.  The 
old  standbys  of  rest  and  the  nitrites  are 
still  the  best,  although  in  a few  instances 
aminophyllin  and  nerve  injections  do  seem 
to  help.  Radical  measures  like  total  thy- 
roidectomy and  implantation  of  new  blood 
supply  have  not  proved  their  worth,  nor 
has  radiation  of  the  adrenal  glands. 

CONCLUSION 

Remember  that  in  heart  disease,  as  well 
as  elsewhere,  and  particularly  in  rheu- 
matic and  coronary  heart  disease,  there  is 
a natural  tendency  of  the  heart  to  recover, 
no  matter  what  we  do  (provided  we  use 
common  sense) . Dr.  Harry  Levine  and  I 
have  just  completed  a short  paper  for  the 
New  England  Journal  of  Medicine  entitled 
“What  Natural  Recovery  and  Sensible 
Measures  Can  Do  for  a Cardiac  Patient.” 
A good  deal  in  many  cases,  I can  assure 
you!  Not  that  we  doctors  may  now  be  dis- 
pensed with,  but  let  us  not  be  distracted 
from  this  fundamental  truth  by  the  high 
pressure  salesmanship  of  the  present  day. 


570 


Colonna — Treatment  of  Fractures 


THE  TREATMENT  OF  COMPOUND 
FRACTURES* 

PAUL  C.  COLONNA,  M.  D. 

Oklahoma  City 

There  are  few  conditions  in  the  field  of 
surgery  that  require  greater  surgical  judg- 
ment and  experience  than  the  treatment 
of  compound  fractures  and  their  complica- 
tions. Each  case  to  a certain  extent  is  a 
law  unto  itself.  At  this  time,  however,  with 
the  increasing  interest  being  manifest  in 
war  wounds  and  in  the  value  of  chemo- 
therapy and  radiation,  it  is  felt  that  a re- 
view of  the  principles  in  the  treatment  of 
compound  fractures  may  be  of  interest. 

It  has  been  said  that  the  whole  era  of 
modern  surgery  has  developed  through  the 
compound  fracture.  In  1864  Joseph  Lister 
of  Glasgow,  being  struck  by  the  remarkable 
effect  of  carbolic  acid  in  lessening  the  sew- 
age odor  in  the  town  of  Carlyle,  decided  to 
try  using  this  acid  in  treating  his  compound 
fractures.  In  1867  he  reported  upon  11 
cases  of  compound  fracture,  stating  that 
amputation  of  the  limb  had  been  necessary 
in  only  one  case  and  death  had  occurred  in 
only  one  other.  This  was  a decided  improve- 
ment in  the  results  being  obtained  at  that 
time,  but  progress  advanced  very  slowly 
and  even  in  1877  the  mortality  rate  in  com- 
pound fractures  was  estimated  generally  at 
40  per  cent.  During  the  World  War  the  Orr 
method  of  treating  compound  fractures  im- 
proved greatly  the  results  previously  ob- 
tained. Today  we  hope  that  in  careful  hands 
results  may  still  show  improvement. 

The  importance  of  proper  emergency 
treatment  at  the  site  of  the  accident  is  be- 
coming increasingly  recognized,  while  the 
necessity  of  maintaining  length  and  posi- 
tion with  fixed  traction  in  transportation 
must  be  stressed  for  it  still  is  rather  gen- 
erally ignored.  In  a consideration  of  any 
series  of  compound  fractures,  it  is  a strik- 
ing fact  that  the  great  majority  of  accidents 
producing  these  injuries  are  preventable. 
Therefore,  hand  in  hand  with  any  consider- 
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ation  of  compound  fractures  should  go  the 
education  of  the  public  with  regard  to  safe- 
ty of  life  and  limb.  Undoubtedly  progress 
has  been  made  in  this  direction  in  most  of 
the  industrial  plants  of  the  country,  but 
with  our  American  mechanization  and  the 
national  careless  disregard  for  personal 
safety,  educational  propaganda  must  be  ex- 
panded. 

GENERAL  CONSIDERATIONS 

Let  us  follow  a patient  from  his  arrival 
in  the  Emergency  Room  and  his  admission 
to  the  hospital,  reviewing  the  routine  treat- 
ment he  should  receive : He  should  arrive 
at  the  Emergency  Room  with  the  limb  in 
traction  and  properly  splinted.  If  shock  is 
present,  transfusion  of  whole  blood,  plasma 
or  serum  is  administered  from  the  “blood 
bank”  as  soon  as  possible  after  his  blood 
has  been  taken  and  typed.  The  initial  treat- 
ment consists  of  caring  for  the  shock  if 
present.  While  it  is  desirable  to  have  a 
blood  pressure  of  80  or  over  before  doing 
immediate  surgery,  this  rule  cannot  always 
be  followed  and  if  a patient  with  a com- 
pound fracture  uncomplicated  by  other  in- 
juries is  suffering  from  shock,  then  it  may 
be  desirable  to  treat  the  wound  while  con- 
tinuing to  treat  the  shock  at  the  operating 
table.  Very  large  quantities  of  saline  or 
dextrose  are  not  desirable  according  to 
Blaylock  when  the  capillaries  are  abnor- 
mally permeable  and  may  actually  result  in 
harm.  It  must  be  remembered  with  the  se- 
vere type  of  injury  a sudden  immediate 
mortality  may  be  unavoidable. 

Tetanus  gas  gangrene  antitoxin  is  given 
as  a prophylactic  dose.  In  cases  of  sensitiza- 
tion to  horse  serum,  this  must  be  deter- 
mined and  the  patient  desensitized.  Ex- 
ternal heat  is  applied  and  if  the  bleeding  is 
severe,  hemostats  applied  or  a pressure 
bandage  placed  about  the  limb.  The  sterile 
dressing  applied  over  the  wound  in  the 
Emergency  Room  is  not  disturbed  until  the 
patient  is  treated  in  the  operating  room. 
First  consideration  is  given  the  patient’s 
general  condition,  but  as  soon  as  possible 
x-rays  should  be  taken. 

Every  effort  is  made  to  have  the  essential 
steps  become  a routine  procedure,  for  in 
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compound  fractures  wasted  time  is  the  best 
medium  for  aerobic  and  anaerobic  organ- 
isms to  develop.  Undoubtedly  our  results 
would  be  far  better  if  adequate  care  of  the 
patient  and  wound  toilet  could  be  completed 
within  six  hours  of  the  time  of  the  accident. 
Therefore,  the  importance  of  emergency 
treatment  all  along  the  line  in  the  handling 
of  this  type  of  case  cannot  be  over-stressed. 
Before  the  patient  is  removed  from  the 
Emergency  Room  the  splints  should  again 
be  checked  regarding  the  degree  of  immo- 
bilization present.  The  development  of  gas 
and  tetanus  infection  must  always  be  kept 
in  mind.  The  use  of  prophylactic  radiation 
of  100  R units  on  three  successive  days  dur- 
ing which  the  use  of  sulfanilamide  is 
omitted  has  produced  in  Jackson’s  series  a 
striking  decrease  of  gas  and  tetanus  in- 
fection. 

LOCAL  CARE  OF  THE  WOUND 

After  having  given  the  patient  emer- 
gency first  aid  treatment  as  outlined  to 
combat  the  general  condition  of  shock  and 
taken  the  necessary  x-rays,  the  patient  is 
ready  for  admission  to  the  hospital.  Often 
he  can  be  taken  directly  from  the  Emer- 
gency Room  to  the  Operating  Room  where 
the  previously  applied  sterile  dressing  is 
removed,  but  the  traction  and  splintage 
continued.  The  surrounding  skin  is  shaved 
and  gently  but  thoroughly  cleansed  with 
soap,  water  and  ether.  At  this  time  if  the 
opening  is  button  hole  in  size,  it  is  enlarged 
and  whenever  there  is  a gaping  lacerated 
wound,  a sharp  scalpel  is  used  to  cut  away 
the  rim  of  the  wound  edge.  After  this  a 
careful  debridement  of  the  devitalized  skin, 
fascia,  muscle  and  completely  detached  bone 
fragments  follow  in  the  order  named.  This 
removal  of  devitalized  tissue  is  of  the 
greatest  importance  but  must  be  gently, 
meticulously  and  rapidly  done,  saving  as 
far  as  possible  any  partially  attached  bone 
fragments.  No  antiseptic  is  used  in  the 
wound  for  it  is  believed  that  any  fluid 
strong  enough  to  kill  bacteria  is  powerful 
enough  to  harm  the  tissue  cells.  The  wound 
must  be  adequately  exposed  and  a thorough 
mechanical  cleansing  should  be  accom- 
plished with  normal  saline.  We  prefer  a 


long  period  of  wound  flushing  with  a soft 
rubber  tube  connected  to  an  elevated  enema 
can  which  permits  a certain  amount  of 
velocity  to  the  water,  permitting  the  hema- 
toma pockets  and  extravasated  blood  col- 
lections to  be  thoroughly  opened  and 
drained.  Attention  must  be  directed  to  hav- 
ing the  saline  flow  from  the  depths  of  the 
wound  outward  and  not  burrow  along  the 
fascial  sheaths  and  become  a factor  in 
spreading  infection.  Care  must  be  taken 
to  tie  off  any  bleeding  vessels  but  the  policy 
is  to  use  as  few  ligatures  as  possible  and  to 
control  the  small  bleeders  by  allowing  the 
hemostats  to  remain  in  situ  several  minutes 
before  removing  them.  All  surgery  on  the 
soft  tissues  must  be  done  in  the  gentlest 
manner  consistent  with  thorough  debride- 
ment and  if  a definite  plan  is  followed  much 
valuable  time  can  be  saved  the  patient. 

After  the  soft  tissues  have  been  ade- 
quately treated,  the  broken  bones  are  placed 
in  the  best  possible  alignment  and  if  the 
bones,  by  being  notched  can  be  locked  in 
position,  this  method  is  recommended.  With 
the  oblique  fracture,  however,  it  may  be 
necessary  to  use  other  methods  of  fixation. 
The  application  of  Kirschner  wires  or 
Steinman  pins  above  and  below  the  frac- 
ture site  which  are  then  incorporated  in  the 
plaster  may  accomplish  adequate  fixation. 
Occasionally  if  the  compound  fracture  can 
be  treated  early,  we  are  justified  in  using 
Moore  pins  or  plate  fixation  with  the  types 
of  fractures  that  are  difficult  to  hold  by 
any  other  method.  At  times  we  have  used 
a Carrell  screw  which  is  inserted  obliquely 
through  the  line  of  fracture.  Vitalium  is 
always  the  metal  of  choice.  The  rigid  im- 
mobilization that  internal  fixation  assures, 
is  an  important  factor  in  controlling  the 
local  infection.  If  any  internal  fixation  is 
necessary,  every  effort  is  made  to  keep  the 
fingers  carefully  out  of  the  wound,  using 
lion-tooth  bone  forceps  to  hold  the  frag- 
ments. The  essential  principle  in  the  treat- 
ment of  compound  fractures  is  to  obtain 
early  rigid  fixation  for  a number  of  weeks 
following  surgery,  preferring  fixation  ob- 
tained by  external  means  but  realizing  that 
occasionally  one  can  obtain  this  only  by  an 
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adequate  degree  of  local  fixation.  In  the 
final  disposition  of  the  wound  we  are  faced 
with  the  question  of  closing  the  wound 
tightly,  loosely,  or  leaving  it  open.  This 
must  be  dependent  upon  the  time  interval 
that  has  elapsed  between  the  accident  and 
the  operation,  as  well  as  the  degree  of 
wound  laceration  present. 

Many  favorable  reports  that  are  appear- 
ing in  the  literature,  as  well  as  my  own  per- 
sonal experience  concerning  the  local  im- 
plantation of  sulfanilamide  or  sulfathiazole 
in  these  wounds,  make  me  believe  that  many 
of  these  cases  can  be  treated  safely  by 
closure  at  a much  later  period  of  time  than 
was  formerly  believed  possible.  Key  has 
pointed  out  that  while  the  local  implanta- 
tion of  sulfanilamide  will  produce  a con- 
centration of  about  800  mg.  per  cent  in  the 
contaminated  area  for  a 36  hour  period,  the 
systemic  administration  should  not  safely 
be  beyond  a 10-15  per  cent  blood  concentra- 
tion. If,  however,  there  is  any  doubt  in  the 
mind  of  the  operator  that  such  a technic 
is  dangerous  for  the  particular  case,  I feel 
sutures  should  be  placed  about  the  wound 
edges,  the  wound  loosely  packed  with  vase- 
line dressing,  and  at  a later  date  secondary 
closure  instituted.  Occasionally  because  of 
the  subcutaneous  location  of  the  bone,  such 
as  the  crest  of  the  tibia,  it  may  be  consid- 
ered wise  to  approximate  the  skin  directly 
over  it  and  then  make  adequate  openings 
laterally  down  to  the  site  of  the  fracture; 
not  however  employing  any  rubber  drains. 
These  slits  should  be  several  inches  long  in 
order  to  permit  adequate  drainage.  Sul- 
fanilamide and  its  derivatives  must  be  re- 
garded as  adjuvants  in  the  treatment  of 
compound  fractures  and  I am  employing 
1 to  4 grams  of  the  powder  dusted  into  the 
wound  in  practically  every  case  of  com- 
pound fracture.  I feel  that  while  chemo- 
therapy will  inhibit  infection  in  these 
wounds,  adequate  preliminary  surgery  is 
the  prime  requisite  and  should  never  be  in- 
adequately done.  After  the  eight  to  ten  hour 
period,  I usually  leave  the  wound  open, 
placing  secondary  sutures  and  lightly  pack- 
ing with  vaseline  gauze  followed  by  immo- 
bilization. The  surgeon  should  employ  the 


splint  or  fixation  method  which  in  his 
hands  most  adequately  fulfills  the  require- 
ments of  immobilization.  The  fragments 
can  be  transfixed  above  and  below  the  site 
of  the  fracture  with  pins  or  wires  which 
are  incorporated  into  the  plaster  casing,  or 
if  the  reduction  of  the  fracture  can  be  satis- 
factorily maintained,  a well-fitting  plaster 
casing  only  may  be  applied.  In  some  in- 
stances suspension  in  traction  may  be  pre- 
ferred but  it  must  be  added  that  the  con- 
stant attention  to  detail  that  is  absolutely 
necessary  with  this  method  is  not  per- 
sonally popular.  Whatever  the  method  em- 
ployed, the  dressing  should  never  be  packed 
tightly  into  the  wound  and  in  my  experi- 
ence the  Orr  method  of  vaseline  pack  and 
plaster  casing  has  been  most  satisfactorily 
used  for  the  late  cases,  dressing  the  wound 
four  to  six  weeks  later  as  a rule  through  a 
window  cut  in  the  plaster.  We  cannot  be 
“messing  around”  compound  fractures 
from  day  to  day.  I do  not  use  any  type 
of  drainage  material  in  the  wound  other 
than  the  vaseline,  and  occasionally  I have 
packed  the  wound  with  vaseline  ointment 
alone.  In  the  present  war  the  Orr  method 
is  being  used  extensively,  and  recently  the 
results  of  10,000  cases  have  been  reported 
with  this  method  by  the  Spanish  surgeon, 
Trueta.  The  average  compound  wound  is 
treated  by  primary  closure  if  operated  upon 
within  eight  to  ten  hours  using  sulfanila- 
mide in  the  wound.  The  blood  concentra- 
tion should  be  checked  every  forty-eight 
hours  whenever  sulfanilamide  is  used,  keep- 
ing it  above  5 mg.  and  not  over  10  per  cent 
per  100  c.  c.  A firm  compression  dressing 
over  the  part  before  the  plaster  is  applied 
is  very  useful  as  it  lessens  subsequent 
edema  and  collection  of  fluid  in  the  tissues. 

On  returning  the  patient  to  the  ward, 
suspension  of  the  part  must  be  made.  Sand 
bags  are  placed  on  either  side  of  the  limb 
to  prevent  it  from  rolling  from  side  to  side 
thereby  lessening  some  of  the  postopera- 
tive muscle  spasm. 

Close  observation  of  all  compound  frac- 
tures is  absolutely  necessary  for  there  are 
a few  complications  which  must  be  con- 
stantly borne  in  mind.  In  the  first  place, 
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union  is  ordinarily  much  slower  than  in 
the  simple  fracture  so  that  every  effort 
must  be  made  to  avoid  distraction  of  the 
fragments  at  the  time  of  plaster  applica- 
tion. If  subsequent  x-rays  show  that  dis- 
traction is  present,  it  may  be  due  to  dis- 
traction at  the  time  of  plaster  application 
or  subsequent  absorption  of  the  bone  ends. 
We  are  now  watching  for  any  distraction 
and  correcting  it  by  removing  a small  cir- 
cular cuff  of  plaster  at  the  level  of  the 
fracture  and  then  rewrapping  the  limb 
without  disturbing  the  underlying  dressing. 
Our  desire  after  treating  the  wound  as 
above  described  is  to  avoid  frequent  dress- 
ings and  to  continue  the  efficient  immobili- 
zation until  there  is  evidence  of  bony  union. 
While  anatomic  restoration  is  desirable, 
it  is  not  always  necessary.  The  ultimate 
aim  should  be  to  restore  normal  function  to 
the  part  with  the  least  delay  possible. 

In  those  cases  in  which  there  is  evidence 
of  gas  or  tetanus  infection  at  the  time  of 
admission,  I feel  that  liberal  incisions  into 
the  soft  parts  with  the  excision  of  all  dead 
muscle  and  leaving  the  wound  wide  open 
should  be  done  as  soon  as  possible.  No  form 
of  internal  metal  fixation  in  these  cases 
should  be  used  at  the  site  of  the  fracture. 

If  gas  infection  is  present  the  clinical 
findings  of  pain,  swelling,  elevation  of 
pulse  rate,  discoloration  of  the  tissues  and 
crepitus  in  the  tissues,  with  the  bacterio- 
logic  findings  makes  the  diagnosis  self- 
evident.  Two  ampules  of  polyvalent  gas 
gangrene  antitoxin  intravenously  and  one 
ampule  intramuscularly,  both  of  which  are 
repeated  on  the  second  and  third  days,  are 
of  definite  benefit  and  I would  rather  give 
too  much  than  too  little.  On  the  question  of 
implanting  sulfanilamide  crystals  in  gas  in- 
fected wounds  I feel  that  the  careful  ex- 
perimental work  of  Caldwell  is  important. 
He  found  that  sulfanilamide  crystals  im- 
planted in  such  wounds  after  debridement 
seldom  control  or  prevent  the  development 
of  gas  gangrene.  This  same  author  used 
zinc-peroxide  paste  in  the  debrided  wounds 
of  experimental  animals  and  states  that  in 
most  instances  its  use  prevented  the  de- 
velopment of  gas  gangrene. 


In  1933  Kelly  first  advocated  radiation  of 
gas  infection  and  collected  81  cases  of  com- 
pound fractures  that  had  developed  the 
Clostridium-ivelchii.  Of  this  series,  78  per 
cent  were  alive  and  well  and  three  dead, 
giving  a mortality  of  3.7  per  cent.  These 
are  excellent  results,  and  it  is  to  be  noted 
that  in  none  of  these  cases  was  an  amputa- 
tion necessary.  His  many  reports,  as  well 
as  Jackson’s,  on  the  use  of  sulfanilamide 
and  radiation  together  offer  convincing 
proof  that  there  is  a definite  contraindica- 
tion to  their  simultaneous  use.  Bosworth, 
in  1938,  reported  seven  patients  treated 
without  serum  or  amputation,  or  any  known 
specific  medication  except  x-ray  therapy, 
all  of  whom  recovered.  X-ray  therapy  prob- 
ably has  no  effect  upon  the  progress  of 
fulminating  type  of  gas  gangrene  but  ap- 
pears to  bring  about  some  localization  of 
the  process  when  given  early  and  if  the  pa- 
tient has  survived  48  hours  or  longer.  While 
I have  had  no  experience  with  the  zinc- 
peroxide  paste  placed  in  the  wound,  in  the 
presence  of  a gas  infection  I believe  that 
wide  local  incision  of  the  wound,  heavy 
doses  of  antitoxin  intravenously  and  intra- 
muscularly, with  heavy  doses  of  radiation 
and  possibly  zinc-peroxide  paste  in  the  open 
wound,  offer  the  best  opportunity  for  a 
successful  outcome. 

Another  anaerobe  to  be  watched  for  is 
the  tetanus  bacillus.  The  usual  symptoms 
are  early  trismus  followed  by  spasticity  of 
the  neck  and  back  muscles  and  later  gen- 
eralized muscular  contractions.  Mortality 
with  this  complication  is  high,  from  75  to 
90  per  cent  in  acute  cases  and  40  to  60  per 
cent  in  the  milder  forms,  and  it  must  be 
kept  in  mind  that  tetanus  appearing  a few 
days  after  the  injury  offers  the  gravest 
prognosis.  The  wound  should  be  widely 
opened  and  irrigated  with  hydrogen  and 
peroxide  or  oxygen.  The  patient  is  kept 
quiet  by  sedation,  placed  in  a dark  room  and 
serum  therapy  instituted.  Twenty-five 
thousand  units  of  tetanus  antitoxin  intra- 
spinally  and  50,000  units  intravenously  or 
intramuscularly  may  be  used  and  each  of 
these  doses  is  repeated  on  each  of  the  fol- 
lowing two  days.  Radiation  after  the  con- 
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dition  has  developed  has  been  reported  to 
be  successful.  In  this  connection  it  must  be 
mentioned  that  whenever  re-operation  upon 
a previously  infected  wound  becomes  neces- 
sary, even  though  it  has  been  six  months 
since  the  original  injury,  it  is  considered 
wise  to  give  a prophylactic  dose  of  anti- 
tetanic  serum  of  1,500  units  and  a similar 
dose  at  the  end  of  the  week  postoperative. 
I should  like  to  report  the  following  very 
interesting  case  which  brought  home  very 
forcibly  to  me  the  dangers  of  ignoring 
this  therapy. 

CASE  REPORT 

E.  K.,  male,  aged  28,  in  July,  1940,  received  a 
gunshot  wound  in  the  left  thigh,  sustaining  a frac- 
ture of  the  left  femur.  Local  drainage  followed, 
and  he  was  admitted  to  the  University  Hospital  in 
September,  1940.  On  admission  there  was  marked 
over-riding  of  the  shaft  and  many  shot  were 
noticed  in  the  tissues.  The  wound  presented  a 
marked  purulent  discharge.  A thorough  cleaning 
of  the  wound  was  done  approximately  three  months 
after  the  gunshot  wound,  the  fragments  aligned 
and  temporarily  immobilized  with  a vitalium  plate. 
The  wound  was  packed  with  vaseline  and  the  Orr 
method  of  immobilization  followed.  On  the  ninth 
postoperative  day  the  patient  began  to  complain 
of  tightness  of  the  jaws  and  difficulty  in  swallow- 
ing. This  muscle  pain  spread  to  the  arms  and 
upper  abdomen  and  patient  developed  a stiff  neck. 
The  patient  was  found  to  be  very  sensitive  for 
ordinary  A.  T.  S.  and  gas  antitoxin  so  that  the 
bovine  type  had  to  be  used.  He  was  given  20,000 
units  of  A.  T.  S.  intramuscularly  and  the  following 
two  days  received  50,000  intravenously,  combined 
with  heavy  sedation  and  glucose  and  saline  in- 
fusions. Then  50,000  units  of  A.  T.  S.  were  given 
every  other  day  for  the  next  three  days  and  local 
application  of  oxygen  was  constantly  injected  into 
the  tissues  from  the  oxygen  tank.  Patient  improved 
and  eleven  days  after  the  onset  of  tetanus  he  ap- 
peared to  be  progressing  satisfactorily,  having  re- 
ceived during  the  tetanus  a total  of  330,000  bovine 
A.  T.  S.  intravenously,  a number  of  transfusions 
and  glucose  and  saline  infusions.  At  present  the 
x-ray  shows  a marked  amount  of  callous  about  the 
site  of  the  fracture  which  has  been  immobilized 
with  the  plate. 
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THE  NON-BLOODY  VAGINAL  DIS- 
CHARGES OF  PREGNANCY* 

WILLIAM  F.  GUERRIERO,  M.  D.f 

AND 

RUPERT  E.  ARNELL,  M.  D.f 
New  Orleans 

Before  undertaking  a discussion  of  ab- 
normal vaginal  discharges,  it  is  wise  to  con- 
sider briefly  the  secretions  or  discharges 
which  are  normally  found  in  the  vaginal 
and  vulvar  regions.  Sweat  and  sebaceous 
material  are  found  on  the  skin  and  mucosa 
covering  the  labia  majora  because  these 
structures  contain  sudoriferous  and  se- 
baceous glands.  Deposits  of  sebaceous  ma- 
terial are  found  between  the  mucosal  folds 
of  the  labia  and  beneath  the  prepuce  be- 
cause the  labia  minora  are  rich  in  sebaceous 
glands.  A scanty  mucoid  secretion  is  deliv- 
ered into  the  vaginal  vestibule  from  Bar- 
tholin’s glands. 

The  vaginal  mucosa  is  devoid  of  glands 
and  therefore  has  no  secretory  function. 
The  cervix,  however,  is  rich  in  compound 
racemose  glands,  which  normally  secrete  a 
clear,  alkaline  mucus.  The  vagina  is  nor- 
mally lubricated  with  this  mucus,  and  the 
vaginal  secretion,  in  normal  cases,  is  com- 
posed of  mucus,  together  with  desquamated 
epithelial  debris  and  a few  leukocytes.  In 
the  non-pregnant  state  this  secretion  is  nor- 
mally acid,  with  a pH  of  4-4.5. 

*Read  at  a meeting  of  the  Louisiana  State  Ob- 
stetrical and  Gynecological  Society,  New  Orleans, 
Louisiana,  April  20,  1940. 

fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology of  the  School  of  Medicine  of  Louisiana 
State  University  and  the  L.  S.  U.  Obstetical  Serv- 
ice in  Charity  Hospital  of  Louisiana  at  New 
Orleans. 


Guerriero  and  Arnell — Pregnancy  Discharges 


575 


In  the  pregnant  state,  because  of  the  in- 
creased blood  supply  and  glandular  pro- 
liferation of  the  parts,  there  is  an  increased 
amount  of  vaginal  secretion.  During  early 
pregnancy  the  secretion  is  acid,  and  in  late 
pregnancy,  because  of  the  rich  glycogen 
supply  of  the  vaginal  cells,  it  is  highly  acid, 
with  a pH  of  3-4. 

In  the  normal  pregnancy,  therefore,  it  is 
usual  to  find  an  increase  in  the  vaginal  dis- 
charge, together  with  an  increased  acidity 
in  the  later  months.  These  facts,  however, 
should  not  obscure  another  fact,  that  all 
vaginal  discharges  during  pregnancy  are  by 
no  means  normal.  The  physician  is  so  ac- 
customed to  concentrating  on  the  hemor- 
rhagic discharges  of  this  period  that  he  is 
inclined  to  overlook  the  so-called  “non- 
bloody”  discharges,  which  are  very  fre- 
quent and  which  may  be  actually  or  po- 
tentially harmful  as  well  as  very  annoying 
to  the  patient.  Such  discharges,  further- 
more, may  be  just  as  resistant  to  treatment 
as  is  the  leukorrhea  which,  in  ordinary 
gynecologic  practice,  frequently  taxes  the 
ingenuity  of  the  clinician. 

The  chief  causes  of  non-bloody  vaginal 
discharges  in  pregnancy  do  not  differ  from 
those  of  similar  discharges  in  the  non- 
pregnant woman.  They  may  be  roughly 
grouped  as  follows : 

1.  Infections  and  infestations  due  to 
gonorrhea,  trichomoniasis,  mycoses,  non- 
specific infections,  chancroid,  syphilis,  lym- 
phogranuloma and  granuloma  inguinale. 

2.  Non-infectious  states,  including  con- 
gestion, hyper-secretion  and  lack  of  clean- 
liness. 

3.  Erosions  of  the  cervix  and  endocer- 
vicitis. 

GENERAL  DATA 

The  matter  of  non-bloody  vaginal  dis- 
charges was  thoroughly  studied  in  the 
Louisiana  State  University  obstetric  clinics 
of  the  Charity  Hospital  of  Louisiana  at 
New  Orleans  over  a four-month  period, 
during  which  433  patients  were  examined, 
107  of  whom  were  white  and  326  of  whom 
were  colored.  It  was  surprising  to  observe 
that  of  this  number  317  patients,  44  white 


and  273  colored,  a total  of  73.2  per  cent,  ex- 
hibited some  discharge.*  It  was  equally 

ETIOLOGY  OF  VUL VO- VAGINAL  DISCHARGE 
IN  PREGNANCY 

White  Colored  Total 


Cases 

% 

Cases 

% 

Cases 

% 

Trichomonas  

...  19 

5.9 

107 

33.7 

126 

39.6 

Mycosis  

7 

2.3 

51 

16 

58 

18.3 

Gonorrhea  

3 

.9 

15 

4.7 

18 

5.6 

Non-specific  

15 

4.7 

97 

30.9 

112 

35.6 

Lymphogranuloma  . 

...  0 

0 

3 

.9 

3 

.9 

Totals  

...  44 

13. S 

273 

86.2 

317 

100 

striking  to  observe  that  only  107  patients, 
20  white  and  87  colored,  a total  of  32.6  per 
cent,  considered  the  discharge  severe 
enough  or  annoying  enough  to  warrant 
mentioning  it.  Many  of  them,  in  fact,  de- 
nied, when  questioned,  that  they  had  any 
discharge  and  it  was  found  only  when  pel- 
vic examination  was  made. 

As  usually  happens,  the  number  of  com- 
plaints was  exactly  in  proportion  to  the 
social  strata  and  hygienic  habits  of  the  pa- 
tients. The  figures  are  perhaps  too  small 
to  be  significant  to  obstetricians  who  are 
not  familiar  with  the  racial  peculiarities  of 
the  colored  patients  at  Charity  Hospital, 
but  to  those  who  are,  it  would  be  expected 
that  roughly  one-half  of  the  white  patients 
should  complain  of  even  minor  discharges, 
while  roughly  two-thirds  of  the  colored  pa- 
tients should  ignore  all  discharges,  includ- 
ing, in  many  instances,  discharges  which 
were  profuse  and  foul. 

Whether  the  higher  percentage  of  va- 
ginal discharges  in  the  colored  obstetric 
patients  can  be  attributed  to  their  custom- 
ary lack  of  hygiene  and  the  ordinarily  high 
rate  of  gonorrheal  infection  in  this  race,  or 
to  other  causes,  is  a matter  of  speculation. 
It  is  a well-known  fact,  however,  that  the 
negro  always  exhibits  a high  percentage 
of  infections  of  the  genital  tract  due  to  im- 
proper sex  hygiene,  as  well  as  a high  per- 
centage of  non-gonorrheal  infectious  dis- 
eases. 

TRICHOMONIASIS 

Although  the  clinical  signs  of  Tricho- 
monas vaginalis  vaginitis  vary,  certain 
symptoms  are  more  or  less  pathognomonic 

* Statistics  are  corrected  (Chi  square)  by  cour- 
tery  of  B.  G.  Efron,  M.  D. 
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of  the  infestation.  The  discharge  may  be 
profuse  or  scanty.  In  most  cases  it  is 
creamy,  grayish-yellow,  thin,  bubbly,  and 
offensive.  The  vulvar  and  vaginal  mucosae 
are  often  diffusely  reddened,  and  in  severe 
cases  there  is  evidence  of  excoriation.  The 
vagina  may  show  a profusion  of  hemor- 
rhagic spots,  giving  it  the  so-called  “straw- 
berry” appearance,  and  the  cervix  is  often 
eroded. 

Some  patients  have  symptoms  and  others 
have  none.  As  a rule,  however,  there  is  a 
complaint  of  dyspareunia,  dysuria,  and  dull, 
bilateral  pain  in  the  lower  abdomen.  Burn- 
ing and  itching  of  the  external  genitalia 
are  common. 

The  definite  diagnosis  is  made  by  ex- 
amination of  the  fresh  discharge  for  the 
motile,  flagellated  organisms.  This  is  best 
done  by  preparing  a hanging  drop  slide 
with  a drop  of  discharge,  to  which  is  added 
a drop  of  normal  saline.  Examination  of 
this  preparation  under  a low  power  lens 
establishes  the  diagnosis,  and  it  is  unfor- 
tunate that  this  simple,  accurate  diagnos- 
tic procedure  is  often  neglected. 

Trichomonas  vaginalis  vaginitis  was 
present  in  126  cases  in  this  series  (19  white 
and  107  colored),  although  symptoms  were 
present  in  only  34  cases,  26.8  per  cent  of 
the  total  number  (12  white  and  22  colored) . 
The  diagnosis  was  confirmed  by  the  hang- 
ing drop  method  in  all  cases.  An  associated 
gonorrheal  infection  was  present  in  three 
instances,  all  in  negro  patients. 

The  many  methods  of  treatment  advo- 
cated for  this  condition  are  nothing  short 
of  bewildering.  Most  clinicians  prefer  to 
use  some  form  of  drying  powder  and  to  di- 
rect their  treatment  toward  the  eradica- 
tion of  the  trichomonas  and  restoration  of 
the  normal  bacterial  flora.  Effective  re- 
sults are  often  secured  by  changing  the 
type  of  therapy.  The  condition  is  obstinate 
and  recurrences  are  common  with  all  forms 
of  therapy,  this  being  particularly  true 
when  the  subject  is  pregnant.  Examination 
of  the  male  prostate  and  urethra  should  be 
routine  whenever  possible. 

Although  we  have  used  several  arsenical 
preparations  in  the  treatment  of  Tricho- 


monas vaginalis  vaginitis  in  this  group  of 
pregnant  women,  we  used  only  two  meth- 
ods, as  follows : 

1.  Beta  lactose  (1  gm.,  in  #12  capsules) 
was  inserted  into  the  vagina  each  night, 
and  low  pressure  douches  of  lactic  acid 
(U.  S.  P.,  oz.  2 per  two  quarts  of  water) 
were  taken  each  morning.  Treatment  was 
continued  for  approximately  three  weeks, 
after  which  the  douches  were  continued  for 
four  to  six  weeks  three  times  a week. 
Thirty  patients  treated  by  this  method  were 
relieved  of  their  symptoms,  and  in  22  the 
trichomonas  was  completely  eradicated. 

2.  Sodium  perborate  was  used  by  the 
method  advocated  by  E.  C.  Smith.1  The 
vagina,  if  the  secretion  was  alkaline,  was 
first  treated  with  lactic  acid  douches,  and 
then  was  dried  by  swabbing  with  cotton 
pledgets.  Sodium  perborate  (1  gm.,  in  #12 
capsules)  was  instilled  into  the  vagina  each 
morning,  and  a douche  containing  15  gm. 
of  sodium  perborate  to  one  quart  of  luke- 
warm water  was  taken  at  bedtime.  Treat- 
ment was  continued  for  10  days  after  the 
first  hanging  drop  examination  was  nega- 
tive. The  method  was  followed  by  relief  of 
symptoms  in  four  cases,  and  appears  to  be 
as  effective  as  any  other  method. 

MONILIA 

Because  of  the  increased  glycogen  con- 
tent of  the  vaginal  mucosa  and  the  in- 
creased acidity  of  the  vaginal  canal,  my- 
coses in  this  region  are  considerably  more 
common  in  pregnancy  than  in  the  non- 
pregnant state.  Since  the  incidence  of  this 
infection  has  frequently  been  shown  to  be 
associated  with  the  hygienic  habits  of  the 
patient,  it  was  not  surprising  to  find  that 
51  of  the  58  patients  in  whom  this  type  of 
infection  was  present  were  colored  women. 
Thirty-six  of  this  group,  62.1  per  cent  (six 
white,  30  colored),  presented  symptoms. 

Patients  with  yeast  infestations  frequent- 
ly complain  bitterly  of  pain,  dyspareunia, 
itching  and  excoriation  of  the  affected 
parts.  The  discharge  is  flaky,  tenacious, 
greenish-yellow  and  membranous.  There  is 
no  odor  and  it  is  frequently  discovered  only 
when  the  labia  are  bathed.  On  examination 
the  vulva  is  seen  to  be  reddened  and  edema- 
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tons,  and  the  vaginal  wall  exhibits  large, 
irregular  scattered  white  patches,  which 
are  easily  wiped  off,  and  under  which  are 
seen  areas  of  hyperemia. 

Diagnosis  is  made  by  the  finding  of  the 
fungus  in  fresh  smears  stained  with  Gram’s 
stain  or  Lugol’s  solution.  The  mycelium  is  a 
long,  branched,  fiber-like  structure  and  the 
conidium  is  about  the  size  of  a pus  cell.  For 
confirmatory  evidence,  as  well  as  in  cases 
in  which  the  yeast  cannot  be  demonstrated 
by  smear,  culture  on  Sabouraud’s  medium  is 
necessary.  Typical  colonies  can  usually  be 
recognized  in  24  hours.  Six  of  the  58  cases 
of  mycoses  in  this  series  were  diagnosed  by 
culture. 

The  treatment  in  all  cases  in  this  series 
consisted  of  painting  the  vagina  with  5 per 
cent  aqueous  gentian  violet  solution,  after 
it  had  been  carefully  dried.  For  a week 
thereafter  the  patient,  once  daily,  instilled 
5 c.  c.  of  the  same  solution  into  the  vaginal 
canal  with  a syringe.  At  the  end  of  the 
week  the  vagina  was  again  thoroughly 
painted  with  gentian  violet,  and  for  the 
next  two  weeks  the  patient  took  daily 
douches  of  Lugol’s  solution  (oz.  2,  half 
strength)  in  two  quarts  of  water. 

Thirty  patients  in  this  group  were  re- 
lieved of  their  symptoms  by  a single  course 
of  treatment  by  this  plan,  and  required  no 
further  therapy.  A second  course  of  treat- 
ment was  necessary  to  relieve  the  remain- 
ing six  patients. 

GONORRHEA 

The  gonococcus  has  long  been  given 
credit  for  being  the  most  common  cause  of 
vaginal  discharges,  due  chiefly  to  the  nat- 
ural affinity  of  the  organism  for  Skene’s 
and  Bartholin’s  glands,  the  urethra  and  the 
many  racemose  glands  of  the  cervix.  The 
low  incidence  of  gonorrhea  in  this  series  is 
therefore  very  surprising,  particularly  in 
view  of  the  large  number  of  colored  preg- 
nancies which  it  includes.  The  discharge 
was  due  to  gonorrhea  in  only  18  of  the  317 
cases  (three  white,  15  colored). 

Fifteen  of  the  18  cases  were  diagnosed 
by  culture.  To  rule  out  gonorrhea  cultural 
methods  are  necessary,  as  other  gram-nega- 
tive organisms  of  similar  morphology  are 


found  in  vaginal  smears.  Furthermore,  we 
have  found  on  the  L.  S.  U.  services  that  the 
positive  diagnosis  of  gonorrhea  can  be  made 
four  times  more  frequently  by  culture  than 
by  smear.  The  organism  is  cultured  on 
testicular  hydrocele  agar,  using  the  method 
advocated  by  Pitts.2 

Therapy  in  all  cases  consisted  of  hos- 
pitalizing the  patient  and  administering 
sulfanilamide,  in  doses  of  80  gr.  daily  for 
two  days,  60  gr.  daily  for  four  days,  and 
40  gr.  daily  for  six  to  eight  days.  Sulfa- 
thiazole  is  now  used  with  less  toxic  effects 
and  even  quicker  results.  Dosage  is  the 
same.  Careful  checks  for  signs  of  toxicity 
were  made  daily.  Sixteen  of  the  18  patients 
treated  by  this  method  had  negative  smears 
at  the  end  of  a single  course  of  treatment, 
and  in  the  other  two  cases  good  results 
were  secured,  after  a further  course  of 
treatment  with  sulfapyridine. 

Temporizing  measures  cannot  be  em- 
ployed in  gonorrhea.  Even  when  it  is  dis- 
covered late  in  pregnancy  or  at  the  actual 
onset  of  labor,  treatment  is  immediately  in- 
stituted in  the  manner  described.  In  no 
case  in  this  series  did  the  fetus  seem  to  be 
adversely  affected  by  the  type  of  therapy 
employed.  In  such  cases  all  forms  of  exam- 
ination are  dispensed  with  during  labor, 
and  every  effort  is  made  to  deliver  the  pa- 
tient with  a minimum  of  trauma.  Treat- 
ment is  continued  during  the  puerperium. 

NON-SPECIFIC  DISCHARGES 

Sixty  per  cent  of  the  patients  admitted  to 
our  obstetric  clinics  have  some  form  of  cer- 
vical discharge,  the  cause  of  which  is  fre- 
quently due  to  some  one  of  the  conditions 
already  mentioned.  In  a very  large  num- 
ber, however,  there  is  no  related  specific 
organism  present.  Such  conditions  must 
not  be  ignored.  Erosions  which  before 
pregnancy  are  small,  during  pregnancy 
may  reach  the  size  of  fungating  growths. 
In  one  such  case  the  condition  presented 
the  clinical  picture  of  carcinoma,  although 
biopsies  were  negative  and  considerable  re- 
gression ensued  after  delivery.  In  such 
cases  it  is  generally  agreed  that  biopsy  must 
be  taken  immediately,  even  though  carci- 
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noma  associated  with  pregnancy  is  very  un- 
usual. 

Cervicitis  in  the  early  months  of  preg- 
nancy is  treated  by  25  per  cent  silver  ni- 
trate applications  to  the  eroded  areas  and 
the  instillation  of  sulfanilamide  powder  to 
the  lesion.  We  have  had  no  ill  effects  from 
treating  these  patients  and  have  been  sur- 
prised at  the  results  obtained  in  preventing 
larger  erosions  from  developing.  Natural- 
ly, cervicitis  associated  with  the  specfiic 
causes  of  leukorrhea  are  treated  by  eradi- 
cating the  causal  agent. 

In  112  cases  in  this  series  some  form  of 
cervicitis  was  found  to  be  the  chief  cause 
of  the  discharge,  although,  as  has  been  men- 
tioned, nearly  all  of  the  other  cases  pre- 
sented some  degree  of  cervicitis  in  associa- 
tion with  other  causes  of  the  vaginal  dis- 
charge. Treatment  was  undertaken  during 
pregnancy  in  all  cases  with  gratifying  re- 
sults and  without  any  harmful  complica- 
tions. 

COMMENT 

It  will  be  observed,  from  what  has  been 
said,  that  the  treatment  of  specific  vaginal 
discharges  during  pregnancy  does  not  dif- 
fer from  the  treatment  of  similar  conditions 
in  non-pregnant  subjects.  All  manipula- 
tions are,  naturally,  undertaken  with  the 
greatest  care  and  gentleness.  Low  pres- 
sure douches  and  vaginal  instillations  even 
to  the  eighth  month  have  been  used  without 
any  untoward  ill  effects.  It  is  more  ration- 
al to  have  a clean,  healthy  vaginal  canal 
when  labor  begins  than  to  ignore  the  pres- 
ence of  discharges  which  keep  the  canal 
in  an  unhealthy  state.  This  alone  is  suf- 
ficient but  the  relief  afforded  the  patient 
makes  it  even  more  imperative  that  dis- 
charges even  in  late  pregnancy  be  treated 
and  not  ignored. 

It  is  interesting  to  observe  that  in  the 
series  reported  herewith  the  great  major- 
ity of  patients  were  seen  in  the  obstetric 
clinic  prior  to  the  sixth  month  of  preg- 
nancy. This  is  a significant  commentary 
upon  the  increasing  tendency  of  both  negro 
and  white  patients  to  report  early  to  the 


obstetric  clinic  which  means,  in  turn,  that 
prenatal  care  can  be  instituted  while  it  is 
still  most  effective. 

In  respect  to  the  subject  under  dis- 
cussion, the  matter  of  vaginal  discharges 
in  pregnancy,  the  fact  that  the  majority  of 
patients  were  seen  before  the  sixth  month 
made  possible  the  treatment  of  specific  dis- 
charges with  entire  safety  and  with  corre- 
sponding good  results.  This  is  an  import- 
ant consideration.  The  habit  of  ascribing 
discharges  which  occur  during  pregnancy 
to  the  pregnancy  itself  is  not  justified. 
They  should  not  be  considered  as  a mere 
accompaniment  of  pregnancy  until  all  other 
causes  have  been  investigated  and  elimi- 
nated. Treatment  is  often,  necessarily,  pal- 
liative rather  than  curative,  but  at  that,  it 
plays  its  special  part  in  eliminating  the 
puerperal  morbidity  and  even  the  propor- 
tion of  puerperal  sepsis  which  are  now  be- 
lieved to  have  their  origins  in  an  unhealthy 
vaginal  canal. 

It  must  not  be  forgotten,  too,  that  the 
fetus  may  also  suffer  from  the  presence  of 
abnormal  vaginal  discharges.  Infants  de- 
livered through  genital  tracts  infected  with 
yeast  vaginitis  frequently  suffer  from 
thrush  and  it  is  scarcely  necessary  to  men- 
tion the  even  more  serious  ophthalmia 
which  is  the  sequel  of  delivery  through  a 
birth  canal  infected  with  gonorrhea. 

SUMMARY 

1.  A series  of  317  cases  with  non-bloody 
vaginal  discharge  in  pregnancy  is  pre- 
sented. 

2.  Etiology,  incidence,  therapy  and  re- 
sults are  discussed. 

3.  The  necessity  of  investigating  all  va- 
ginal discharges  in  pregnancy  is  stressed 
with  emphasis  on  therapy  even  in  late  preg- 
nancy. 
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STUDIES  WITH  ANTIGENS 

X.  THE  STATISTICAL  METHODS  FOR  THE 
ANALYSIS  OF  COMPARATIVE  SKIN 

reactions 

M.  R.  PABST,  M.  A. 

C.  H.  BOATNER,  Ph.  D.f 

AND 

B.  G.  EFRON,  M.  D.ff 
New  Orleans 

A method  of  analyzing  comparative  skin 
reactions  by  means  of  the  Chi-square  sta- 
tistic was  recently  reported  by  us.1  Since 
then  we  have  used  a more  precise  method 
of  estimating  probability  associated  with  a 
given  value  of  Chi-square,  and  have  em- 
ployed an  alternate  method  for  analyzing 
comparative  skin  reactions. 

Berkson2  and  Hotelling3  expressed  the 
opinion  that  equal  size  of  reactions  is  an 
irrelevant  factor  in  testing  the  hypothesis, 
that  no  significant  difference  results  from 
comparative  tests  made  with  identical  ex- 
tracts. Because  the  number  of  equal  sized 
reactions  in  the  “expected”  class  is  the 
same  as  in  the  observed  class,  it  follows 
that  there  is  only  one  degree  of  freedom 
instead  of  two  in  the  table  of  computation. 
Hence,  in  using  the  table  of  Chi-square  to 
compute  the  probability  associated  with  a 
given  value,  “n”  is  designated  as  “1”.  This 
is  more  easily  seen  when  the  value  of  Chi- 
square  is  computed  by  the  direct  method 
rather  than  by  the  Brandt-Snedecor  for- 
mula which  was  in  our  recent  paper.1 

Applying  the  direct  method  to  the  data  in 
Table  1 of  our  recent  report,1  the  compu- 
tation is  as  follows: 


Observed 

Expected 

Equal 

Sized 

Reac- 

tions 

326 

326 

Radial 

Reac- 

tions 

Larger 

89 

87.5 

Ulnar 

Reac- 

tions 

Larger 

86 

87.5 

Total 

501 

501 

Chi-square 

= 0 + 

(L5)2 

+ (1.5)2 

= 0.0514 

87.5 

87.5 

( Observed-Expected ) 2 

( Expected 

) 

n 

= 1 

P 

= .90— .80 

(.82) 


fThe  Chemistry  Department,  Newcomb  College, 
Tulane  University. 

ffThe  Allergy  Division,  Touro  Infirmary,  New 
Orleans,  La. 


The  direct  computation  of  the  value  of 
Chi-square  for  the  data  in  Table  4 of  this 
same  report  is  as  follows: 

Sol.  Sol. 

Equal  Double  Double 

Sized  Cone.  Re-  Cone.  Re- 
Reac-  actions  actions 

tions  Larger  Smaller  Total 

Observed  192  180  31  403 

Expected  192  105.5  105.5  403 

Chi-square  = 0 + (74.5)2  + (74.5)2  = 105.218 
105.5  ' 105.5 

n = 1 

P = less  than  .01 

The  conclusions  reached  in  that  report1 
remain  the  same  even  when  the  more  pre- 
cise estimation  of  probability  is  used. 

Application  of  the  direct  method  to  the 
data  presented  in  other  studies  in  which 
skin  reactions  were  analyzed  by  the  former 
method  shows  that  the  more  precise  estima- 
tion of  probability  does  not  alter  the  results 
or  the  conclusions  published  in  these  pa- 
pers.4-5 Practically,  the  more  precise  method 
is  of  importance  when  the  question  of  the 
significance  of  a given  value  is  doubtful. 

Berkson  and  Hotelling  also  stated  that  an 
alternate  method  for  analyzing  compara- 
tive skin  reactions  is  applicable  when  there 
are  only  two  independent  classes  of  reac- 
tions, in  which  case  the  difference  between 
the  two  independent  observations  can  be 
tested  according  to  the  binomial  distribu- 
tion. The  estimation  of  probability  for  the 
data  in  Table  1 of  our  recent  report1  can 
be  computed  as  follows: 

Expected  probability  (p)  = .5000 

Standard  deviation  = .0378 

Observed  probability  89  = .5086 

175 

Deviation  from  expectation  .5086  — .5000  = .0086 
Deviation  from  expectation  0086  .=  .2275 

Standard  deviation  .0378 

P = .82 

The  estimation  of  probability  for  the 
data  in  Table  4 of  that  report1  is  as  follows : 

Expected  probability  (p)  = .5000 

Standard  deviation  = .0344 

Observed  probability  180  = .8531 
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Deviation  from  ex- 
pectation .8531  — .5000  = .3531 

Deviation  from  ex- 
pectation .3531  = 10.2645 

Standard  deviation  .0344 

P = less  than  .01 

This  simpler  statistic  has  the  advantage 
of  being  a more  direct  method  of  estimat- 
ing probability  than  the  Chi-square  statis- 
tic. For  analyzing  comparative  skin  reac- 
tions, both  of  the  methods  employed  yield 
similar  results  and  conclusions. 

SUMMARY 

1.  A more  precise  method  of  estimating 
probability  associated  with  a given  value 
of  Chi-square  is  presented  for  the  analysis 
of  comparative  skin  reactions. 

2.  Application  of  this  more  precise 
method  of  estimating  probability  does  not 


affect  the  published  results  and  conclusions 
of  our  studies  in  which  the  first  method  of 
estimation  was  used. 

3.  When  there  are  only  two  independent 
classes  of  reactions,  the  probability  can  be 
calculated  directly  from  the  binomial  dis- 
tribution. The  results  obtained  with  this 
method  are  similar  to  those  obtained  with 
the  Chi-square  statistic. 
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BAGASSCOSIS:  A FUNGUS  DISEASE 
OF  THE  LUNG* 

A CASE  REPORT 
S.  CHAILLE  JAMISON,  M.  D. 

AND 

JOE  HOPKINS,  M.  D. 

New  Orleans 

The  following  case  is  reported  as  an  ex- 
ceptional instance  of  pulmonary  involve- 
ment apparently  due  to  the  inhalation  of 
bagasse  dust.  Several  similar  cases  have 
occurred  in  the  hospital,  but  on  the  whole 
comparatively  little  attention  has  been  paid 
to  the  condition. 

E.  S.,  an  unmarried  20  year  old  negro  male 
laborer  was  admitted  to  the  medical  wards  of 
Charity  Hospital  on  June  11,  1940.  He  complained 
of  fever  and  dyspnea  and  dated  the  onset  of  his  ill- 
ness to  twelve  days  before  admission  when  it  be- 
gan with  malaise  and  weakness.  Three  days  after 
the  onset  he  had  a slight  chill,  felt  feverish  and 
went  to  bed.  Afternoon  fever  and  night  sweats 
occurred  daily  from  that  time.  On  the  one  occa- 
sion the  temperature  had  been  taken  it  was 
103.2°  F.  Coughing  began  with  onset  of  illness. 
The  cough  was  productive.  Clear  white  material 
was  brought  up ; however  blood  tinged  sputum  had 
been  noticed  on  several  occasions.  There  was  some 
retrosternal  pain  on  coughing.  Dyspnea  occurred 


*Read  before  the  Orleans  Parish  Medical  Soci- 
ety, October  14,  1940. 


on  slight  exertion  and  following  coughing.  The 
only  medication  used  was  “666”. 

Past  history  revealed  measles  and  mumps  in 
childhood,  gonorrhea  in  1937,  influenza  in  1936, 
an  undiagnosed  fever  in  1936  and  frequent  sore 
throat.  Family  history  was  irrelevant.  The  soc- 
ial history  showed  he  had  previously  been  a farm 
laborer  but  since  May,  1939  he  worked  at  the 
Celotex  plant  in  Marrero.  After  February,  1940, 
his  work  was  unloading  bagasse.  This  was  very 
dusty  work  and  although  a respirator  mask  was 
worn  some  dust  seeped  in  and  was  inhaled. 

Very  few  pertinent  findings  were  noticed  on 
physical  examination.  The  blood  pressure  was 
120/90,  pulse  100,  respiration  24  and  temperature 
99.4°  F.  He  was  a hyposthenic,  well  developed, 
well  nourished  male  of  apparently  24  years,  am- 
bulatory and  did  not  appear  acutely  ill.  The 
pharynx  was  slightly  reddened  and  the  tonsils 
hypertrophied.  There  was  a slight  lag  of  the  left 
side  of  the  chest  on  inspiration.  Percussion  was 
resonant  over  the  lung  area.  Tactile  fremitus 
showed  no  deviation  from  normal.  Vocal  reso- 
nance was  somewhat  coarsened  over  the  lower  pos- 
terior chest.  Breath  sounds  at  both  lung  bases 
posteriorly  were  coarsened  with  the  findings  more 
marked  at  the  right  base.  On  coughing  a few 
scattered  coarse  rales  were  heard  at  the  right 
lung  base  posteriorly.  Dyspnea  appeared  on 
coughing.  On  rectal  examination  the  prostate 
gland  was  slightly  tender  in  the  left  upper  portion. 

Impression  on  admission  was  either  tuberculosis 
or  a dust  disease  of  the  lungs,  and  tonsillitis. 

On  admission  the  red  blood  cell  count  was  4,- 
600,000,  total  white  cell  count  10,500  with  a dif- 
ferential count  of  76  per  cent  neutrophils,  10  per 
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cent  lymphocytes,  6 per  cent  monocytes  and  8 per 
cent  myelocytes.  No  malarial  parasites  were  seen 
in  repeated  examinations  of  blood  smears.  The 
urine  contained  1 to  4 pus  cells  per  high  power 
field  on  microscopic  examination.  Examination 
of  prostatic  secretion  on  two  occasions  showed  1 
to  3 pus  cells  per  high  power  microscopic  field 
but  no  bacteria  on  staining.  Examination  of  the 
sputum  was  negative  for  acid-fast  organisms. 
Blood  agglutination  was  negative  for  typhoid, 
paratyphoid,  typhus,  tularemia  and  undulant  fever. 
Blood  culture  taken  on  June  20  was  negative. 

An  x-ray  picture  of  the  chest  was  made  imme- 
diately on  admission  and  interpreted  by  the  roent- 
genologist to  show  bilateral  bronchopneumonia. 
Sputum  typing  was  negative  for  all  types  pneu- 
mococci. Sulfapyridine  was  started  on  June  12. 
The  next  day  the  sulfapyridine  blood  level  was  5.2 
mg.  On  June  15,  the  sulfapyridine  was  discon- 
tinued. A total  dosage  of  10  grams  had  been 
given  with  no  effect  on  the  fever  and  there  wei-e 
no  pathologic  physical  findings  demonstrable  in 
the  chest. 

From  time  of  admission  the  temperature  was 
normal  in  the  mornings  and  around  100°  F.  every 
evening  with  night  sweats  occurring  every  night. 
The  day  after  discontinuing  sulfapyridine  the  max- 
imum temperature  rose  to  103.2°  F.  On  June  17, 
it  was  101.8°  F.  and  on  the  next  day  102.8°  F. 
On  this  date  inhalations,  of  carbon  dioxide  and 
oxygen  were  started  in  an  attempt  to  expand  the 
lungs  fully.  One  10  and  three  5 minute  periods 
of  inhalation  were  given  by  mask  during  a period 
of  three  days.  On  June  19  the  maximum  tempera- 
ture was  102.4°  F.,  and  on  the  next  day  101°  F. 
The  maximum  daily  temperature  continued  to  de- 
crease about  0.2°  F.  daily  until  on  June  24  he 
was  afebrile  and  remained  so  until  discharge.  The 
night  sweats  persisted  as  long  as  the  temperature 
was  elevated.  After  discontinuing  the  sulfapyri- 
dine the  only  medication  given  was  sedative  cough 
medicine  for  the  cough. 

X-ray  of  the  chest  made  on  June  15  was  re- 
ported to  show  miliary  mottling  throughout  both 
lungs  and  the  impression  being  miliary  tubercu- 
losis. 

Intradermal  tuberculin  tests,  with  old  tuberculin 
1:10,000  on  June  17,  with  1:1,000  on  June  24  and 
again  with  1:10,000  on  July  1 were  all  negative. 

After  a conference  with  the  roentgenologist 
on  June  18,  it  was  suggested  in  view  of  his  experi- 
ence with  several  other  cases  from  the  same  occu- 
pation, attempt  be  made  to  find  a fungus  in  the 
sputum.  If  such  could  be  found  she  believed  this 
would  prove  to  be  not  a case  of  miliary  tubercu- 
losis as  the  x-ray  plates  apparently  showed,  but  a 
pneumonitis  due  to  some  fungus  from  the  dust  of 
bagasse  and  the  lungs  would  be  clear  in  a few 
months. 

Examination  of  concentrate  from  a 24  hour  total 
specimen  of  sputum  collected  on  June  18  was  neg- 
ative for  acid-fast  bacilli  but  a culture  grew  a 


fungus.  On  June  24  a 48  hour  sputum  was  col- 
lected and  culture  from  the  concentrate  again  grew 
the  fungus. 

X-ray  examination  of  the  chest  on  June  25 
showed  an  increase  in  mottling  throughout  both 
lungs  and  the  impression  of  the  roentgenologist 
was  “bagasscosis  vs.  miliary  tuberculosis.” 

As  the  patient  had  no  further  fever  and  the 
cough  disappeared  he  was  discharged  on  July  10. 
The  hospital  stay  had  lasted  29  days  and  he  had 
been  afebrile  during  the  last  15  days.  He  was 
instructed  to  return  after  six  weeks  for  a period 
of  observation. 

He  returned  on  August  5,  with  a history  of  re- 
maining symptom-free  during  the  interval.  No 
positive  points  were  found  on  physical  examina- 
tion. X-ray  examination  of  the  chest  was  reported 
to  show  a complete  clearing  of  the  “broncho- 
pneumonic  infiltration  throughout  both  lungs.”  An 
electrocardiogram  showed  no  evidence  of  myocar- 
dial disease.  During  the  six  days  he  was  kept  for 
observation  he  remained  afebrile. 

SUMMARY 

An  instance  of  involvement  of  the  lung 
due  to  inhalation  of  bagasse  dust,  which 
should  be  called  bagasscosis,  is  recorded. 
This  is  an  extremely  rare  condition  peculiar 
to  regions  where  sugar  cane  is  grown. 

DISCUSSION 

Dr.  S.  Chaille  Jamison  (New  Orleans)  : I can 
add  very  little  to  what  Dr.  Hopkins  has  said.  The 
main  thing  of  interest,  I think,  to  all  of  us  is  that 
this  case,  shall  we  say,  presents  local  color  as  it  is 
probably  due  to  the  inhalation  of  bagasse  dust. 
The  diagnostic  difficulty  is  the  question  of  miliary 
tuberculosis,  of  course.  If  you  examine  these  pa- 
tients closely  I think  that  will  impress  you.  It  is 
very  similar  to  miliary  tuberculosis.  In  the  ab- 
sence of  physical  findings,  fever  and  so  forth, 
the  young  negro  mentioned  certainly  suggested 
that  he  might  have  miliary  tuberculosis.  These 
conditions  of  dust  inhalation  are,  of  course,  more 
and  more  important.  We  see  them  at  all  times, 
referred  largely  by  industrial  plants. 

You  remember,  of  course,  that  there  are  dis- 
eases due  to  organic  and  inorganic  dust.  Those 
due  to  inorganic  dust,  such  as  occur  in  tobacco 
factories,  cotton  goods  factories  and  so  forth  are, 
to  all  intents  and  purposes,  apparently  harmless. 
This  should  go,  I think,  in  the  class  of  organic 
dust.  In  nearly  all  such  cases  attempts  have  been 
made  to  isolate  some  organism,  such  as  fungus, 
and  put  the  blame  on  the  fungus.  What  reaction 
these  people  have  after  inhalation  of  organic  dust 
is  usually  because  of  an  allergy  to  the  particular 
material  that  they  inhale  and  passes  off  in  a very 
short  time  when  they  are  free  from  contact.  The 
organic  dusts  are,  of  course,  much  more  serious. 
They  range  all  the  way  from  the  commonest  one, 
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the  inhalation  of  coal  dust  and  soot,  which  is  harm- 
less, to  the  inhalation  of  silica  which,  as  you  know, 
is  usually  eventually  fatal. 

This  boy  impressed  us,  when  first  seen,  as  being 
quite  sick  and  we  were  very  much  pleased  when 
we  were  able,  I think  to  everyone’s  satisfaction, 
to  prove  that  he  was  suffering  from  the  inhalation 
of  dust  and  not  miliary  tuberculosis.  There  is 
nothing  new  about  this,  of  course.  Four  or  five 
cases  had  been  worked  up  in  the  hospital  before 
this  case  and  I think  Dr.  Louis  Monte  reported 
several  either  here  or  before  some  other  society. 
I think  also  that  Dr.  Fasting  has  done  a very 
considerable  amount  of  work  on  the  bacteriology 
of  this  subject.  He  even  went  so  far  as  to  try 
to  find  out  something,  perhaps  he  succeeded,  about 
the  chemical  composition  of  this  partciular  dust. 

Dr.  George  F.  C.  Fasting  (New  Orleans)  : A 
few  years  ago  we  had  three  or  four  cases  of  sim- 
ilar nature  in  Charity  Hospital.  There  were  pa- 
tients, on  the  service  of  Dr.  Monte  and  his  assoc- 
iates. X-ray  and  clinical  findings  were  similar  to 
this  case.  Quantities  of  sputum  were  sent  to  the 
laboratory  and  we  did  not  find  acid-fast  bacilli. 
However,  there  was  something  that  aroused  in- 


terest, namely,  masses  that  took  acid-fast  stain. 
In  connection  with  the  occupation  of  working  with 
bagasse  it  was  not  difficult  to  put  two  and  two 
together.  I communicated  with  Dr.  Charles  Coates 
of  L.  S.  U.  regarding  chemical  aspects  of  bagasse. 
He  confirmed  some  suspicions  we  had.  It  might 
be  of  interest  to  you  to  review  this  phase.  Some 
of  you  know  that  there  may  be  trouble  in  clarifi- 
cation and  sugar  crystalization  by  virtue  of  gummy 
substances  and  rosin  which  sugar  cane  produces. 
Rosin  will  harden  and  make  its  appearance  in  the 
bagasse  dust.  Such  rosin  is  very  much  of  the 
chemical  nature  of  that  part  of  tubercular  bacillus 
taking  acid  stain.  From  sugar  there  is  also  ob- 
tained horny  spicules  that  are  not  readily  digested 
by  the  digestive  juices  which  we  possess.  Sugar 
cane,  in  common  with  other  grasses,  has  an  in- 
teresting property  of  picking  up  colloidal  silica 
and  in  soluble  form  it  is  exuded  and  deposited 
between  the  stalk  and  leaves  as  silica  granules. 
We  have  then  a compound  not  unlike  quartz  that 
workers  are  subjected  to  and  inhale. 

I am  not  sure  that  Dr.  Monte  has  published  the 
cases  but  at  that  time  we  thought  it  definitely 
an  industrial  hazard  and  thought  it  best  to  keep 
quiet  about  it. 
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EXTRAMEDULLARY  ANEURYSM  OF 
THE  SPINAL  CORD* 

DEAN  H.  ECHOLS,  M.  D.f 

AND 

R.  G.  HOLCOMBE,  JR.,  M.  D. 

New  Orleans 

CASE  REPORT 

This  colored  woman,  aged  30,  was  brought  to 
Charity  Hospital  in  New  Orleans  by  ambulance, 
July  8,  1940,  complaining  of  pain  in  the  back  and 
paralysis  of  both  legs.  For  the  preceding  two  years 
she  had  experienced  numerous  attacks  of  high  back 
pain.  One  month  prior  to  admission,  a few  hours 
after  lifting  a heavy  mattress,  the  patient  felt  a 
burning  sensation  from  the  epigastrium  around  the 
right  side  of  the  chest  to  the  spine.  Concomitantly, 
she  experienced  other  pains  shooting  down  the  mid- 
line of  the  abdomen  to  the  bladder  and  down  the 
back  to  the  sacrum.  Associated  with  these  pains 
was  urinary  frequency.  A sedative  enabled  her  to 
sleep.  The  next  morning  she  noted  weakness  of 
the  legs  as  well  as  a burning  sensation  when  her 
dress  rubbed  against  her  left  thigh. 

She  was  treated  by  radiant  heat  to  the  spine 
for  the  next  four  weeks.  During  this  time  the  low- 
er extremities  became  progressively  weaker.  Three 
days  before  admission  the  legs  became  completely 
paralyzed  and  all  sensation  below  the  level  of  the 


*Presented  before  the  Orleans  Parish  Medical 
Society,  November  11,  1940. 


xiphoid  process  was  lost.  Urinary  and  fecal  in- 
continence appeared  at  that  time. 

Examination  on  the  day  of  admission  revealed 
complete  anesthesia  and  motor  paralysis  below  the 
level  supplied  by  the  sixth  thoracic  segment  of  the 
spinal  cord.  Roentgen  films  disclosed  a spina  bi- 
fida occulta  of  the  twelfth  dorsal  vertebra.  Spinal 
puncture  yielded  clear,  yellow  cerebrospinal  fluid 
under  a pressure  of  200  mm.  of  water.  The  Queck- 
enstedt  test  indicated  a complete  block.  One-half 
cubic  centimeter  of  lipiodol  was  injected  into  the 
subarachnoid  space.  Under  the  fluoroscope,  when 
the  head  was  lowered,  the  lipiodol  was  seen  to  grav- 
itate to  and  stop  at  the  level  of  the  sixth  dorsal 
vertebra.  Cerebrospinal  fluid  examination  indi- 
cated negative  Kline  and  Kolmer  tests,  four  plus 
globulin,  and  a cell  count  of  60.  The  blood  Kline 
was  negative. 

A diagnosis  of  spinal  cord  tumor  was  made  and 
a laminectomy  performed  on  the  following  morn- 
ing. The  dural  sac  was  opened.  The  cord  was 
yellowish,  somewhat  swollen  and  rotated.  On  the 
right  lateral  aspect  of  the  cord  there  was  a plexus 
of  vessels  which  emerged  from  a spherical  black 
mass,  partially  buried  within  the  substance  of  the 
cord.  This  mass  measured  one  centimeter  in  diam- 
eter. The  sac  was  opened,  the  clot  was  removed 
and  the  vessels  entering  the  sac  were  coagulated. 

Within  five  days  after  operation  the  patient  be- 
gan to  note  a return  of  sensation  and  within  nine 
days  a return  of  motor  function.  Two  weeks  post- 
operatively  the  indwelling  catheter  was  discontin- 
ued. The  patient  has  been  receiving  physiotherapy 
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in  the  form  of  massage  and  passive  as  well  as  ac- 
tive exercises.  Her  improvement  has  been  progres- 
sive. Now,  four  months  after  operation,  it  is 
noted  that  she  can  walk  with  assistance.  Her  blad- 
der and  bowel  function  normally  and  the  sensory 
loss  has  practically  disappeared. 

CONCLUDING  REMARKS 

Aneurysm  of  the  spinal  cord  is  so  rare 
as  to  be  almost  unknown.  It  is  not  even 
practical  to  consider  this  lesion  in  the  dif- 


ferential diagnosis  of  causes  of  paraplegia. 
However,  this  patient  does  serve  to  dem- 
onstrate the  danger  of  treating  progressive 
paraplegia  expectantly.  Paralysis,  in  this 
case,  would  have  been  permanent  had  op- 
eration been  delayed  another  twenty-four 
hours.  Progressive  weakness  of  the  legs 
should  be  looked  upon  as  a surgical  prob- 
lem until  Queckenstedt’s  procedure  demon- 
strates a patent  subarachnoid  space. 
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CIVILIAN  PRACTICE  OF  MEDICAL 
DEPARTMENT  OFFICERS 
Under  the  above  caption  the  Adjutant 
General  of  the  United  States  Army,  Major 
General  E.  S.  Adams,  has  sent  out  a notice 
throughout  the  United  States  that  officers 
in  the  Medical  Reserve  Corps  and  Dental 
Reserve  Corps  are  not  to  be  permitted  to 
carry  on  civilian  practice  when  they  are  on 
active  duty.  The  reasons  for  this  order  are 
obvious.  In  the  first  place  the  medical  man 
assigned  to  a certain  unit  cannot  give  satis- 
factory service  if  he  is  harassed  and  wor- 
ried by  the  exigencies  of  private  practice. 


Furthermore,  he,  in  theory  at  least,  should 
have  a sufficiently  active  service  to  require 
his  full  time.  The  other  important  reason 
likewise  is  plain.  It  would  be  decidedly  un- 
fair to  the  civilian  doctor  if  the  physician 
in  the  Medical  Reserve  Corps  established  a 
new  office  in  the  community  in  which  he 
was  located.  This  would  make  for  unfair 
competition  in  many  ways. 

The  Adjutant  General  has  taken,  we  be- 
lieve, a very  fair  point  of  view  about  this 
matter  which  has  already  been  the  cause  of 
considerable  discussion  in  medical  circles 
and  as  has  happened,  when  an  army  doctor, 
not  in  his  home  area,  has  engaged  in  pri- 
vate practice,  it  has  caused  much  dissatis- 
faction amongst  the  civilian  doctors. 

' 0 

THE  HEALTH  OF  RURAL  AND  URBAN 
COMMUNITIES 

The  statement  is  frequently  made  that 
the  people  living  in  the  country  and  small 
towns  are  longer  lived  than  are  city  resi- 
dents. This  has  been  attributed  to  the 
greater  speed  of  living  in  the  city  as  con- 
trasted with  the  country.  As  result  of  this 
rapid  rate  of  living,  as  it  is  spoken  of,  city 
dwellers  are  assumed  to  develop  arterio- 
sclerosis and  the  degenerative  changes  of 
old  age  at  a period  in  life  much  earlier  than 
does  the  dweller  in  the  country.  Likewise 
it  has  been  said  frequently  that  contrari- 
wise the  general  health  of  the  city  dweller 
is  better  than  the  country  dweller  because 
the  former  has  easier  access  to  expert  medi- 
cal advice  and  service  than  does  the  latter. 

A recent  communication  by  Short*  is  of 
interest  in  conjunction  with  the  problem  of 
whether  or  not  differences  in  environment 
and  conditions  of  occupation  are  important 
in  occasioning  sickness  and  bringing  about 
changes  in  life  expectancy.  This  author  has 
compared  the  case  history  records  of  the 
Life  Extension  Institute  of  1,310  rural  and 
10,665  urban  individuals.  He  finds  that 
there  is  remarkable  similarity  in  physical 
standards  between  the  two  groups.  The 
physical  and  laboratory  findings  showed 
practically  no  significant  differences  of 

* Short,  J.  J.:  Health  differences  between  rural 
and  urban  populations,  Proc.  Life  Extension  Ex- 
aminers, 3:6,  1941. 
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any  kind  between  the  city  dweller  and  his 
country  cousin.  It  was  discovered  that  the 
man  who  lives  in  the  city  used  tobacco  and 
alcohol  to  a much  greater  extent  than  does 
the  man  in  the  country.  The  author  implies 
that  greater  nervous  tension  and  irritability 
of  the  city  dweller  is  compensated  in  part 
by  smoking  and  drinking. 

It  is  of  interest  that  eye  findings  of  the 
two  groups  were  analogous.  On  the  other 
hand,  infected  tonsils  were  more  common  in 
the  country  group  than  in  the  city.  How- 
ever, most  remedial  defects,  such  as  hemor- 
rhoids, hernia  and  so  on,  were  statistically 
no  more  frequent  in  one  group  than  in  the 
other.  It  is  of  some  moment  that  the  aver- 
age blood  pressure  in  the  two  groups  was 
practically  identically  the  same. 

In  spite  of  the  fact  that  most  city  occu- 
pations are  more  trying  than  those  of  the 
country,  that  the  city  dweller  usually  does 
not  obtain  a sufficient  amount  of  exercise 
and  that  sleeping  conditions  are  not  as 
favorable  in  the  city  as  in  the  country,  city 
life  is  apparently  not  detrimental  to  the 
individual.  Short  concludes,  incidentally, 
that  medical  care  among  the  rural  popula- 
tion is  sufficiently  adequate  to  prevent  con- 
ditions of  neglect. 

o 

NATIONAL  DAYLIGHT  SAVING 

During  the  last  World  War  a National 
Daylight  Saving  law  was  enacted  by  Con- 
gress which  lasted  until  after  the  comple- 
tion of  this  war.  Although  daylight  saving 
had  been  tried  in  a good  many  of  the  cities 
and  towns  of  the  East  prior  to  this  time, 
the  population  who  lived  in  a daylight  sav- 
ing regimen  represented  a relatively  small 
group  of  people  in  the  United  States.  How- 
ever, the  advantages  of  the  daylight  saving 


were  so  obvious  that  many  states  to  this 
day  still  maintain  this  particular  measure 
and  at  the  present  time  upwards  of  one- 
third  of  the  population  of  the  United  States 
has  daylight  saving  in  their  communities. 
At  this  particular  time  when  we  are  living 
under  a national  emergency,  daylight  sav- 
ing is  especially  to  be  encouraged.  Some  of 
the  advantages  are  a reduction  in  indus- 
trial accidents,  a minimization  of  the  strain 
of  working  under  artificial  light  and  giv- 
ing to  the  workman  a certain  amount  of 
rest  and  recreation  time  during  daylight 
hours.  This  latter  consideration  is  of  par- 
ticular importance  to  the  health  of  the  na- 
tion. Recreation  and  play  in  the  open  air 
and  sunlight  are  certainly  beneficial  to 
most  people.  Daylight  saving,  permitting 
of  an  extra  hour  of  daylight,  will  give  to 
the  worker,  whether  a brain  worker  or  a 
manual  laborer,  the  opportunity  of  relaxing 
and  possibly  playing  after  his  full  day’s 
work,  while  the  sun  is  still  shining.  It  will 
give  the  man  with  a home  an  opportunity 
of  attending  to  his  kitchen  or  flower  gar- 
den; it  will  reduce  his  consumption  of  gas 
and  electricity. 

Practically  all  of  the  principal  cities  in 
the  country  have  daylight  saving.  Canada 
and  Mexico  are  already  on  daylight  saving. 
If  the  remainder  of  the  country  goes  on 
daylight  saving  it  will  relieve  a tremendous 
amount  of  confusion  as  to  time  and  as  to 
such  mundane  things  as  railroad  schedules. 
This  makes  for  inefficiency  which,  at  this 
particular  time,  cannot  be  condoned.  It  is 
earnestly  hoped  that  for  the  sake  of  the 
health  of  the  country,  the  greater  efficiency 
of  the  workers  and  for  the  purpose  of 
avoiding  confusion  in  time  that  the  McLean 
Bill  will  be  passed  by  Congress. 

■o 


HOSPITAL  STAFF  TRANSACTIONS  AND  CLINICAL  MEETINGS 


CHARITY  HOSPITAL 
New  Orleans 

At  a meeting  of  the  Charity  Hospital  Staff  on 
February  18,  the  following  case  reports  were  pre- 
sented, the  first  by  Drs.  R.  H.  Bayley  and  J.  R. 
Schenken,  and  the  second  by  Dr.  F.  A.  Eigenbrod. 

CASE  No.  1 

The  patient,  a 52  year  old  white  male,  was  ad- 
mitted to  the  hospital  December  28,  1940,  complain- 


ing of  moderately  severe  retrosternal  pain.  He  had 
been  in  apparently  good  health  up  until  the  morn- 
ing of  the  day  of  admission,  at  which  time  he  was 
stricken  with  a sudden  onset  of  severe  retrosternal 
pain  and  a feeling  of  generalized  weakness.  He 
was  given  an  injection  of  morphine  by  his  physician 
before  being  sent  to  the  hospital.  He  was  known 
to  have  hypertension  for  at  least  three  years  prior 
to  the  onset  of  the  present  illness.  The  systolic  blood 
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pressure  was  known  to  have  been  as  high  as  200 
mm.  of  mercury  on  several  occasions.  There  was 
a history  of  jaundice  of  two  months’  duration  in 
1938,  supposedly  due  to  chronic  gallbladder  disease. 
No  operation  was  performed. 

Physical  examination  showed  a patient  in  moder- 
ate state  of  shock;  temperature  normal;  blood  pres- 
sure, right  arm,  90/40;  left  arm,  140/90.  Cardiac 
apex  impulse  was  well  localized  and  forceful,  at  a 
point  just  outside  the  left  midclavicular  line. 
Rhythm  was  regular.  There  was  a soft  systolic 
blow  at  the  apex,  and  a to-and-fro  murmur  over 
the  aortic  area.  There  were  no  additional  contri- 
butory findings. 

Course  in  the  Hospital:  Patient  ran  a low  grade 
lever  (100°)  throughout  the  hospitalization  period. 
Repeated  blood  counts  showed  no  leukocytosis.  Re- 
peated urinalyses  were  normal.  Blood  Wassermann 
for  syphilis  was  negative.  Initial  electrocardiogram 
taken  on  admission  showed  marked  left  ventricular 
preponderance  and  high  grade  ischemia  of  the 
muscle  tissue  supplied  by  the  right  coronary  artery. 
A second  electrocardiogram  taken  five  days  later 
showed  a slight  decrease  in  the  degree  of  local 
ischemia.  The  patient  died  suddenly  on  the  twelfth 
day  of  hospitalization. 

Antemortem  Diagnosis:  It  was  felt  that  the  only 
etiologic  factor  that  might  explain  the  sudden  de- 
velopment, during  an  attack  of  retrosternal  pain, 
of  high  grade  impairment  of  blood  flow  through  the 
innominate  and  through  the  right  coronary  arteries 
and  aortic  insufficiency  in  a patient  with  hyper- 
tension, was  dissecting  aneurysm.  Sudden  death 
was  attributed  to  rupture  of  the  aneurysm  into 
the  pericardial  sac. 

The  postmortem  examination  was  performed  by 
Dr.  G.  H.  Hauser,  Mercy  Hospital,  to  whom  we  are 
indebted  for  the  use  of  the  material. 

The  significant  postmortem  findings  were  con- 
fined to  the  heart  and  systemic  aorta.  No  details 
of  the  findings  in  other  viscera  will  be  described. 

The  pericardial  cavity  contained  150  c.  c.  of 
liquid  pure  blood  and  a large  red  antemortem  blood 
clot  which,  when  removed,  left  the  pericardial  sur- 
faces smooth  and  glistening.  These  caused  marked 
cardiac  tamponade.  A perforation  of  the  intra-peri- 
cardial  portion  of  the  ascending  portion  of  the  arch 
of  the  systemic  aorta  was  found  in  the  right  antero- 
lateral portion  about  2.5  cm.  above  the  root  of  the 
aorta.  The  perforation  measured  0.2  cm.  in  dia- 
meter. The  heart  weighed  550  gm.  The  chambers 
were  not  dilated.  The  left  ventricle  measured  1.7 
cm.  and  the  right  ventricle  measured  0.4  cm.  All 
valves  appeared  normal.  About  0.5  cm.  above  the 
aortic  semilunar  valves,  there  was  a circumferen- 
tial laceration  of  the  intima  which  measured  about 
1 cm.  in  length.  A probe  placed  into  this  laceration 
showed  that  there  was  a communication  with  a 
newly  formed  channel  caused  by  a dissection  of  the 
media.  This  channel  was  exposed  and  found  to  in- 
clude about  two-thirds  of  the  entire  circumference 
of  the  aorta.  The  portion  which  was  spared  was 


located  posteriorly.  The  dissection  extended  proxi- 
mally  to  the  root  of  the  aorta  and  distally  to  a 
point  several  centimeters  beyond  the  left  subcla- 
vian. The  central  portion  of  the  proximal  dissec- 
tion extended  to  the  intra-aortic  portion  of  the  right 
coronary  artery  and  caused  compression  of  this 
vessel.  Distally,  the  dissection  followed  along  the 
innominate  artery  for  a distance  of  2 cm.  and 
caused  a reduction  of  its  lumen  which  on  cross-sec- 
tion presented  only  a crescent-shaped  slit.  Some 
dissection  also  involved  the  left  common  carotid, 
reducing  the  lumen  of  this  vessel  by  about  one- 
third.  No  other  important  vessels  arising  from  the 
aorta  were  involved.  Serial  cross-sections  through 
the  coronary  arteries  revealed  patches  of  athero- 
sclerosis with  moderate  reduction  in  the  lumen  at 
some  points,  but  no  anatomic  occlusions  were  pre- 
sent. The  right  and  left  coronaries  were  about 
equally  involved  in  the  process. 

SUMMARY 

The  fundamental  disease  in  the  patient  was  an 
essential  hypertension  resulting  in  left  ventricular 
hypertrophy.  As  a complication,  there  was  a dis- 
secting aneurysm  whose  origin  was  in  the  ascend- 
ing portion  of  the  arch  of  the  aorta,  which,  during 
its  course  of  dissection,  also  involved  the  right 
coronary  artery,  innominate  artery  and,  to  a minor 
extent,  the  left  common  carotid  artery.  The  im- 
mediate cause  of  death  was  rupture  of  the  aorta 
into  the  pericardial  cavity  resulting  in  cardiac 
tamponade. 

CASE  No.  2 

The  patient  is  a white  male,  41  years  of  age,  who 
entered  the  hospital  with  chief  complaint  of  inabil- 
ity to  use  his  arms.  About  1925  he  noticed  that  in 
doing  tedious  work,  such  as  pointing  stone,  his 
hands  began  to  shake.  This  continued  until  1927, 
at  which  time  he  noticed  that  while  using  his  arms 
in  work  his  muscles  would  “lock”  when  gripping  an 
object.  About  1929  he  noticed  a weakness  in  the 
muscles  which  controlled  the  wrist.  In  1932  his 
muscles  began  to  twitch  and  shortly  thereafter  he 
noticed  that  the  muscles  which  twitched  began  to 
degenerate.  This  began  in  the  extensors  of  the 
hand  and  later  involved  the  scapular  group,  biceps 
and  triceps.  Simultaneously  with  the  muscular 
twitching  and  degeneration  there  was  associated  a 
soreness  in  the  muscles.  Chilly  sensations  were  also 
manifest.  Also  about  this  time  there  was  a con- 
stant tired  feeling  in  the  back  of  the  neck  and 
upper  portion  of  the  thoracic  vertebrae. 

Review  of  systems  was  essentially  negative.  The 
past  history  was  negative  except  for  a history  of 
dengue  fever  in  1914.  The  family  history  revealed 
that  his  father  had  a weakness  in  one  of  his  legs 
in  early  life  which  cleared  up  after  eating  raw 
wheat  for  a number  of  years.  Social  history  re- 
vealed that  the  patient  has  been  a stone  cutter  since 
1914.  In  1915  he  went  to  Arizona  because  of  a pos- 
sible acid-fast  infection.  While  there  he  worked  in 
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a copper  smelter  where  it  was  necessary  to  wear  a 
gas  mask.  He  would  frequently  remove  his  gas 
mask  to  smoke,  thus  inhaling  the  fumes. 

Positive  physical  findings  were  limited  to  the 
upper  extremity.  There  was  marked  atrophy  of  the 
muscles  of  the  shoulder  girdle,  both  arms  and  fore- 
arms excepting  the  brachioradialis  on  the  left  and 
those  muscles  supplied  by  the  ulnar  nerve  in  the 
forearm  and  hands.  The  last  named  muscles  had 
to  some  extent  a loss  of  power.  Deep  tendon  re- 
flexes of  the  upper  extremity  were  absent.  No 
sensory  changes  or  abnormal  reflexes  were  present. 
Muscle  tests  coincided  with  the  obvious  muscular 
atrophy.  The  abdominal  reflexes  and  those  of  the 
lower  extremity  were  present  and  equal.  No  ab- 
normal reflexes  or  other  significant  neurologic 
signs  wei'e  present. 

Laboratory  Findings:  Blood  pictui’e  within  nor- 
mal limits.  This  included  total  white  blood  cells, 
red  blood  cells,  differential,  hematocrit,  and  hemo- 
globin. There  was  no  red  blood  cell  stippling  or 
toxic  degeneration  of  the  white  blood  cells.  The 
Wassermann  (blood  and  spinal)  was  negative.  Gas- 
tric analysis  was  within  normal  limits. 

DISCUSSION 

From  the  physical  and  neurological  examination 
it  was  evident  that  there  was  only  motor  involve- 
ment. This  was  a primary  spinal  cord  change. 
There  was  an  absence  of  any  sign  of  posterior, 
lateral  column  or  pyramidal  tract  involvement. 
From  these  few  simple  facts  one  can  conclude  that 
there  was  at  this  time  only  anterior  horn  cell  in- 
volvement. Whether  or  not  there  will  be  developing 
signs  of  other  tract  involvement  in  the  future  is 
questionable.  Therefore  our  diagnosis  at  this  time 
is  progressive  spinal  muscular  dystrophy. 


MERCY  HOSPITAL 
New  Orleans 

The  April  meeting  of  the  staff  was  called  to 
order  by  Dr.  T.  F.  Kirn  at  8:15  p.  m.  in  the  lecture 
room  of  the  hospital. 

Dr.  Loria  presented  a motion  picture  of  chole- 
cystectomy in  technicolor.  The  evaluation  of  the 
procedure  was  reviewed ; three  points  were  stressed, 
namely,  the  anesthetic,  exposure,  and  good  surgical 
technic. 

The  essayist  prefers  spinal  for  anesthetic  and 
multiple  retractors  for  exposure.  Under  surgical 
technic  he  described  three  methods:  (a)  fundus 
to  cystic  duct  (this  produces  bleeding  at  bed) ; 


(b)  retrograde  (most  frequently  used)  ; (c)  meth- 
od of  Thorac,  of  Chicago,  and  P.  Brown,  of  Berlin. 
He  uses  the  retrograde  method.  Although  the  pa- 
per was  a presentation  of  technic,  cholecystectomy 
was  discussed  by  Drs.  Monte  and  Boyce. 

Dr.  Stadiem  then  spoke  on  “Status  of  Endo- 
crine Therapy  in  Gynecology”  and  gave  a very  in- 
teresting talk,  discussing  those  endocrines  to  be 
used  and  those  to  avoid. 

Deaths  of  the  month  were  reviewed  by  Dr. 
Monte  and  discussed  by  the  staff.  Mortality  in- 
vestigation was  read  and  approved  on  motion  by 
Dr.  Monte,  seconded  by  Dr.  Vedrenne. 

Dr.  Ashton  Thomas  advised  the  staff  of  Eli 
Lilly’s  trip  through  their  laboratories,  the  expense 
being  $25.35  which  includes  train  fare  and  a ticket 
to  the  Kentucky  Derby.  He  requested  that  those 
wishing  to  attend,  kindly  mail  their  checks  to  him 
or  to  Dr.  Zander. 

Meeting  adjourned  at  9:30,  following  which  re- 
freshments were  served  in  the  cafeteria  of  the 
hospital. 

N.  J.  Tessitore,  M.  D.,  Sec. 


SOUTHERN  BAPTIST  HOSPITAL 
New  Orleans 

The  regular  monthly  meeting  of  the  Clinical 
Staff  was  held  in  the  Staff  Room  of  the  Hospital 
on  Tuesday,  April  29,  at  8 p.  m.  The  following 
program  was  presented:  “Preliminary  Report  of 
the  Blood  Plasma”  by  Dr.  J.  W.  Davenport;  “Case 
of  Hypoglycemia  Simulating  Epilepsy”  by  Dr. 
Robert  Winter,  discussed  by  Dr.  E.  Z.  Browne; 
“Death  Report”  by  Dr.  Bert  DeBard. 


TOURO  INFIRMARY 
New  Orleans 

The  regular  monthly  meeting  of  the  Medical 
Staff  was  held  Wednesday,  April  9.  The  program 
was  put  on  by  the  residents  of  the  hospital.  The 
first  presentation  was  by  Dr.  Finn,  resident  in 
surgery,  and  dealt  with  “Perforated  Appendicitis 
and  Sulfanilamide.”  This  paper  was  followed  by 
one  on  “The  Use  of  Stilbestrol  to  Inhibit  Lacta- 
tion” given  by  two  residents  in  obstetrics,  Drs. 
Evri  Mendel  and  Allan  Goldman.  Dr.  Tom  Weiss, 
resident  in  pathology,  spoke  on  “The  Value  of  the 
Culture  for  Diagnosing  Gonococcal  Infections.” 
The  last  subject  that  was  discu-ssed  had  to  do  with 
“Case  Reports  of  Typhoid  Fever,”  a coordinated 
study  by  Drs.  John  Dyer  and  Robert  Haspel. 
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CALENDAR 

May  1.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

May  5.  Orleans  Parish  Medical  Society  Board  of 
Directors,  8 p.  m. 

Clinico-pathologic  Conference,  Hotel  Dieu, 
8:15  p.  m. 


May  6.  Eye,  Ear,  Nose  and  Throat  Staff,  8 p.  m. 
May  7.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1:30  p.  m. 
Hutchinson  Memorial  Clinic  Staff,  8 p.m. 
Mercy  Hospital  Staff,  8 p.  m. 

May  12.  Orleans  Parish  Medical  Society,  8 p.  m. 
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May  13.  Eye,  Ear,  Nose  and  Throat  Society,  8 
p.  m. 

May  14.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1 : 30  p.  m. 
Touro  Infirmary  Staff,  8 p.  m. 

Woman’s  Auxiliary,  Orleans  Club,  3 p.  m. 
May  15.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

May  16.  Scientific  Meeting,  Orleans  Parish  Medi- 
cal Society  with  the  New  Orleans  Gyne- 
cological and  Obstetrical  Society,  8 p.  m. 
I.  C.  R.  R.  Hospital  Staff,  12  noon. 

May  19.  Hotel  Dieu  Staff,  8 p.  m. 

Clinico-pathologic  Conference,  Baptist 
Hospital,  8 p.  m. 

May  20.  Charity  Hospital  Medical  Staff,  8 p.  m. 
May  21.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1 :30  p.  m. 
Charity  Hospital  Surgical  Staff,  8 p.  m. 
The  Orleans  Tuberculosis  Hospital  Staff, 
8 p.  m. 

May  22.  Clinico-pathologic  Conference,  Touro  In- 
firmary, 11:15  a.  m.  to  12:15  p.  m. 

May  27.  Baptist  Hospital  Staff,  8 p.  m. 

May  28.  Clinico-pathologic  Conference,  Charity 
Hospital  Morgue  Amphitheater,  1 :30  p.  m. 
French  Hospital  Staff,  8 p.  m. 

May  30.  L.  S.  U.  Faculty  Club,  8.  m. 

New  Orleans  Dispensary  for  Women  and 
Children  Staff,  8 p.  m. 


NEWS  ITEMS 

Dr.  Conrad  G.  Collins  addressed  the  postgradu- 
ate assembly  of  the  Southeastern  Surgical  Con- 
gress in  Richmond,  March  10. 


Dr.  Hilliard  E.  Miller  was  recently  elected  presi- 
dent of  the  American  Gynecological  Club,  an  or- 
ganization with  thirty  American  and  ten  foreign 
members.  The  next  meeting  will  be  held  in  New 
Orleans,  February,  1942. 


Dr.  B.  Bernard  Weinstein  was  recently  elected 
first  grand  chancellor  of  Phi  Lambda  Kappa,  na- 
tional medical  fraternity. 


Two  members  of  the  Society  addressed  the  recent 
meeting  of  the  Rapides  Medical  Society.  Dr.  Gil- 
bert C.  Anderson  presented  a paper  on  the  “Man- 
agement of  Acute  Cerebral  Emergencies.”  Dr. 
Mims  Gage  presented  a paper  on  “Acute  Throm- 
botic Surgery.” 


Drs.  C.  Grenes  Cole,  Conrad  G.  Collins,  C.  Gor- 
don Johnson,  P.  T.  Talbot,  and  T.  A.  Watters  at- 
tended a meeting  of  the  Washington  Parish  Medi- 
cal Society,  Bogalusa,  February  27.  Dr.  Johnson 
presented  a paper  on  “Pelvic  Pain.” 


Dr.  Marx  D.  Sterbcow  was  recently  installed  as 
president  of  the  Young  Men’s  Progressive  Club. 
Dr.  Sydney  Jacobs  was  toastmaster  at  the  meeting. 


Dr.  J.  0.  Weilbaecher,  Jr.  presided  at  the  recent 
meeting  of  the  New  Orleans  Graduate  Medical 
Assembly. 


The  following  members  of  the  Orleans  Parish 
Medical  Society  presented  papers  at  the  Clarks- 
dale  and  Six  Counties  Medical  Society  in  Clarks- 
dale,  March  12:  Dr.  Donovan  C.  Browne,  “Chronic 
Ulcerative  Colitis — Its  Diagnosis  and  Treatment”; 
Dr.  C.  Barrett  Kennedy,  “Seborrheic  Dermatitis 
and  Acne  Vulgaris”;  Dr.  Eugene  B.  Vickery, 
“Modern  Chemotherapy  of  the  Urinary  Tract”; 
Dr.  Ambrose  Storck,  “Preventive  and  Prophylactic 
Aspects  of  Penetrating  Wounds  of  the  Abdomen.” 


Dr.  T.  A.  Watters  presented  a paper  on  “Sexual 
Difficulties  in  Women”  at  the  recent  meeting  of 
the  Washington  Parish  Medical  Society  in  Boga- 
lusa. 


At  a recent  meeting  in  Atlanta  of  psychiatrists 
serving  on  the  Medical  Advisory  Board  of  the 
Fourth  Corps  Area,  Dr.  T.  A.  Watters  spoke  on 
“Schizophrenic  and  Related  Personalities.” 


Dr.  Alton  Ochsner  was  named  president-elect  of 
the  Southeastern  Surgical  Congress. 


Dr.  Ochsner  presented  a paper  on  the  “Recent 
Developments  and  Modern  Management  of  Ulcer 
of  the  Stomach  and  Duodenum  with  Special  Refer- 
ence to  Hemorrhage,”  at  the  Sectional  Meeting  of 
the  American  College  of  Surgeons  in  Pittsburgh, 
March  17-19. 

At  a recent  meeting  of  the  Southeastern  Branch 
of  the  Amei’ican  Urological  Association  at  Jackson- 
ville, Dr.  Robert  F.  Sharp  was  elected  to  the  execu- 
tive committee.  Other  members  attending  this 
meeting  were  Drs.  Hugh  T.  Beacham,  William  A. 
Reed  and  Eugene  B.  Vickery. 


Dr.  Daniel  N.  Silverman  addressed  the  Harris 
County  Medical  Society,  in  Houston  on  March  19. 
The  title  of  his  paper  was  “The  Application  of 
Plasma  Therapy  to  Gastrointestinal  Diseases.” 


TREASURER’S  REPORT 


Bank  balance,  February  28,  1941 $5,504.91 

March  credits  1,774,37 

Total  credits  $7,279.28 

March  expenditures  1,106.14 

Actual  book  balance,  March  31,  1941 $6,173.14 


Edwin  L.  Zander,  M.  D., 

Secretary. 
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CALENDAR 


PARISH  AND  DISTRICT  ME  DIGAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


NEW  OFFICERS 

Dr.  Emmet  L.  Irwin,  New  Orleans,  was  selected 
president-elect  by  the  State  Medical  Society  at 
the  Shreveport  meeting.  Dr.  R.  T.  Lucas,  of 
Shreveport,  was  selected  first  vice-president,  and 
he  and  other  officers,  except  the  president,  were 
installed  Wednesday  morning,  April  23.  Dr.  C. 
Grenes  Cole  retired  as  president,  and  Dr.  King 
Rand,  Alexandria,  took  office  as  president  this 
year. 

Other  officers  selected  by  the  House  of  Dele- 
gates are:  Dr.  H.  B.  Alsobrook,  New  Orleans, 
second  vice-president;  Dr.  R.  F.  Sharp,  New  Or- 
leans, third  vice-president.  Dr.  J.  Q.  Graves,  Mon- 
roe, was  elected  delegate  to  the  American  Medical 
Association,  with  Dr.  Boni  de  Laureal,  New  Or- 
leans, as  alternate. 

Four  of  the  eight  state  Councilors  now  serving 
came  up  for  re-election  and  were  unanimously 
returned  to  their  offices  for  two  years.  They 
are:  Third  District,  Dr.  C.  C.  deGravelles,  New 
Iberia;  Sixth  District,  Dr.Rhett  McMahon,  Baton 
Rouge;  Seventh  District,  Dr.  Claude  A.  Martin, 
Welsh;  Eighth  District,  Dr.  W.  F.  Couvillion, 
Marksville. 

The  following  committees  were  elected:  Scien- 
tific Work;  Dr.  P.  T.  Talbot,  chairman;  Drs.  A.  E. 
Fossier  and  F.  E.  LeJeune.  Public  Policy  and 
Legislation:  Dr.  R.  B.  Harrison,  chairman;  Drs. 
H.  B.  Alsobrook,  Rhett  McMahon,  King  Rand 
(president);  P.  T.  Talbot,  ( secretary- treasurer ) . 
Journal:  Drs.  H.  W.  Kostmayer  and  L.  A.  Le 
Doux  to  succeed  themselves,  Dr.  James  K.  Howies 
to  serve  the  unexpired  term  of  Dr.  Lanford.  Med- 
ical Defense:  Dr.  W.  A.  Ellender. 

As  the  list  of  officers  has  been  published  after 
the  Journal  had  gone  to  press,  no  further  details 
could  be  given  at  this  time  but  will  be  elaborated 
on  in  the  next  issue. 

o 

LAFOURCHE  VALLEY  MEDICAL  SOCIETY 

A meeting  was  held  on  March  26,  1941,  in 
Thibodaux  at  the  Ridge  Cafe.  The  following  pro- 
gram was  presented: 

“Differential  Diagnosis  of  Blood  Dyscrasias,” 
by  Dr.  C.  J.  Tripoli;  “Some  Interesting  Observa- 


tions in  the  Use  of  the  Gastroscope,”  by  Dr.  Don- 
ovan C.  Browne. 

After  a very  interesting  and  liberal  discussion 
there  was  served  a sumptuous  meal.  A fine  at- 
tendance added  zest  to  an  enjoyable  evening. 
The  State  Society  and  Orleans  Parish  Medical 
Society  were  represented  by  Drs.  C.  Grenes  Cole, 
H.  R.  Unsworth,  Robert  A.  Katz  and  P.  T.  Talbot, 
in  addition  to  the  essayists. 

o 

PLASMA  BANK 

The  Baptist  Hospital  is  ready  to  furnish  human 
plasma  for  intravenous  therapy,  prepared  accord- 
ing to  the  method  advocated  by  the  National  In- 
stitute of  Health,  Washington,  D.  C.  This  plasma 
is  prepared  and  labeled  according  to  type,  and 
also  pooled.  Plasma  is  prepared  in  undiluted 
form;  and  also  50  per  cent  plasma  with  saline; 
and  50  per  cent  plasma  with  5 per  cent  dextrose, 
in  saline.  The  undiluted  plasma  is  kept  accord- 
ing to  separate  type;  and  the  50  per  cent  plasma 
is  all  types  pooled. 

The  price  is  $35.00  for  a pint  of  undiluted 
plasma,  and  $25.00  for  a pint  of  50  per  cent 
plasma  with  saline,  or  saline  and  dextrose. 

If  a recipient  will  furnish  the  Hospital  with 
blood  donors  to  replace  the  plasma,  we  will  credit 
the  account  with  $5.00  for  each  donor  whose 
blood  is  taken,  not  to  exceed  four  donors  in  any 
one  case. 

o 

DRAFT  EXAMINATIONS 

The  following  is  the  report  of  the  examinations 
of  prospective  draftees  in  the  state  of  Louisiana, 
as  of  March  27,  1941. 

CALLED  REJECTED  INDUCTED 


Call 

No. 

1... 

White  Colored  White  Colored  White  Colored 

...  336  156  19  5 317  151 

Call 

No. 

2... 

...  649 

460 

35 

21 

607 

439 

Call 

No. 

3... 

...1618 

470 

81 

19 

1483 

405 

Call 

No. 

4... 

...1050 

177 

43 

11 

780 

150 

Total  .. 

...3653 

1263 

178 

56 

3187 

1145 

Total  white  rejections 4.9  per  cent 

Total  colored  rejections 4.4  per  cent 

Average  rejections  4.8  per  cent 
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To  March  1,  1941:  White  Col’d. 

Physically  examined  by  L.  B.  ex- 
amining physicians  9639  8132 

Number  passing  physical  examina- 
tion   6031  5127 

Per  cent  passing 62.56  63.04 

Per  cent  failing 37.44  36.96 

Total  per  cent  failing  to  pass  phy- 
sical examination  by  examniing 
physicians  and  induction  station  42.37  41.36 

o 


I AM  AN  AMERICAN  DAY 
The  President  of  the  United  States,  at  the  re- 
quest of  Congress,  has  issued  a proclamation 
making  May  18  the  “I  Am  An  American  Day.” 
In  celebration  of  this  day,  numerous  ceremonies 
and  celebrations  sponsored  by  national  local  or- 
ganizations of  a patriotic,  civil  and  fraternal 
type  will  be  held  throughout  the  country. 

o 

NEWS  ITEMS 

Dr.  W.  W.  Leake,  former  superintendent  of 
Charity  Hospital  for  a period  of  seven  years  and 
for  many  years  director  of  the  I.  C.  Hospital, 
has  been  made  chief  surgeon  of  the  I.  C.  Railroad. 
Dr.  Leake  will  make  his  headquarters  in  Chicago 
and  will  leave  New  Orleans  about  the  first  of 
May. 


Dr.  Henry  W.  E.  Walther  spoke  before  the 
Northeastern  Mississippi  Medical  Society,  at  Tu- 
pelo, on  April  14,  the  subject  being  “Spastic  Ureter- 
itis in  Women.” 


The  seventeenth  annual  convention  of  the  Lou- 
isiana Hospital  Association  was  held  in  New  Or- 
leans April  16-19,  1941,  with  Dr.  A.  J.  Hockett 
presiding.  A most  interesting  program  was  pre- 
sented. 


The  eighth  annual  meeting  of  the  American 
Rheumatism  Association  will  be  held  at  the  Hotel 
Cleveland,  Cleveland,  Ohio,  June  2,  starting  at  9 
o’clock.  Following  the  day’s  session  the  annual 
dinner  will  be  held  at  7 :30.  An  interesting  pro- 
gram is  provided  for  those  who  are  interested  in 
the  problems  of  arthritis  and  rheumatoid  condi- 
tions in  general. 


The  seventeenth  scientific  meetings  of  the 
American  Heart  Association  will  be  held  May  30- 
31,  1941,  at  the  Hotel  Statler,  Cleveland,  Ohio. 


The  annual  meeting  of  the  American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  in  the 
Hotel  Statler,  Boston,  Massachusetts,  May  12-14, 
1941,  instead  of  the  date  originally  announced. 


The  American  Medical  Golfing  Association’s 
Twenty-Seventh  Annual  Tournament  will  be  held 
at  Cleveland  Country  Club-Pepper  Pike  Club, 
Cleveland,  Ohio,  Monday,  June  2,  1941.  Two 


famous  championship  courses  and  a beautiful  club- 
house await  the  nation’s  medical  golfers  in  Cleve- 
land on  the  occasion  of  the  A.  M.  A.  Convention. 

Some  250  of  the  1,413  Fellows  of  the  A.  M.  G. 
A.  are  expected  to  take  part  in  this  36-hole  com- 
petition. Each  contestant  will  play  both  courses. 
The  hours  for  teeing  off  are  from  7:30  a.  m. 
to  2:00  p.  m. 

The  sixty  prizes,  in  the  nine  events,  will  be 
distributed  after  the  banquet  at  the  Cleveland 
Country  Clubhouse  at  7:00  p.  m. 


Plans  are  on  foot  to  have  a bowling  tourna- 
ment during  the  next  meeting  of  the  American 
Medical  Association.  It  is  hoped  that  teams  can 
be  formed  representing  various  states.  Physicians 
who  are  interested  in  bowling  should  contact  Dr. 
Lewis  W.  Bremerman,  1709  West  8th  Street, 
Los  Angeles,  California. 


The  forty-third  annual  meeting  of  the  Medical 
Library  Association  will  be  held  at  the  University 
of  Michigan  Medical  School,  Ann  Arbor,  Michi- 
gan, on  Thursday,  Friday  and  Saturday,  May  29- 
31,  1941,  under  the  presidency  of  Col.  Harold  W. 
Jones,  of  the  Army  Medical  Library,  Washing- 
ton, D.  C.  Hotel  headquarters  will  be  at  the 
Michigan  Union.  The  program  will  include  papers 
on  the  Cooperation  of  Libraries,  Union  Cata- 
logues, Medical  History,  and  Industrial  Medicine. 


The  annual  scientific  meeting  of  the  National 
Gastroenterological  Association  will  be  held  in 
New  York,  May  13-16,  1941,  with  headquarters 
at  the  Hotel  Commodore. 

o 

LOUISIANA  CONFERENCE  OF  SOCIAL 
WELFARE 

The  annual  meeting  will  be  held  in  New  Or- 
leans at  the  Jung  Hotel,  May  1-3.  An  interesting 
and  variegated  program  has  been  provided  for 
this  meeting. 

o 

INFECTIOUS  DISEASES  IN  LOUISIANA 
The  morbidity  report  of  the  Bureau  of  Epi- 
demiology of  the  Louisiana  State  Department  of 
Health  for  the  week  ending  March  15  showed  the 
following  diseases  in  numbers  greater  than  ten: 
125  cases  of  syphilis,  77  of  gonorrhea,  76  of  in- 
fluenza, 61  of  measles,  34  of  pulmonary  tuber- 
culosis, 33  of  pneumonia,  14  of  scarlet  fever,  13 
of  cancer  and  10  of  chickenpox.  A case  of  polio- 
myelitis was  reported  from  St.  Martin  Parish  and 
two  cases  of  tularemia  from  St.  James.  For  the 
next  week  ending  March  22  there  were  136  cases 
of  syphilis,  120  of  measles,  43  of  chickenpox,  39 
of  pneumonia,  29  of  gonorrhea,  22  of  hookworm, 
16  of  cancer,  and  13  of  whooping  cough.  The 
Parish  of  Iberville  reported  a case  of  typhus  fever. 
The  large  number  of  cases  of  measles  should  be 
noted;  this  must  be  a nationwide  epidemic  as 
large  numbers  of  cases  are  being  reported  all 
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over  the  United  States.  For  the  thirteenth  week 
of  the  year,  ending  March  29,  there  were  listed 
100  cases  of  syphilis,  69  of  measles,  39  of  pneu- 
monia, 33  of  pulmonary  tuberculosis,  19  of  gon- 
orrhea, 16  of  hookworm  and  of  cancer,  15  of 
chickenpox  and  12  of  whooping  cough.  Of  the 
rare  diseases,  smallpox  was  reported  in  one  in- 
stance in  Caddo  Parish.  For  the  week  closing 
April  5,  145  cases  of  syphilis  were  listed,  followed 
by  94  of  measles,  84  of  gonorrhea,  27  of  pneu- 
monia, 18  of  chickenpox,  14  of  pulmonary  tuber- 
culosis, 13  of  cancer,  and  11  each  of  influenza 
and  rabies  (in  animals).  Two  cases  of  polio- 
myelitis were  reported  from  Lincoln,  and  one  of 
typhus  fever  in  Orleans.  For  the  week  ending 
April  12,  for  the  first  time  in  many  weeks  some 
disease  other  than  syphilis  occurred  in  greatest 
number  in  Louisiana,  167  cases  of  measles  being 
reported;  followed  by  148  of  syphilis,  35  of  gon- 
orrhea, 30  of  pneumonia,  28  of  septic  sore  throat, 
22  of  hookworm,  20  of  influenza,  16  of  pul- 
monary tuberculosis,  15  of  malaria,  and  11  of 
chickenpox.  Smallpox  was  found  in  one  instance 
in  Orleans  Parish;  one  case  of  tularemia  was  also 
reported. 

o 

HEALTH  OF  NEW  ORLEANS 

The  Bureau  of  the  Census,  U.  S.  Department 
of  Commerce,  reports  that  for  the  week  ending 
March  15  there  occurred  144  deaths  in  the  City 
of  New  Orleans  as  contrasted  with  147  deaths 
the  previous  week;  of  these  89  were  in  the  white 
and  55  in  the  negro  population,  and  17  in  children 
under  one  year  of  age.  In  the  following  week, 
ending  March  22,  149  deaths  took  place,  appor- 
tioned 80  white  and  69  negro,  with  17  deaths  in 
infants.  For  the  week  ending  March  29,  136 
deaths  were  reported,  of  which  8 took  place  in 
infants,  divided  88  white  and  48  negro.  There 
was  a sharp  drop  in  the  number  of  deaths  in  the 
week  ending  April  5,  116  citizens  expiring,  due 
in  part  to  the  fact  that  only  three  deaths  occurred 
in  children  under  one  year  of  age.  The  drop  in 
the  death  rate  was  about  equal  in  both  races. 

o 

WOMAN’S  AUXILIARY 
Louisiana  State  Medical  Society 

President — Mrs.  Aynaud  F.  Hebert,  New  Or- 
leans. 

President-elect — Mrs.  Clarence  B.  Erickson, 
Shreveport. 

First  Vice-president — Mrs.  H.  O.  Barker,  Alex- 
andria. 

Second  Vice-president — Mrs.  Cecil  O.  Lorio, 
Baton  Rouge. 

Third  Vice-president — Mrs.  B.  L.  Cook,  Minden. 

Fourth  Vice-president — Mrs.  R.  W.  O’Donnell, 
Monroe. 

Treasurer — Mrs.  Daniel  Murphy,  New  Orleans. 


Recording  Secretary  — Mrs.  Rhodes  Spedale, 
Plaquemine. 

Corresponding  Secretary — Mrs.  Charles  Hume, 
New  Orleans. 

o 

PRESIDENT’S  ANNUAL  REPORT 

I come  before  you  to  express  my  appreciation 
for  the  privilege  of  being  your  president  for  the 
past  year,  and  to  render  an  account  of  my 
achievements. 

Twelve  months  ago  this  office  appeared  to  me 
as  a long,  long  climb,  but  a steady  application  to 
duty  and  your  loyal  cooperation  have  brought  us 
to  the  conclusion  of  another  year.  It  has  been 
one  of  pleasure,  problems  and  anxieties,  but 
through  it  all  has  been  woven  a golden  thread  of 
friendship,  cooperation  and  understanding. 

The  routine  work  of  the  office  has  been  car- 
ried out  to  the  best  of  my  ability.  No  radical 
changes  of  policy  were  planned  or  attempted. 
Each  year  the  work  of  this  office  becomes  greater, 
the  problems  facing  the  medical  profession  have 
increased  our  potential  achievements. 

As  doctors’  wives  we  should  acquaint  ourselves 
with  the  trends  in  propaganda  and  in  proposed 
legislation  which  affect  the  medical  profession. 
We  are  living  in  a time  when  alert  intelligence 
and  devoted  attention  afford  the  only  hope  of 
security. 

If  every  Parish  Medical  Society  should  an- 
nounce its  desire  for  an  auxiliary,  not  only  would 
its  own  membership  be  increased  but,  also,  a de- 
cided change  in  health  programs  in  its  community 
would  be  noted.  The  Auxiliary,  more  than  any 
other  woman’s  organization,  is  informed  on  health 
questions,  has  the  best  interest  of  the  medical 
profession  at  heart,  loves  its  traditions  and  ideals 
and  is  determined  to  uphold  its  high  standards. 

At  the  beginning  of  our  fiscal  year,  the  pro- 
gram was  submitted  to  the  State  President  of 
the  Medical  Society,  Dr.  C.  Grenes  Cole,  and  our 
Advisory  Council,  Dr.  John  H.  Musser,  Chairman, 
and  Dr.  Paul  D.  Abramson.  The  activities  for 
the  year  have  included:  Organization,  periodic 
health  examinations,  Hygeia,  aid  to  indigent 
physicians’  fund,  anti-tuberculosis  campaign,  doc- 
tor’s day,  anti-cancer  campaign  and  circulation  of 
bulletin.  During  my  term  of  office  I have  en- 
joyed the  fullest  cooperation  from  our  Advisory 
Council  and  from  every  officer,  committee  chair- 
man and  councilor. 

In  planning  my  traveling  during  the  year,  I 
have  tried,  whenever  possible,  to  visit  the  parish 
auxiliary  at  the  time  of  their  regular  meeting. 
This  necessitated  trips  across  the  State  several 
times,  aside  from  traveling  through  the  state  in 
organization  work.  It  was  my  privilege  to  visit 
every  auxiliary  in  the  State,  it  was  most  gratify- 
ing to  note  the  steady  growth  and  interest.  In 
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each  parish  I was  extended  a most  gracious  and 
hearty  welcome,  often  I was  an  overnight  guest 
of  one  of  the  members;  I am  deeply  grateful  for 
your  hospitality. 

This  year  has  given  me  something  that  neither 
time  nor  adversity  can  take  away,  it  has  brought 
me  some  of  the  happiest  experiences  and  many 
friendships  which  I shall  treasure  always.  If  any- 
thing of  worth  has  come  from  this  year,  the  credit 
is  not  mine,  but  belongs  to  all  of  my  co-workers, 
from  the  official  family  to  the  newest  member  in 
the  newest  parish  auxiliary.  To  all  of  them  go 
my  heartfelt  thanks,  not  only  for  their  inspiring- 
cooperation,  but  also  for  the  supreme  privilege  of 
serving  them. 

The  outstanding  event  of  the  year  was  the 
visit  of  our  National  and  Southern  Presidents, 
Mrs.  V.  E.  Holcombe  and  Mrs.  M.  Pinson  Neal, 
who  inspired  us  with  their  vision  of  Auxiliary 
work.  Our  personal  contact  with  their  gracious 
personalities  makes  us  appreciate  the  caliber  of 
our  National  and  Southern  officers. 

One  of  the  joyful  anticipations  of  Auxiliary 
members  each  year  is  the  State  Convention  with 
its  annual  opportunity  for  friendly  greetings,  and 
exchange  of  ideas  for  further  developments  of 
our  beloved  organization.  An  inspiration  received 
at  the  State  Convention  is  often  the  background 
for  the  greater  progress  in  a parish  organization. 
Much  credit  is  due  the  general  chairman,  Mrs.  J. 
E.  Heard  and  her  co-workers  for  a most  delight- 
ful convention. 

At  the  close  of  this  report  is  appended  a de- 
tailed list  of  the  work  done  throughout  the  year. 

Organization — Mrs.  W.  D.  Simmons,  Chairman, 
with  the  assistance  of  our  Councilors,  is  pleased 
to  announce  the  organization  of  four  new  Auxi- 
liaries, namely:  East  Baton  Rouge,  Iberia,  Ascen- 
sion and  Acadia  parishes.  We  now  have  a total 
membership  of  736,  an  increase  of  140  over  last 
year. 

Public  Relations — Mrs.  John  D.  Frazar,  Chair- 
man, mailed  out  over  one  hundred  communications 
to  parish  auxiliaries  in  the  form  of  letters,  ques- 
tionnaires and  postal  cards  in  regards  to  public 
relations  work.  Seventeen  parishes  have  been 
active,  they  report  having  talks  by  local  physi- 
cians, some  subjects  used  were:  Medical  care  of 
soldiers,  platform  of  the  A.  M.  A.,  cancer,  ma- 
ternal welfare,  socialized  medicine  and  health 
lectures  to  P.  T.  A.  Every  organization  in  the 
state  was  reached  in  some  way  by  chairmen  of 
this  committee. 

Program — Mrs.  A.  G.  McHenry,  Chairman,  sent 
the  program  suggestions  given  by  National,  to  all 
parish  auxiliaries.  Eighteen  meetings  were  held 
during  the  year  dealing  with  health  subjects,  they 
were:  Tuberculosis,  current  events  in  medicine, 
maternal  welfare,  articles  from  Hygeia  and  the 
Bulletin,  and  parliamentary  law  study.  Thirteen 
essays  on  health  were  given  in  high  schools.  Two 


parish  auxiliaries  had  Christmas  parties  and  one 
an  annual  Garden  party. 

Hygeia — Mrs.  Creighton  Shute,  Chairman.  Our 
efforts  were  to  have  every  auxiliary  member  a 
reader  of  Hygeia  and  we  have  placed  it  in  schools, 
libraries,  doctors’  offices  and  beauty  salons,  and 
auxiliaries  have  sponsored  school  essay  contests. 
The  Chairman  reports  116  subscriptions  to  Hygeia. 

Indigent  Physicians’  Fund — Mrs.  W.  R.  Harwell, 
Chairman,  reports  contributions  from  eight  par- 
ishes, total  amount  $40.00. 

Exhibits — Mrs.  John  S.  Dunn,  Chairman,  sent 
letters  to  all  Parish  presidents  explaining  the  need 
for  their  having  an  exhibit  at  the  State  Medical 
Convention,  and  the  forms  these  might  take.  Lit- 
erature sent  out  by  the  National  Chairman  of 
Exhibits  was  distributed.  A State  Exhibit  has 
been  prepared,  showing  the  projects  of  the  auxil- 
iary, and  it  will  be  sent  to  the  annual  meeting  of 
the  Woman’s  Auxiliary  to  the  A.  M.  A. 

Historian — Mrs.  Edgar  Burns,  Chairman,  re- 
ports the  history  of  the  State  Auxiliary  from  its 
organization  in  1929  up  to  May,  1940,  which  was 
written  up  and  placed  on  file  with  the  National 
Auxiliary  records  to  be  published  in  book  form 
at  some  future  time  with  the  history  of  other 
State  Auxiliaries.  A new  History  Book  has  been 
started  and  the  Parish  Auxiliaries  have  cooper- 
ated by  sending  material. 

Press  and  Publicity — Mrs.  J.  W.  Rosenthal, 
Chairman,  has  published  news  concerning  the  ac- 
tivities of  parish  auxiliaries  each  month;  also,  the 
report  of  A.  M.  A.  Convention  and  the  Exhibits 
of  A.  M.  A. ; an  article  on  Public  Relations  and 
on  the  Bulletin.  We  wish  to  thank  the  New  Or- 
leans Medical  and  Surgical  Journal  and  Dr.  P.  T. 
Talbot,  manager,  for  the  courtesies  extended  us. 

Archives — Mrs.  Dan  Silverman,  Chairman,  re- 
jDorts  having  filed  all  data  and  material  given  her. 

Bulletin— Mrs.  Jules  M.  Davidson,  Circulation 
Chairman,  wrote  each  parish  auxiliary  president, 
sending  literature  and  suggesting  that  chairmen 
be  appointed.  Every  effort  was  put  forth  in  try- 
ing to  interest  each  member.  Our  state  quota 
was  140.  We  secured  48  subscriptions. 

Printing  and  Supplies — Mrs.  Rhodes  Spedale, 
Chairman,  had  800  Year  Books  printed  and  mailed 
one  to  each  member  of  the  State  Auxiliary,  to 
National  and  Southern  Presidents,  Advisory  Coun- 
cil, President  of  State  Medical  Society  and  the 
New  Orleans  Medical  and  Surgical  Journal. 

Doctors’  Day — Mrs.  J.  Earl  Clayton,  Chairman, 
reports  all  parish  auxiliaries  observed  Doctor’s 
Day  with  appropriate  ceremonies. 

Legislation — Mrs.  C.  Grenes  Cole,  Chairman. 
National  programs  on  Legislation  were  sent  to  all 
parish  auxiliaries.  The  Louisiana  State  Medical 
Society  asked  the  auxiliary  to  refrain  from  taking 
part  in,  or  sponsoring  any  matters  pertaining  to 
legislation.  This  Committee  has  had  nothing  be- 
fore it  for  consideration. 
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Revision  of  By-Laws — Mrs.  James  W.  Warren, 
Chairman.  There  has  been  no  request  for  a 
change  in  the  by-laws  of  the  State  Auxiliary  this 
year,  therefore  she  has  no  report. 

We  have  24  auxiliaries,  their  meetings  are  en- 
thusiastic and  well  attended.  The  philanthropic 
activities  carried  on  by  our  auxiliaries  are  many 
and  varied,  practically  all  of  them  having  a med- 
ical significance.  They  include  the  making  of 
layettes,  donation  of  eye  glasses  for  indigent 
children,  assistance  in  anti-tubercular  and  anti- 
cancer campaigns,  sale  of  Christmas  Seals  and 
also  Easter  Seals  for  Crippled  Children’s  Associa- 
tion, Red  Cross  work  such  as  sewing,  knitting, 
and  making  surgical  dressings.  Several  auxil- 
iaries gave  donations  toward  the  British  Ambu- 
lance Fund  and  assistance  to  other  worthwhile 
causes. 

I have  traveled  6,201  miles  in  visiting  and  or- 
ganizing parish  auxiliaries.  During  the  year  I 
have  written  589  letters,  235  postal  cards  and 
sent  out  Delegate  and  Alternate  cards.  I wrote 
an  article  for  the  winter  News  Bulletin  and  one 
for  the  Convention  issue.  I have  written  reports 
for  each  of  the  board  meetings,  including  that 
of  the  National  board.  A state  Executive  Board 
meeting  was  held  on  February  6,  with  an  attend- 
ance of  twenty. 

Each  parish  president  was  sent  the  four  issues 
of  the  News  Bulletin  and  24  copies  of  the  Revised 
Handbook  were  distributed  among  the  newer  of- 
ficers and  chairmen. 

A Corresponding  Secretary,  Mrs.  Herbert  Can- 
non, was  appointed.  After  a short  time  it  was 
necessary  for  her  to  resign. 

I commend  our  treasurer,  Mrs.  M.  C.  Wiginton, 
for  the  excellent  work  she  has  done  throughout 
the  year. 

I wish  to  express  my  appreciation  to  the  Re- 
cording Secretary,  Mrs.  P.  A.  Donaldson,  for  be- 
ing present  at  both  Executive  Board  meetings 
and  recording  same  so  efficiently. 

Thanks  are  extended  to  Mrs.  Arthur  Herold  for 
the  magnificent  way  in  which  she  has  served  as 
Parliamentarian. 

Again  thanks  and  continued  success  for  my 
successor,  Mrs.  Aynaud  Hebert  of  New  Orleans. 

Mrs.  Roy  Carl  Young,  President. 

o 

TANGIPAHOA  PARISH 

The  Woman’s  Auxiliary  to  the  Tangipahoa 
Medical  Society  entertained  on  February  13,  at 
a delightful  tea  honoring  the  State  President, 
Mrs.  Roy  Carl  Young  of  Covington,  at  the  home 
of  Mrs.  M.  C.  Wiginton,  Hammond,  La. 

Mrs.  V.  J.  Gautreaux,  President,  presided  over 
the  meeting  and  musical  program  which  followed. 
Mrs.  Young  gave  a splendid  talk  on  “The  Place 
Which  the  Doctor’s  Wife  May  Hold  in  the  Com- 
munity,” and  the  help  given  to  its  members  by  the 
Woman’s  Auxiliary. 


Following  the  meeting  a musical  program  and 
tea  were  enjoyed  by  the  guests.  Among  those 
present  were  members  of  Orleans  Parish,  Iberville, 
St.  Tammany  and  Second  District.  It  was  a de- 
lightful affair. 

Respectfully  submitted, 

Mrs.  Edgar  Burns. 

o 

ASCENSION  PARISH 

The  wives  of  the  Ascension  Parish  doctors  were 
invited  to  a “Coffee”  given  by  Mrs.  Rhodes 
Spedale  of  Plaquemine,  in  honor  of  Mrs.  Roy 
Carl  Young,  President  of  the  Woman’s  Auxiliary 
to  the  Louisiana  State  Medical  Society. 

Much  to  our  surprise  Mrs.  Martin  suggested 
that  Ascension  Parish  organize  while  Mrs.  Young 
was  with  us.  Since  no  plans  had  been  made  for 
these  ladies  to  organize,  Mrs.  Baker  suggested 
that  organization  be  postponed  until  permission 
is  obtained  from  the  Medical  Society.  Mrs.  Mar- 
tin stated  that  the  doctors  had  no  objections  and 
to  organize  now,  and  should  the  doctors  object 
they  could  always  disband. 

Mrs.  Young  then  outlined  aims  and  purposes 
of  the  auxiliary  and  procedure  of  organization 
followed. 

Mrs.  D.  T.  Martin  of  Donaldsonville  was  elected 
President;  Mrs.  Percy  LeBlanc,  Donaldsonville, 
Vice-president;  Mrs.  M.  Epstein  of  Gonzales, 
Secretary  and  Treasurer. 

Mrs.  Young  then  turned  the  meeting  over  to 
Mrs.  Martin.  Mrs.  Martin’s  first  motion  was  to 
appoint  Mrs.  F.  E.  Baker,  of  Gonzales,  as  Pub- 
licity Chairman. 

It  was  decided  that  a meeting  be  held  at  the 
home  of  the  President  on  Tuesday,  March  11,  to 
draw  up  the  constitution  and  by-laws,  to  collect 
dues,  to  appoint  delegates  to  the  convention  which 
was  held  in  Shreveport,  April  21-23,  and  to  select 
a regular  meeting  day. 

Due  to  the  wives  accompanyinng  their  husbands 
to  the  Postgraduate  Medical  Assembly  meeting  in 
New  Orleans,  Mrs.  F.  E.  Baker,  Gonzales,  Mrs. 
M.  Epstein,  Gonzales,  Mrs.  D.  T.  Martin,  Donald- 
sonville, and  Mrs.  E.  A.  Schexnayder,  Donaldson- 
ville, were  the  only  ones  present. 

Mrs.  Young  then  most  heartily  welcomed  the 
Woman’s  Auxiliary  to  the  Ascension  Parish  Medi- 
cal Society  into  the  State  Auxiliary  and  wished 
them  many  happy  and  interesting  hours  of  Aux- 
iliary work  together. 

Respectfully  submitted, 

Zoe  Spedale,  Acting  Secretary. 


On  Tuesday,  March  11,  1941,  the  Woman’s 
Auxiliary  to  the  Louisiana  State  Medical  Society 
of  Ascension  Parish  met  at  the  home  of  Mrs.  Daw- 
son Martin  in  Donaldsonville. 

The  proposed  constitution  and  by-laws  were 
read  and  set  aside  for  further  study  before 
adoption. 
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Mrs.  Martin  was  appointed  as  delegate  to  the 
convention  in  Shreveport,  with  Mrs.  Percy  Le 
Blanc  acting  as  alternate. 

The  women  selected  the  second  Tuesday  in 
each  month  as  their  regular  meeting  day;  the 
meetings  to  be  held  at  the  homes  in  alphabetical 
order. 

The  dues  were  collected  for  the  year  from 
Mesdames  Dawson  Martin,  Percy  H.  LeBlanc,  Nel- 
son A.  Cox,  H.  A.  Folse,  Myer  Epstein,  and  F.  E. 
Baker. 

Visitors  from  other  towns  were  Mrs.  Rhodes  J. 
Spedale,  of  Plaquemine,  and  Mrs.  Frank  O.  Tom- 
eny  of  White  Castle. 

Ruth  Baker, 

Publicity  Chairman. 

o 

ACADIA  PARISH 

Holding  an  organization  meeting  for  wives  of 
the  doctors  of  Acadia  Parish,  a very  interesting 
and  representative  gathering  was  present  at  the 
home  of  Dr.  and  Mrs.  J.  P.  Mauboules  in  Rayne 
on  Tuesday  afternoon  for  an  enjoyed  session. 

Mrs.  Young,  of  Covington,  State  President  of 
the  Louisiana  auxiliary  unit  of  the  Medical  As- 
sociation, was  a special  guest  for  the  afternoon, 
coming  to  Rayne  to  assist  with  the  formation 
of  the  Acadia  parish  organization.  She  outlined 
the  plans  and  purposes  of  the  new  unit  and  com- 


plimented the  Acadia  group  upon  such  a promis- 
ing entry  into  this  new  line  of  activity.  She 
was  accompanied  to  Rayne  by  Mrs.  Simmons  and 
Mrs.  Jones,  both  of  Covington,  who  were  special 
guests  for  the  afternoon. 

Officers  elected  who  will  serve  the  new  parish 
organization  are  as  follows:  Mrs.  J.  P.  Mauboules 
of  Rayne,  President;  Mrs.  H.  L.  Gardiner  of  Crow- 
ley, Vice-president;  Mrs.  E.  C.  Faulk  of  Rayne, 
Treasurer;  and  Mrs.  L.  L.  Kahn  of  Rayne,  Secre- 
tary. It  was  decided  that  regular  meetings  will 
be  held  on  the  second  Tuesday  of  each  month, 
these  sessions  to  alternate  between  the  various 
towns  in  the  parish.  The  twelve  members  pres- 
ent for  the  meeting  held  Tuesday  afternoon  in- 
cluded: Mrs.  H.  L.  Gardiner,  Mrs.  E.  S.  Peterman, 
Mrs.  F.  C.  Winn,  Mrs.  J.  W.  Faulk,  Mrs.  A.  R. 
Morgan  all  of  Crowley;  Mrs.  J.  S.  Bailey  and 
Mrs.  C.  L.  Keller  of  Church  Point;  Mrs.  G.  G. 
Fontenot,  Sr.  of  Morse;  Mrs.  E.  C.  Faulk,  Mrs. 
J.  P.  Mauboules,  and  Mrs.  L.  L.  Kahn  of  Rayne, 
and  Mrs.  C.  E.  Brunt  of  Iota. 

o 

This  is  the  LAST  CALL  for  reservations  for  the 
Nineteenth  Annual  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
which  will  be  held  at  Hotel  Carter  in  Cleveland, 
June  2-6.  All  Cleveland  extends  a hearty  wel- 
come to  you! 

Mrs.  Jonas  W.  Rosenthal, 

Press  and  Publicity  Chairman. 
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Berkeley  Moynihan:  By  Donald  Bateman.  New 

York,  The  Macmillan  Company,  1940.  Pp.  354. 

Price  $4.00. 

This  is  the  story  of  the  first  Baron  Moynihan  of 
Leeds,  in  his  day  a surgeon  of  international  repu- 
tation and  repute.  Sir  Berkeley  Moynihan  obtained 
his  high  standing  in  the  field  of  surgery  because  of 
certain  attributes  which  were  given  to  him  by  his 
ancestors  and  he  supplemented  these  with  a tre- 
mendous urge  to  succeed,  a willingness  to  work  hard 
and  a desire  for  accomplishment. 

The  biography  recounts  first  the  Moynihan  ances- 
tory.  Sir  Berkeley  was  the  son  of  an  English  army 
officer  who,  unlike  the  army  officers  of  his  day, 
did  not  have  an  independent  income  to  augment 
his  scanty  salary.  His  father  died  when  he  was  a 
boy  so  in  his  early  life  almost  dire  poverty  was  in 
the  home  of  Moynihan.  Through  the  help  of  a 
much  beloved  older  sister,  Moynihan  was  able  to 
obtain  a medical  education  and  from  then  on  his 
story  is  one  of  steady  success.  He  graduated  high 
in  his  medical  school  class,  obtained  some  good 
appointments  and  soon  he  had  a local  reputation 
which  brought  him  an  excellent  practice.  Because 
of  his  skill  as  a surgeon  and  his  apparently  charm- 


ing and  delightful  personality  he  rapidly  forged 
to  the  front  and  became  known  all  over  England. 
On  account  of  his  love  of  Leeds,  his  hometown,  and 
his  feeling  that  he  had  certain  obligations  to  this 
city,  Moynihan  never  became  a London  consultant 
except  to  a minor  degree.  He  felt  proud  of  the 
fact  he  was  a provincial  surgeon  and  consultant. 
Ultimately  he  did  have  office  hours  several  days 
a week  in  London  and  did  a fair  amount  of  oper- 
ating there,  but  truly  it  might  be  said  that  Leeds 
was  his  first  and  his  only  love. 

During  his  life  time  Sir  Berkeley  obtained  about 
every  honor  it  would  be  possible  for  an  English 
surgeon  to  obtain,  including  a baronetcy,  the  first 
medical  man  appointed  to  the  House  of  Lords  since 
the  time  of  Lister.  He  had  one  or  two  major  ambi- 
tions which  were  not  fulfilled,  but  on  the  whole 
his  life  was  one  of  accomplishment  and  satisfac- 
tion. 

In  addition  to  literary  and  scientific  honors,  his 
material  success  was  enormous.  He  charged  large 
fees  and  he  had  an  extremely  handsome  income. 
He  was  a wealthy  man  when  he  died  some  six  days 
after  the  death  of  his  wife  who  always  had  been 
his  confidante,  best  and  most  admired  friend,  and 
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the  maker  of  a home  life  which  appears  ideal. 

Moynihan  must  have  been  a delightful  man  to 
meet.  Extremely  handsome,  charming  in  manner, 
he  impressed  every  one  as  a radiant  personality  of 
force  and  character.  There  were  certain  faults 
in  this  man  which  should  be  noted  but  which  are 
slurred  over  by  his  biographer  who  describes  him 
almost  as  a god.  Moynihan  was  quite  vain;  he 
apparently  felt  and  often  showed  his  superiority 
over  his  fellowmen  and  he  had  practically  no  close 
friends.  The  later  years  of  his  life  he  dominated 
the  meeting,  the  festive  table  or  wherever  a group 
of  men,  or  women,  was  collected,  an  attribute 
which  would  seem  to  be  based  upon  conceit  and 
self-satisfaction.  But  these  few,  let  us  say  eccen- 
tricities, were  after  all  minor.  He  was  beloved  by 
his  patients  because  with  him  always  it  was  the 
patient  first.  He  was  truly  a doctor,  one  who 
loved  his  profession  and  had  the  deepest  sympathy 
for  his  sick  clientele. 

Sir  Berkeley  was  an  author  who  wrote  with 
vigor  and  with  charm  on  subjects  many  and  varied. 
The  excerpts  from  his  writings  are  a pleasure  to 
read.  His  fame  does  not  rest  upon  his  reputation 
as  an  author  nor  in  fact  upon  any  one  or  two  or 
three  achievements;  it  is  based  on  the  summation 
of  the  successful  performance  of  everything  that 
he  undertook. 

The  book  is  well  written;  the  author,  Donald 
Bateman,  sometimes  pens  such  panegyrics  that 
they  somewhat  lessen  the  value  of  the  book,  as  it 
does  not  seem  to  be  sufficiently  critical.  There  is 
much  mention  of  some  of  America’s  most  distin- 
guished surgeons;  Crile  and  W.  J.  Mayo  seem  to 
have  been  particular  friends  of  Sir  Berkeley.  It 
is  to  be  noted,  however,  that  on  pages  146-7  refer- 
ence is  made  to  Dr.  H.  W.  Keen.  This  most  famous 
American  surgeon’s  initials  happen  to  be  W.  W. 
and  not  H.  W.  This  is  an  insignificant  error  but 
it  might  be  that  other  mistakes  may  have  crept 
into  the  text  which  cannot  be  discovered  because 
of  lack  of  knowledge  of  England  and  of  familiar- 
ity with  British  doctors  and  surgeons. 

J.  H.  Musser,  M.  D. 


Treatment  of  Rheumatism  in  General  Practice:  By 
W.  S.  C.  Copeman,  M.  A.,  M.  D.,  B.  Ch.  (Cantab.) , 
F.  R.  C.  P.  (London).  Baltimore,  William  Wood 
& Company,  1939.  Pp.  276.  Price  $4.00. 

As  long  as  knowledge  of  rheumatism  is  incom- 
plete, treatment  empiric  and  the  literature  filled 
yearly  with  over  two  hundred  new  “cures,”  an 
evaluation  of  the  literature  for  clinicians,  by  a 
•clinician,  will  be  a valuable  addition  to  the  litera- 
ture. W.  S.  C.  Copeman  has  prepared  such  a 
review  and  qualified  this  summary  by  his  own  ex- 
perience plus  that  of  others.  It  should  sei-ve  a use- 
ful purpose  in  this  field. 

William  H.  Gillentine,  M.  D. 


Leprosy : By  Sir  Leonard  Rogers,  K.  C.  S.  I.,  C.  I. 
E.,  M.  D.,  F.  R.  C.  P.,  F.  R.  C.  S.,  F.  R.  S., 
I.  M.  S.,  (Retired)  and  Ernest  Muir,  C.  I.  E., 
M.  D.,  F.  R.  C.  S.  (Edinburgh).  Baltimore,  Wil- 
liam Wood  & Company,  1940.  Pp.  260.  Price 
$4.50. 

The  volume  before  us,  prepared  by  two  of  the 
best  known  authorities  on  leprosy,  probably  is  as 
comprehensive  and  useful  as  any  work  on  this  sub- 
ject in  any  language.  The  comments  that  follow 
represent,  largely,  different  viewpoints  in  fields 
where  one  man’s  opinion  may  be  as  well  founded 
as  another’s.  The  chief  criticism  relates  to  what 
seems  to  be  unwarranted  optimism  as  to  the  results 
of  medical  treatment.  This  is  well  exemplified  by 
the  first  paragraph  in  the  preface  to  the  second 
edition,  which  reads: 

“The  period  of  fifteen  years  that  has  elapsed 
since  the  appearance  of  the  first  edition  of 
this  work  has  been  one  of  unexampled  prog- 
ress in  our  knowledge  of  leprosy,  largely 
due  to  the  stimulating  influence  of  the  then 
recently  discovered  improved  treatment.  This 
has  necessitated  much  rewriting  in  preparing 
the  present  edition.  For  example,  the  former 
main  reliance  on  lifelong  compulsory  isolation 
in  prophylaxis — the  greatest  reproach  of  mod- 
ern medicine — has  been  nearly  universally 
modified;  uninfectious  or  only  slightly  infec- 
tious cases  can  be  treated  at  out-patient  clinics 
in  the  early  more  amenable  stages,  in  place 
of  being  hidden  until  too  late  to  benefit  ma- 
terially from  modern  treatment.  Moreover, 
the  old  prison-like  asylums  are  steadily  giving 
place  to  agricultural  colonies  with  land  to  cul- 
tivate, greatly  to  the  benefit  of  both  the  health 
of  the  inmates  and  the  finances  of  the  insti- 
tutions.” 

The  book  also  expresses  confidence  as  to  the  re- 
sults of  public  health  measures,  a view  that  in 
the  opinion  of  this  reviewer  fails  to  consider  the 
natural  evolution  of  the  disease  in  a community. 
Thus,  (p.  123)  the  alleged  success  of  segregation 
in  Norway  and  elsewhere  is  emphasized,  but  no 
special  mention  is  made  here  of  the  fact  that  in 
Minnesota,  without  any  particular  attempt  at  con- 
trol, the  disease  has  died  out. 

Again  (p.  23),  speaking  of  indigenous  cases  in 
Europe  we  find  the  following:  “With  our  present 
knowledge  of  prophylaxis  and  treatment  it  should 
be  possible  to  stamp  out  the  disease.”  The  reviewer 
thinks  it  would  be  as  fair  to  say  the  disease  may 
be  expected  to  disappear  spontaneously.  The  some- 
what discouraging  experience  with  segregation  in 
the  Philippines  is  fairly  set  forth  on  page  114. 
Compulsory  segregation  (p.  138)  is  opposed  as 
likely  to  lead  to  concealment  of  cases  and  this  in 
the  long  run  would  do  more  harm  than  good.  In 
view  of  the  undesirability  or  impracticability  of 
segregating  all  patients,  out-patient  treatment  is 
advocated  in  some  circumstances  (p.  135). 
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The  following  (p.  121)  are  the  principles  on 
which  prophylaxis  is  based: 

“1.  To  obtain  the  maximum  reduction  in 
the  exposure  of  the  healthy  to  infection  from 
leprosy  cases. 

“2.  To  supply  the  most  efficient  and  pro- 
longed treatment  during  the  early  amenable 
stages  in  order  to  prevent  the  development  of 
infective  conditions,  or  to  remove  the  infectiv- 
ity  if  already  present. 

“3.  Any  degree  of  compulsion  that  dimin- 
ishes the  very  early  discovery  and  effective 
treatment  of  the  cases  will  do  more  harm  than 
good  by  keeping  up  indefinitely  the  develop- 
ment of  new  infections.” 

The  following  facts  the  authors  insist  must  be 
kept  in  mind: 

“1.  The  protection  of  the  highly  susceptible 
children  from  infection  is  the  key  to  the  solu- 
tion of  the  problem. 

“2.  Children  born  to  and  brought  up  by 
leper  parents  are  liable  to  be  infected  to  the 
extent  of  40  per  cent  of  their  number,  and  in 
a still  larger  proportion  if  a parent  is  in  the 
highly  infective  nodular  stage. 

“3.  A large  proportion  of  infections  arise 
through  close  contact  with  advanced  nodular 
dermal  cases;  these  must  require  isolation,  as 
was  done,  mainly  under  a voluntary  system,  in 
the  successful  Norway  campaign. 

“4.  Most  advanced  crippled  cases,  the  pop- 
ular dread  of  which  is  quite  unjustified,  are 
little  if  at  all  infective.  Yet  in  some  countries 
they  formed  one-third  or  more  of  the  total 
cases  isolated  for  life  in  the  old-type  prison- 
like leper  asylums,  even  in  some  instances 
under  the  compulsory  system  (see  South  Af- 
rica, p.  109). 

“5.  Treatment  to  be  effective  must  be  begun 
early  and  continued  for  two  or  more  years, 
with  follow-up  periodical  examinations  to  de- 
tect and  treat  relapses. 

“6.  The  only  way  to  reduce  the  incidence 
of  leprosy  rapidly  is  to  trace  and  examine 
every  few  months  over  a period  of  at  least  five 
years — that  is,  over  the  usual  period  between 
exposure  to  infection  and  development  of  the 
first  symptoms — every  person  who  has  been  in 
close  contact  with  any  known  infective  leper.” 
The  total  number  of  lepers  for  the  world  is  esti- 
mated at  four  or  five  million,  with  over  800,000 
charged  against  the  British  Empire  alone.  In  a 
table  (p.  13,  14,  15)  the  leprosy  incidence  in  var- 
ious countries  is  presented.  The  data,  however, 
are  not  to  be  regarded  as  comparable,  since  the  time 
of  the  enumeration  in  different  countries  varies 
from  1911  to  1938. 

Clinicians  will  find  the  book  useful,  though  per- 
haps, riot  any  more  helpful  than  some  other  trea- 
tises. The  tuberculoid  type  of  leprosy  about  which 
so  much  is  being  written  is  adequately  presented. 
Under  “differential  diagnosis”  (p.  215)  sarcoid  is 


not  mentioned,  though  it  is  a condition  that  per- 
haps gives  rise  to  as  much  difficulty  in  arriving  at 
a correct  diagnosis  as  any  other. 

The  authors  adopt  a conservative  attitude  on  the 
value  of  histopathologic  examinations  in  leprosy 
(p.  213),  excluding,  of  course,  cases  in  which 
bacilli  can  be  demonstrated. 

The  authors  appear  to  have  no  doubt  as  to  the 
beneficial  effects  of  chaulmoogra  oil  and  its  de- 
rivatives; a view  shared  by  many,  but  one  which 
will  find  many  dissenters  even  among  leprologists 
of  large  experience.  One  must  point  out,  however, 
that  they  have  warned  against  the  drawing  of  con- 
clusions as  to  the  results  of  treatment  from  meager 
experience  and  from  data  appraised  in  an  uncrit- 
ical fashion. 

The  authors  not  always  have  taken  the  trouble 
to  get  the  most  recent  information  available,  thus 
(p.  42)  they  quote  the  figure  for  patients  at  the 
National  Leprosarium  at  Carville  as  of  1927,  the 
number  of  patients  at  that  time  being  147.  Figures 
doubtless  available  in  England,  in  any  event  read- 
ily accessible,  would  have  shown  that  in  recent 
years  Carville  figures  have  averaged  from  350  to 
375  patients. 

Again,  in  referring  to  the  prevalence  of  the  dis- 
ease in  Hawaii  the  latest  figures  given  are  for 
1925  (p.  38)  ; figures  very  different  from  those  for 
recent  years. 

There  is  some  evidence  of  careless  proofreading; 
thus  (p.  44)  New  Brunswick  is  spoken  of  as  a prov- 
ince of  Western  Canada,  and  (p.  89)  the  Island  of 
Maui  is  misspelled  Mania;  and  the  Town  of  La- 
haina  is  misspelled  Lohaina. 

A statement  the  authors  will  want  to  correct  in 
the  next  edition  of  the  book  is  that  in  Hawaii 
“women  ai’e  reported  to  be  so  promiscuous  that 
they  seldom  know  who  are  the  fathers  of  their 
children”  (p.  84). 

Physicians  in  the  South  will  be  gratified  to  find 
references  to  the  work  of  Dr.  Ralph  Hopkins;  thus 
(p.  161)  he  is  credited  with  data  on  the  incubation 
period  of  the  disease  and  (p.  112)  a tribute  is  paid 
to  him  for  his  care  of  the  patients  at  Carville. 

G.  W.  McCoy,  M.  D. 


Principles  and  Practice  of  Aviation  Medicine:  By 
Harry  G.  Armstrong,  B.  S.,  M.  D.  Baltimore, 
The  Williams  & Wilkins  Company,  1939.  Pp. 
496.  Price  $6.50. 

Aviation  medicine  is  one  of  the  newer  and  as  yet 
not  well  defined  specialities  in  medicine.  Because  of 
the  recent  accentuated  interest  in  aviation,  both 
civil  and  military,  there  will  undoubtedly  be  a 
rather  sudden  increase  in  the  number  of  flight- 
surgeons.  The  various  diagnostic  and  prognostic 
procedures  essential  to  this  specialty  are  well  de- 
scribed here,  and  the  public  health  implications  of 
air  transport  are  discussed.  Captain  Armstrong  has 
rendered  a distinct  service  in  making  available  for 
the  new  flight-surgeon  the  results  of  studies  widely 
scattered  in  the  American  and  European  literature. 
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This  is  not  a book  for  the  general  physician,  but  it 
has  much  of  value  for  any  physician  having  to  do 
with  the  various  aspects  of  aviation. 

Sydney  Jacobs,  M.  D. 


Diabetes : By  Edward  L.  Bortz,  A.  B.,  M.  D.,  F.  A. 
C.  P.  Philadelphia,  F.  A.  Davis  Company, 
1940.  Pp.  296.  Price  $2.50. 

This  small  manual  fulfills  its  function  of  ex- 
plaining diabetes  in  simple  and  intelligible  words 
to  the  average  patient  and  yet  in  providing  a con- 
siderable fund  of  information  for  the  doctor.  Chap- 
ters discussing  the  various  aspects  and  attention  to 
special  phases  are  contributed  by  several  authors; 
conventional  food  tables  are  included.  Most  help- 
ful are  charts  graphically  portraying  in  detail  the 
important  lessons  in  infection,  weight  control,  and 
diet  to  be  taught  to  each  patient.  Any  physician 
who  treats  diabetes  will  feel  repaid  for  having 
read  this  book  and  may  heartily  recommend  it  to 
all  his  diabetics. 

Sydney  Jacobs,  M.  D. 


Office  Urology:  By  Percy  Starr  Pelouze,  M.  D. 

Philadelphia,  W.  B.  Saunders  Co.,  1940.  Pp. 

766.  Price  $10.00. 

This  book,  entitled  “Office  Urology,”  offers  its 
readers  just  what  its  name  implies,  namely,  a full 
discussion  of  those  urologic  cases  met  with  in  office 
work.  Inasmuch  as  Dr.  Pelouze  does  not  himself  do 
major  urologic  surgery,  one  should  not  expect  the 
book  to  contain  any  information  on  surgical  technic. 
He  does,  however,  whenever  opportunity  affords, 
offer  his  reader  the  fruit  of  his  mature  judgment 
and  long  experience  as  regards  his  evaluation  of 
various  surgical  procedures.  This  one  fact  makes 
the  work  valuable  to  those  who  seek  surgical  in- 
formation. 

However,  as  said  above,  the  book’s  chief  char- 
acteristic is  that  it  approaches  urologic  practice 
from  the  office  viewpoint,  giving  a detailed  de- 
scription of  the  management  of  these  cases  in  each 
instance.  In  view  of  this  fact,  and  bearing  in  mind 
Dr.  Pelouze’s  reputation  as  an  authority,  this  work 
can  unhesitatingly  be  recommended  to  students  and 
general  practitioners  as  being  ideally  suited  to  their 
purposes. 

It  is  seldom  the  good  fortune  of  any  one  in  read- 
ing medical  literature  to  encounter  a book  as  hu- 
manly and  entertainingly  written  as  this  one.  It 
reflects  Dr.  Pelouze’s  personality,  and,  according 
to  his  own  admission,  was  written  rather  casually 
and  at  the  request  of  the  publishers.  It  is  a relief 
and  a pleasure  to  find  simple  homely  facts  pre- 
sented in  a conversational  manner,  entirely  devoid 
of  fanciful  theory  and  irrelevant  detail.  After  all, 
it  is  just  these  simple  facts  that  are  so  earnestly 
sought  and  seldom  found  by  the  general  medical 
man  or  student  in  his  reading.  And  added  to  this 
is  the  reassuring  knowledge  that  every  statement 
reflects  the  carefully  weighed  and  mature  judg- 


ment of  a recognized  authority.  It  is  not  necessary 
to  single  out  specific  instances  to  illustrate  the 
rare  instructive  and  entertaining  qualities  of  the 
work.  Suffice  it  to  say  that  one  may  begin  to  read 
on  any  page  and  find  his  interest  held. 

In  conclusion,  and  at  the  risk  of  appearing-  over 
enthusiastic,  it  is  this  reviewer’s  considered  opinion 
that  here  is  one  of  perhaps  a half  dozen  books  in 
all  urology  that  deserve  to  be  known  as  classics. 

W.  E.  Kittredge,  M.  D. 


Taber's  Cyclopedic  Medical  Dictionary:  By  Clar- 
ence Wilbur  Taber.  Philadelphia,  F.  A.  Davis 
Company,  1940.  Price  $2.50. 

This  valuable  medical  dictionary  reaches  out  as 
a digest  of  modern  medical  problems.  The  273  il- 
lustrations are  interspersed  in  the  context  in  a 
practical  and  helpful  manner.  A high  standard  for 
the  book  is  naturally  influenced  by  the  wonderful 
reputation  of  the  editor  and  his  associates.  Ob- 
viously, this  compilation  should  therefore  serve  as 
a needy  and  ready  medium  for  use  by  all  members 
of  the  profession.  A library  or  medical  office  would 
be  deficient  without  it. 

P.  T.  Talbot,  M.  D. 


Atlas  of  Cardioroentgenology : By  Hugo  Roesler, 
M.  D.,  F.  A.  C.  P.  Springfield  and  Baltimore, 
Charles  C Thomas,  1940.  Pp.  124,  illus.  Price 
$8.50. 

The  author  of  this  volume  is  well  known  from 
his  textbook,  “Clinical  Roentgenology  of  the  Cardio- 
vascular System.”  The  Atlas  is  a continuation  of 
effort  toward  a better  understanding  of  morph- 
ologic changes  as  visualized  by  the  roentgen  rays. 
The  intention  of  the  author  to  illustrate  the  anat- 
omy and  pathology  of  the  heart  and  great  vessels 
as  revealed  by  roentgen  rays  has  been  successfully 
accomplished  in  a forceful  and  concise  manner. 

The  Atlas  consists  of  a series  of  60  case  reports 
and  166  illustrations.  The  history,  physical  exami- 
nation and  clinical  laboratory  data  in  so  far  as 
they  pertain  to  the  case  are  considered  first.  Re- 
productions of  films  made  in  the  usual  positions, 
including  the  oblique  views,  diagrams,  electro- 
cardiographic records,  and  finally,  photographs  of 
the  heart  removed  at  autopsy  complete  the  case 
records.  The  reproductions  of  the  photographs  of 
the  heart  at  autopsy  include  the  same  views  and 
same  positions  shown  on  the  films  antemortem. 
In  this  manner,  the  position,  anatomy  and  path- 
ology of  the  heart  on  the  film  can  be  closely  cor- 
related and  studied  on  similar  views  of  the  organ 
at  autopsy. 

The  text  is  concise  and  clear  and  the  illustra- 
tions are  excellent.  This  volume  should  serve  as  a 
valuable  addition  to  the  reference  library  of  every 
physician  interested  in  the  heart  and  vascular 
system. 

J.  N.  Ane,  M.  D. 
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Medical  Work  of  The  Knights  Hospitallers  of  St. 
John  of  Jerusalem:  By  E.  E.  Hume.  Baltimore, 
Johns  Hopkins  Press,  1940.  Pp.  371.  Price 
$3.00. 

The  Knights  of  Saint  John  in  the  eleventh  cen- 
tury founded  a hospital  in  Jerusalem  for  the  care 
of  the  indigent  and  the  pilgrims.  Shortly  thereafter 
they  established  an  order  to  guard  the  property  and 
lives  under  their  care.  When  they  were  forced  to 
abandon  Jerusalem  they  retreated  with  the  Cru- 
saders to  whom  they  gave  medical  aid,  and  they 
established  new  centers  in  Cyprus  and  later  in 
Rhodes  and  Malta.  They  continued  to  aid  the  pil- 
grims to  the  Holy  Land  and  maintain  an  open  road 
to  Jerusalem.  Napoleon  forced  them  to  abandon 
Malta  but  a century  ago,  at  which  time  the  order 
became  established  in  Rome.  The  Knights  were 
active  in  the  first  World  War  and  now  they  are 
called  into  action,  as  bearers  of  medicine  and  spir- 
itual aid  in  the  second  World  War. 

This  is  the  first  comprehensive  account  of  the 
centuries  of  medical  work  performed  by  the  Knights 
Hospitallers  of  Saint  John  of  Jerusalem.  The  ac- 
tivities of  several  independent  orders  of  Saint  John 
are  included  in  appendices. 

The  book  is  admirably  written  and  thoroughly 
documented,  a fine  example  of  scholarly  and  thor- 
ough medico-historical  research.  It  is  recommended 
as  an  excellent  and  absorbing  story  characterized 
by  the  maintenance  of  accuracy  in  detail  despite 
the  dramatic  appeal  of  the  material. 

B.  Bernard  Weinstein,  M.  D. 


Getting  Ready  to  Be  a Mother:  By  Carolyn  Conant 
Van  Blarcom.  New  York,  The  Macmillan  Co., 
1940.  Pp.  190.  Price  $2.50 

Carefully  written  for  the  expectant  mother,  and 
well  illustrated,  this  useful  little  manual  can  be 
safely  recommended  to  the  more  intelligent  patient. 

B.  Bernard  Weinstein,  M.  D. 


The  Pathology  of  Internal  Diseases-'  By  William 
Boyd,  M.  D.,  LL.  D.,  M.  R.  C.  P.,  Ed.,  F.  R.  C.  P., 
Lond.,  Dipl.,  Psych.,  P.  R.  S.  C.  Philadelphia, 
Lea  & Febiger,  1940.  Pp.  874.  Price  $10.00. 

The  third  edition  of  this  classic  is  more  complete 
than  its  predecessors,  but  it  is  still  as  interesting 
to  read  as  before.  Pathology  is  presented  not 
merely  as  a description  of  diseased  organs  seen  on 
the  postmortem  table,  but  as  a summation  of  the 
newer  knowledge  of  anatomy,  physiology,  and  bac- 
teriology which  the  physician  must  understand  to 
use  intelligently  the  powerful  therapeutic  agents 
of  today.  In  this  book  Dr.  Boyd  makes  available 
to  the  practitioner  much  information  ordinarily 
found  only  in  varying  sources.  Any  physician  try- 
ing to  understand  the  causes  and  natural  history 
of  “internal  diseases”  will  find  excellent  source 
material  here. 

Sydney  Jacobs,  M.  D. 


Behind  the  Surgeon’s  Mask:  By  James  Harpole. 

New  York,  Frederick  A.  Stokes  Co.,  1940.  Pp. 

308.  Price  $2.75. 

This  book  is  a book  which  was  written  entirely 
for  the  laity.  The  medical  practitioner  might  find 
it  of  some  interest  to  recall  to  his  mind  similar 
experiences  which  he  has  had  and  which  corre- 
spond to  those  of  Harpole.  However,  the  book  is 
written  in  medical  terms  of  one  syllable  so  that 
the  lay  person  can  understand  it.  It  is  entirely 
too  elementary  for  the  medical  man. 

Harpole  has  some  twenty-one  chapters  in  the 
book.  Each  chapter  starts  off  with  a little  story 
of  a personal  experience  that  he  has  had,  many 
of  them  dramatic  and  all  of  them  interesting.  After 
recounting  the  specific  instance  of  a former  pa- 
tient, for  example,  one  who  needs  a transfusion, 
describing  the  events  that  led  up  to  this  need  and 
stating  the  results  of  the  transfusion,  he  will  then 
present  about  as  much  space  again  to  a general 
discussion  of  that  particular  phase  of  medicine. 
In  other  words,  he  uses  the  anecdote  as  a text. 

The  whole  book  is  very  well  done  but  as  I say, 
it  would  not  appeal  particularly  to  the  medical 
man;  the  lay  individual  will  undoubtedly  be  in- 
terested in  some  of  the  episodes  and  emergencies 
that  arise  in  a physician’s  every  day  life.  Further- 
more, the  discussion  afterwards  of  what  was  done 
and  how  it  was  done  and  why  it  was  done  will 
give  the  readers  unacquainted  with  details  of  medi- 
cine a very  excellent  impression  of  how  much  and 
what  a doctor  can  accomplish. 

J.  H.  Musser,  M.  D. 


Cushny’s  Pharmacology  and  Therapeutics:  Edited 
by  C.  W.  Edmunds,  A.  B.,  M.  D.,  and  J.  A.  Gunn, 
M.  A.,  M.  D.,  D.  Sc.,  F.  R.  C.  P.  Philadelphia, 
Lea  and  Febiger,  1940.  Pp.  852.  Price  $6.50. 
Cushny’s  Pharmacology  is  revised  once  more, 
and  brought  up  to  date  by  Dr.  C.  W.  Edmunds, 
Professor  of  Pharmacology,  University  of  Michi- 
gan, and  Dr.  J.  A.  Gunn,  Professor  of  Pharma- 
cology, Oxford  University. 

This  standard  textbook  on  pharmacology  con- 
tinues to  be  one  of  the  two  most  popular  books  in 
its  field,  and  likewise  one  of  the  two  most  critical 
and  scientific  books  on  pharmacology  in  the  Eng- 
lish language. 

The  authors  have  kept  abreast  of  the  great 
amount  of  important  research  which  has  been  done 
particularly  in  chemotherapy. 

This  book  will  continue  to  be  used  by  many 
medical  students  and  physicians  as  their  textbook 
of  pharmacology  and  therapeutics. 

Clyde  Brooks,  M.  D. 


Applied  Pharmacology : By  Hugh  Alister  Mc- 
Guigan.  St.  Louis.  C.  V.  Mosby  Co.,  1940.  Pp. 
914.  Price  $9.00. 

This  textbook  of  pharmacology  is  making  its 
bid  for  recognition  as  a first  class  work  on  this 
subject. 
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The  book  is  well  written,  up  to  date  and  con- 
tains almost  all  the  important  recent  discoveries 
in  pharmacology  and  therapeutics,  written  particu- 
larly from  the  standpoint  of  the  chemical  aide  of 
pharmacology. 

The  book  is  well  made  and  contains  many  very 
valuable  illustrations  and  charts  in  colors  which 
add  much  to  the  teaching  value  of  the  book. 

It  seems  clear  that  this  book  deserves  to  stand 
in  the  company  of  the  best  textbooks  in  this  field. 
So  as  time  goes  on  it  should  increase  in  popularity 
and  in  usefulness. 

Clyde  Brooks,  M.  D. 


Congenital  Syphilis-'  By  Charles  C.  Dennie,  B.  S., 

M.  D.,  and  Sidney  F.  Pakula,  B.  S.,  M.  D.  Phila- 
delphia, Lea  & Febiger,  1940.  Pp.  96.  Price  $8.00. 

During  the  past  few  years  many  new  facts  have 
been  added  to  our  knowledge  of  congenital  syphilis, 
and  these  additions  have  practically  revolutionized 
our  approach  to  both  the  diagnosis  and  treatment 
of  this  very  common  and  important  disease.  Not- 
withstanding this  fact,  Drs.  Dennie  and  Pakula 
are  among  the  first  to  bring  together  all  of  this 
information  into  a single  text.  Their  book  is  there- 
fore quite  timely,  since  much  that  has  been  written 
on  the  subject  can  only  be  found  in  the  pediatric 
and  dermatologic  journals,  which  are  usually  not 
available  to  the  general  practitioner  who  first  sees 
these  cases,  and  thus  the  necessity  for  passing  on 
the  new  concept  to  him  becomes  of  vital  im- 
portance. 

The  book  is  divided  into  twenty  chapters.  The 
first  of  these  discusses  extremely  well  the  examina- 
tion of  the  congenitally  syphilitic  infant.  The 
second  chapter  is  devoted  to  one  of  the  most  con- 
troversial subjects  pertaining  to  the  disease,  name- 
ly the  serologic  reactions  and  their  significance. 
Chapters  4 to  15  describe  the  pathologic  picture 
and  symptoms  produced  in  each  system  of  the  body 
if  invaded  by  the  spirochete  prenatally.  The  re- 
maining five  chapters  deal  with  such  phases  of 
the  disease  as  “Latent  Congenital  Syphilis”, 
“Syphilis  of  the  Third  Generation.” 

Many  pages  of  the  text  are  devoted  to  the  treat- 
ment of  congenital  syphilis,  and  this  section  is  the 
most  outstanding  of  the  whole  book.  Not  only  have 
the  authors  graphically  described  the  various  drugs 
which  have  been  used  and  advocated,  as  well  as 
the  correct  dosage  of  the  drugs,  but  they  have  also 
pointed  out  with  emphasis  and  clarity  the  many 
toxic  effects  which  should  be  anticipated  in  using 
all  the  antiluetic  drugs.  Especially  commendable 
is  the  discussion  of  the  treatment  of  congenital 
syphilis  of  the  central  nervous  system. 

The  only  adverse  criticism  to  be  offered  is  that 
in  several  instances  the  authors  tends  to  be  ex- 
ceedingly dogmatic.  There  are  many  authorities 
today  who  do  not  believe  that  an  infant  or  child 
should  be  treated  for  congenital  syphilis,  unless  the 
presence  of  the  disease  can  be  definitely  estab- 
lished. Dr.  Dennie  and  Dr.  Pakula,  on  the  other 


hand,  apparently  believe  that  all  infants  born  of 
syphilitic  mothers  should  receive  treatment,  re- 
gardless of  the  findings  in  the  infant. 

H.  P.  Marks,  M.  D. 


Physical  Diagnosis:  By  Ralph  H.  Major,  M.  D. 

Philadelphia,  W.  B.  Saunders  Co.,  1940.  Pp.  464. 

Price  $5.00. 

This  is  a second  edition  of  a textbook  that  has 
established  itself  as  a reliable  guide  in  the  field 
of  physical  diagnosis.  There  are  numerous  changes 
in  the  book  both  in  illustrations  and  data.  Al- 
though a revision  has  been  made  and  new  ma- 
terial incorporated  the  general  structure  of  the 
book  remains  the  same.  There  are  several  poorly 
constructed  sentences  that  are  noted  in  the  book 
that  may  be  misleading  to  the  student;  in  a text- 
book on  physical  diagnosis  this  is  quite  an  im- 
portant matter.  However,  all  things  considered, 
it  is  one  of  the  better  books  and  can  certainly  be 
recommended. 

I.  L.  Robbins,  M.  D„ 


Management  of  the  Cardiac  Patient:  By  William 
G.  Leaman,  Jr.,  M.  D.,  F.  A.  C.  P.  Philadelphia, 
J.  B.  Lippincott  Co.,  1940.  Pp.  705.  Price  $6.50. 
One  may  begin  a review  of  this  book  by  re- 
marking at  once — excellent.  I know  of  no  other 
single  volume  in  which  an  author  has  so  success- 
fully succeeded  in  combining  diagnosis  and  treat- 
ment; the  former  brief  but  fully  factual,  the  latter 
at  length  but  in  such  detail  as  to  convey  clearly 
to  the  doctor  the  steps  to  be  followed  in  the  man- 
agement of  the  individual  with  heart  disease.  The 
illustrations  are  splendid.  The  case  reports  that 
serve  as  illustrations  of  diagnostic  problems  and 
as  the  starting  points  of  therapy  in  the  various 
types  of  heart  disease  have  been  wisely  chosen. 
There  is  an  extensive  section  on  the  “Introduc- 
tion of  the  Study  of  Electrocardiography.”  Frank- 
ly, there  is  no  doubt  but  that  a good  many  things 
have  not  been  considered  by  the  author,  but  this 
is  far  overshadowed  by  the  great  amount  of  ma- 
terial that  he  has  incorporated.  It  is  not  necessary 
to  go  into  a detailed  account  concerning*  the  actual 
data  of  the  book.  One  can  almost  assure  his  read- 
ers that  there  will  be  few  clinical  problems  in 
cardiology  that  will  arise  in  his  practice  but  that 
this  book  will  prove  a valuable  aid.  There  is,  ad- 
ditionally, a well  chosen  bibliography  and  a good 
index.  The  book  itself  is  well  done;  the  paper 
and  printing  are  fine.  And  to  cap  it  all,  it  is  rea- 
sonably priced  as  medical  books  go.  There  will  be 
some  who  will  point  out  errors,  inaccuracies,  omis- 
sions; undoubtedly  in  a second  edition  there  will 
be  corrections  to  be  made;  but  the  fact  remains 
that  in  its  sphere  it  will  serve  a most  useful  pui- 
pose  and  fill  a want  that  has  long  been  felt  by 
the  physician  in  general  practice  as  well  as  the 
student  at  a loss  as  to  know  exactly  what  to  do 
and  obtaining  little  more  than  general  advice  from 
the  average  textbook.  I heartily  recommend  this 
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book  and  feel  it  merits  the  consideration  of  the 
profession. 

I.  L.  Robbins,  M.  D. 


The  Electrocardiogram  and  X-ray  Configuration 
of  the  Heart:  By  Arthur  M.  Master,  B.  S.,  M. 
D.,  F.  A.  C.  P.  Philadelphia,  Lea  & Febiger, 
1941.  Pp.  222.  Price  $6.50. 

This  monograph  of  two  hundred  eleven  pages  is 
presented  in  atlas  form  and  by  reproductions  of 
electrocardiograms  and  x-ray  pictures. 

The  variations  of  the  normal  electrocardiograms 
are  described,  the  changes  that  take  place  from 
childhood  to  middle  life  and  the  effect  of  changes 
in  position  of  the  body.  Different  valvular  dis- 
eases, hypertension,  pulmonary  disease,  deformities 
of  the  chest  and  their  effects  on  the  heart  and  the 
electrocardiogram  are  also  described. 

On  p.  100,  one  electrocardiogram  is  stated  to 
show  deep  Q 4.  Preceding  the  downward  deflec- 
tion there  is  a small  positive  wave.  It  would  be 
best  to  call  this  small  R with  deep  S.  He  states 
on  p.  138  that  in  right  axis  deviation  high  voltage 
indicates  left  ventricular  hypertrophy.  These  and 
a few  other  interpretations  may  be  questioned ; 
however,  there  are  many  good  descriptions  and 
explanations. 

The  reproductions  of  both  x-rays  and  electro- 
cardiograms are  well  done  and  easy  to  read.  Any 
one  interested  in  this  subject,  will  profit  by  read- 
ing this  book. 

J.  M.  Bamber,  M.  D. 

The  Emperor’s  Itch:  the  Legend  Concerning  Na- 
poleon’s Affliction  with  Scabies-'  By  Reuben 


Friedman,  M.  D.  New  York,  Froben  Press,  1940. 

Pp.  82.  Price  $1.50. 

It  would  not  be  surprising  if  scabies,  with  its 
love  of  wars,  camps  and  crowds,  was  added  to 
the  imposing  list  of  afflications  of  the  Emperor 
Napoleon.  Nevertheless  the  author  goes  a long- 
way  to  prove  that  it  was  not  scabies  that  kept  the 
hand  beneath  the  cloak. 

Barrett  Kennedy,  M.  D. 
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INAUGURAL  ADDRESS* 

KING  RAND,  M.  D. 

Alexandria 

To  you,  my  fellow  members  who  are  here 
representing  the  Louisiana  State  Medical 
Society,  the  expression  of  my  policy  re- 
quires few  words : I pledge  myself  for  the 
coming  year  to  carry  on  the  high  ideals  and 
purposes  of  this  organization  to  the  best  of 
my  ability,  with  your  needed  cooperation 
and  God’s  blessings.  To  the  guests  may  I 
explain  that  custom  dictates  that  the  incom- 
ing president  on  this  occasion  make  a 
speech;  tradition  is  the  strongest  of  laws, 
so  be  patient. 

It  is  fitting  just  now,  as  America  is 
anxious  and  fearful  for  its  liberty  won  by 
the  sacrifices,  travail  and  life’s  blood  of  our 
forefathers — a liberty  endangered  by  the 
ambitions  of  a mad  European  paper-hanger, 
who  with  intrigue,  mendacity  and  treach- 
ery, masked  by  eloquence,  plunges  three 
continents  into  war  and  leaves  the  rest  of 
the  world  in  anxiety  and  fear — it  is  fitting, 
I say,  to  dedicate  these  moments  to  the 
physician,  the  man  of  peace,  who  in  time  of 
stress  devotes  his  knowledge  and  skill  to  the 
purposes  of  war,  to  salvage  what  the  rest  of 
mankind  tries  to  destroy.  It  is  appropriate 
just  now  publicly  to  acknowledge  the  debt 
America  owes  to  the  military  surgeon;  the 
professional  who  makes  it  a study  and  a 
life’s  work,  forming  a nucleus  in  time  of 
peace,  and  around  whom  gather  from  their 
offices  and  wards  the  civilian  doctors  in 
time  of  war,  to  form  the  real  force  of  the 

*Read  before  the  sixty-second  annual  meeting  of 
the  Louisiana  State  Medical  Society,  April  22, 
1941. 


medical  service;  and  to  the  contract  sur- 
geons, who  in  the  past  have  rendered  a noble 
service,  little  appreciated,  and  have  done  so 
without  hopes  of  advancement  or  recogni- 
tion. Of  these  men  I would  speak  to  you.  We 
call  them  army  surgeons,  though  appro- 
priately in  the  past  and  in  line  with  their 
work  they  are  army  physicians  as  well. 

The  surgeon,  as  we  picture  him,  know 
him  and  appraise  him,  is  a comparatively 
recent  arrival  on  the  scene.  The  great  char- 
acters of  ancient  medicine  were  essentially 
internists,  Hippocrates  and  Galen  as  ex- 
amples. The  surgeon  as  we  first  find  him 
was  not  held  in  high  repute,  and  was  looked 
upon  with  a wee  bit  of  suspicion.  He  comes 
on  the  world’s  stage  an  itinerant  specialist, 
peddling  his  wares  through  the  country- 
side, his  technic  a kind  of  faulty  sleight  of 
hand,  and  his  ethics  in  the  early  embryonic 
state.  For  centuries  he  led  a hybrid  exist- 
ence, half-barber  and  half-surgeon,  but  the 
halves  were  not  equal  for  he  was  first  a 
barber  apprentice ; hence  the  red  stripe 
which  adorns  the  pole  by  the  door  of  the 
present  tonsorial  parlors,  a deserved  her- 
aldic bend.  Up  to  the  time  of  Frederick  the 
Great,  the  duties  of  the  army  surgeon  in- 
cluded the  shaving  of  the  officers  of  the 
line.  The  Barber-Surgeon  Guild  was  dis- 
solved in  England  less  than  two  hundred 
years  ago.  The  surgeon  first  received  recog- 
nition and  respectability,  as  an  army  sur- 
geon, and  there  the  first  great  surgeon  ap- 
peared ; he,  who  discarded  magic  and  super- 
stition and  dogma,  to  utilize  his  powers  of 
observation  and  make  his  own  deductions, 
Ambroise  Pare.  Garrison,  the  medical  his- 
torian, places  him  along  with  John  Hunter 
and  Lord  Lister,  as  the  world’s  three  great 
surgeons  of  all  time,  the  prototype  of  the 
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American  army  surgeon,  a sketchy  picture 
of  whom  I shall  try  to  give  you. 

The  defiance  of  the  Colonies  against 
King  George  III  and  his  Empire  was  under- 
taken with  great  spirit,  but  about  all  the 
Revolutionists  possessed  was  a cause,  and 
very  little  training  or  equipment  for  war. 
There  were  about  thirty-five  hundred  doc- 
tors scattered  throughout  those  thirteen 
colonies;  two  hundred  of  them  held  di- 
plomas, there  being  two  medical  schools, 
one  in  Philadelphia  and  the  other  in  New 
York.  Twelve  hundred  of  these  men  served 
in  the  army  or  navy.  One  of  Washington’s 
first  acts,  after  an  inspection  of  the  army, 
was  to  recommend  to  the  Continental  Con- 
gress the  organization  and  improvement  of 
the  army  medical  service,  but  as  this  re- 
markable man  with  his  ragged  army  at 
Valley  Forge  reflected  the  true  status  of 
the  poverty  and  depletion  of  the  army,  one 
needs  little  imagination  to  realize  the  lack 
of  equipment  in  the  little  considered  medical 
service  in  the  Revolutionary  War.  The  army 
surgeon  frequently  fought  in  the  line,  and 
the  battle  over,  repaired  to  the  nearest 
available  farm  house  utilized  as  a hospital, 
to  function  as  a surgeon,  limiting  his  ef- 
forts mostly  to  amputations,  probing  for 
bullets,  trepanning  and  the  treatment  of 
fractures.  His  position  did  not  merit  a uni- 
form ; he  was  provided  with  one,  during  the 
War  of  1812,  black  in  color,  we  hope  without 
logic,  and  of  all  things  patterned  after  the 
paymaster’s,  but  with  the  collar  higher  in 
the  front  and  more  uncomfortable.  His  pay 
was  one  and  one-third  dollars  per  day  and 
this  in  Continental  money.  As  has  always 
been  the  case,  his  duties  were  more  those  of 
the  physician  than  the  surgeon.  Thomas 
Jefferson,  in  a letter  to  one  of  his  friends, 
states  that  “more  than  half  of  the  army  is 
down  with  the  smallpox.”  Jenner  was  then 
making  his  classical  observations  which 
were  to  make  him  famous  and  help  rid  the 
world  of  smallpox. 

As  in  all  wars,  diarrhea  and  dysentery 
plagued  them.  A medical  officer,  writing  to 
his  general,  states  that  there  might  be  a 
dietary  factor  in  dysentery  but  that  in  his 
opinion  cold  and  exposure  are  the  impor- 


tant etiologic  considerations,  and  suggests 
that  each  man  be  provided  with  a woolen 
undershirt,  to  be  worn  according  to  Benja- 
min Franklin’s  advice,  until  mid-summer 
and  then  be  put  back  on  the  next  day.  As 
might  be  expected  in  an  army  so  poorly 
supplied,  scurvy  was  rampant.  We  read  that 
the  approach  of  spring  is  hailed  with  its 
wild  onion,  which  was  found  to  be  a specific 
treatment  even  if  slightly  heroic.  The  treat- 
ment of  the  disease  was  an  initial  dose  of 
calomel  grains  30,  with  grains  11  every  hour 
thereafter,  accompanied  by  bleeding  every 
thirty  to  thirty-six  hours. 

John  Jones’  “Treatment  of  Wounds  & 
Fractures”  written  in  1775,  was  the  first 
medical  book  by  an  American  author.  Pus 
in  a wound  was  the  natural  and  expected 
thing  and  the  term  infection  reserved  for 
the  complications  of  erysipelas,  gangrene 
and  secondary  hemorrhage.  “Flying”  am- 
bulances were  used,  chariot-like  in  con- 
struction, designed  and  used  rather  to  carry 
the  doctor  to  the  patient  in  the  field  than 
the  patient  to  the  doctor.  It  is  interesting  to 
note  that  the  word  “ambulance”  is  derived 
from  the  Latin  ambulare,  meaning  to  walk, 
and  originally  was  applied  to  a mobile  hos- 
pital which  followed  the  army.  Typhoid, 
typhus  and  pneumonia  were  prevalent.  But, 
if  in  our  present  state  of  knowledge  we  look 
back  with  little  regard  for  the  medical  and 
surgical  attainments  of  our  profession  in 
those  stormy  days,  we  must  attribute  all  to 
the  state  of  knowledge  of  the  day  and  re- 
member that  they  also  excelled  in  other 
lines,  many  being  governors,  judges,  legis- 
lators, cabinet  members,  diplomats  and  gen- 
erals. The  signature  on  the  Declaration  of 
Independence,  following  that  famous  one  of 
John  Hancock’s,  is  a physician’s.  Five  of  the 
fifty-six  signers  were  physicians. 

The  medical  history  of  the  War  of  1812 
may  be  summarized  with  the  statement 
that,  of  more  than  eleven  thousand  hospital 
admissions,  there  were  but  seven  operations 
performed.  One  of  the  men  who  served  here, 
William  Beaumont,  was  to  make  his  classic- 
al observations  a few  years  later  on  the 
equally  famous  St.  Martin  and  establish  a 
scientific  basis  for  gastric  function.  Re- 
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member,  Laennec  was  yet  to  fold  his  paper 
cone  stethoscope  and  publish  his  classic  on 
signs  of  the  chest. 

The  meteorologic  reports  of  the  post  sur- 
geons, begun  in  1826  and  compiled  by  the 
surgeon-general,  established  our  present 
Weather  Bureau.  Ten  years  later  the  Sur- 
geon-General’s Library,  now  the  Army 
Medical  Library,  was  started,  and  is  con- 
tinued to  today.  It  is  said  to  be  America’s 
greatest  contribution  to  the  field  of  medi- 
cine. In  the  1840’s  came  anesthetics,  ether, 
nitrous  oxide  and  chloroform,  to  relieve  a 
suffering  world,  and  be  used  in  the  army 
for  the  first  time  with  General  Scott  in 
Mexico,  during  which  campaign  Porter  re- 
corded that  he  did  not  see  a single  case  of 
tetanus,  hospital  gangrene  or  secondary 
hemorrhage. 

The  War  Between  the  States  found  both 
sides  ill  prepared.  The  Northern  armies 
were  supported  by  an  industrial  people,  able 
to  equip  and  maintain  a medical  service. 
The  Southern  army  was  backed  by  an  agri- 
cultural people,  soon  cut  off  by  the  Federal 
blockade,  and  was  never  able  to  expand  and 
properly  equip  its  medical  department, 
manned  in  the  whole  by  physicians  from  the 
rural  areas  unaccustomed  even  to  civil  sur- 
gery. During  this  war,  horse-drawn  ambu- 
lances of  two  types  were  developed ; hospital 
trains  and  boats  were  constructed,  the  for- 
mer transporting  a quarter  of  a million 
men.  The  City  of  Washington  at  one  time 
had  more  than  twenty  thousand  hospital 
beds.  The  Letterman  Plan,  for  the  evacua- 
tion of  the  wounded,  was  started  in  1862, 
and  has  remained  in  substance  the  plan 
utilized  up  to  and  including  the  World  War. 
Female  nurses  were  authorized  when  ex- 
pediency demanded,  with  remuneration  at 
fifty  cents  per  day.  It  must  be  recalled  that 
just  six  years  before,  during  the  first  year 
of  the  Crimean  War,  the  English  losses 
were  two  and  one-half  that  of  their  allies, 
the  French,  when  Florence  Nightingale 
with  her  human  genius  for  cleanliness  ap- 
peared and  the  losses  dropped  to  one- 
thirteenth  of  those  of  the  French.  In  con- 
trast to  the  Revolutionary  War,  calomel 
was  stricken  from  the  table  of  supplies.  The 
death  rate  from  disease  alone  was  sixty-six 


per  thousand.  The  horror  of  this  period  was 
hospital  gangrene,  differing  from  gas  gan- 
grene of  today  in  that  the  flesh  sloughed, 
crepitation  was  not  noted,  and  secondary 
hemorrhage  common,  controlled  by  digital 
pressure  by  relays  of  men  for  periods  up  to 
three  weeks. 

The  Southern  surgeon  with  few  excep- 
tions utilized  any  available  buildings  for 
hospitals,  the  nursing  by  m,en  from  the 
ranks  assigned  for  such  duty,  assisted  by 
women  volunteers.  A picture  of  this  phase 
of  war  is  recorded  by  Kate  Cummins  of  Mo- 
bile in  her  book,  “The  Confederate  Army  of 
Tennessee,”  a classic  of  its  kind.  The  hos- 
pital records  show  that  the  wounds  were 
treated  with  tannic  acid  solutions  and 
chlorinated  water,  the  hospital  gangrene 
with  nitric  acid.  The  open  wounds  were 
given  a slow  continuous  irrigation  with 
cold  water  from  elevated  vessels,  suggestive 
of  the  Carrel-Dakin  treatment  of  the  World 
War.  It  must  be  remembered  that  bacteri- 
ology was  an  unknown  science  and  that 
Lord  Lister  was  to  publish  his  historical 
paper  on  antiseptic  surgery,  just  four 
months  after  Lee  surrendered  at  Appomat- 
tox Court  House,  a medical  step  which,  with 
anesthesia,  was  to  open  the  field  of  surgery 
to  undreamed  of  limits. 

In  1873  the  first  schools  of  nursing  were 
opened  in  New  York,  Boston  and  Bhiladel- 
phia.  The  1890’s  were  to  bring  the  Widal 
test  and  the  roentgen  ray.  With  the  explo- 
sion of  the  battleship  Maine  in  Havana  Har- 
bor, Congress  appropriated  fifty  million 
dollars  to  carry  on  the  war  with  Spain  and 
twenty  thousand  dollars  was  assigned  the 
medical  department  as  their  part.  Its  sup- 
plies and  personnel  were  meagre  and  the 
former  finally  were  furnished  more  by  the 
Red  Cross  than  the  national  government. 
War  wounds  were  no  problem  in  this  con- 
flict, but  typhoid  demanded  its  toll. 

At  this  time  it  was  not  known  that 
malaria  and  yellow  fever  were  transmitted 
by  mosquitoes,  practically  unknown  that 
typhoid  could  be  conveyed  in  other  ways 
than  by  water — the  little  knowledge  that  is 
so  dangerous  a thing.  In  eight  camps  there 
were  thirteen  thousand  cases  with  nine  hun- 
dred deaths,  constituting  86  per  cent  of  all 
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the  deaths.  Ignorance,  not  of  the  medical 
men  in  the  service  but  of  medical  science  as 
a whole,  was  the  cause.  No  one  man  can 
be  blamed ; it  was  the  characteristics  of  the 
day.  Can  we  blame  the  quartermaster  of 
that  day  for  slow  transportation ; the  signal 
officer  for  delayed  communications  which 
could  not  carry  further  than  a ship  could  be 
seen?  The  Dodge  Commission  appointed  by 
the  President  to  inquire  closely  into  all  ac- 
tivities of  the  war  concluded : “The  well 
trained,  faithful  overworked  surgeons  de- 
serve the  thanks  of  the  American  people 
for  their  splendid  work.”  To  support  these 
conclusions  I need  but  to  remind  you  that 
one  of  these  men,  Dr.  Walter  Reed,  with 
three  contract  surgeons,  was  to  form  the 
committee  for  research  into  tropical  dis- 
eases and  establish  beyond  doubt  that  mos- 
quitoes were  the  intermediary  hosts  in  yel- 
low fever,  a revolutionary  dictum  which 
was  to  clear  the  tropics  of  this  dreaded  dis- 
ease, remov,e  fear  from  our  Southern  cities 
and  make  the  completion  of  the  Panama 
Canal  a possibility  and  a reality;  of  Stern- 
berg, the  surgeon-general,  the  discoverer  of 
the  causative  organism  of  pneumonia;  of 
Dr.  Darnell,  another  of  them,  who  devised 
the  method  of  making  drinking  water  safe 
by  chlorination,  a method  adopted  all  over 
the  world,  an  achievement  little  appreciated, 
but  one  which  has  probably  saved  more  lives 
than  any  other  single  human  act. 

The  year  1901  saw  the  caduceus  adopted 
as  the  insignia  of  the  medical  department; 
Fords  began  to  rumble  down  the  country 
lanes;  the  Wright  Brothers  took  off  at  Kit- 
ty Hawk,  little  dreaming  of  the  forces  they 
had  liberated  to  change  human  ways,  to  ac- 
celerate joy  and  multiply  the  sorrows  of 
mankind.  The  year  1906  saw  the  first  mo- 
tor ambulance.  Three  years  later  typhoid 
vaccination  was  started  in  the  army  and  too 
soon  the  Huns  were  on  the  march.  While 
we  watchfully  waited,  private  interest,  the 
medical  societies  and  the  army  prepared. 
Forty-six  ambulance  companies  were  or- 
ganized ; fifty  base  hospitals  were  made 
ready  by  medical  schools  and  established 
hospitals,  these  to  be  later  the  backbone  of 
the  service  in  France.  Six  of  them  arrived 
in  France  before  Pershing  and  contributed 


the  first  officer,  and  the  first  enlisted  man 
of  the  American  army  killed  in  action  in 
the  war.  The  medical  department  was  to 
have  new  experiences.  There  was  the  dem- 
onstration of  the  efficacy  of  typhoid  vaccine 
and  sanitation  (there  were  fifteen  hundred 
cases  of  typhoid.  Had  the  same  rate  pre- 
vailed as  in  the  Spanish-American  war, 
there  would  have  been  500,000  cases)  ; the 
administration  of  tetanus  antitoxin,  which 
kept  this  disease  at  a minimum;  experience 
gained  in  treating  the  casualties  of  gas  war- 
fare— efficient  in  removing  men  from  com- 
bat, but  humane  in  that  its  toll  of  death 
was  small ; the  treatment  of  too  many  cases 
of  gas  gangrene  resulting  from  jagged 
wounds  inflicted  on  the  long  fertilized  fields 
of  agricultural  France,  with  the  results 
none  too  spectacular;  the  firm  establish- 
ment of  the  technic  of  debridement  in  devi- 
talizing war  wounds ; the  enthusiasms  of  the 
Carrel-Dakin  method  of  treating  wounds, 
an  enthusiasm  which  waned  with  the  years ; 
the  problem  of  shell-shock  to  those  too  frail 
in  body  and  stability  to  withstand  the  hor- 
rors of  modern  warfare.  Again  there  were 
ten  times  as  many  men  admitted  to  hospi- 
tals with  disease  as  there  were  with  the 
wounds  in  battle.  Influenza  and  respira- 
tory diseases  accounted  for  82  per  cent  of 
all  deaths.  The  magnitude  of  the  service 
can  be  somewhat  appreciated  when  it  is 
stated  that  7,000,000  men  were  examined, 
4,000,000  men  treated  and  that  the  person- 
nel of  the  medical  department  on  Armistice 
Day  outnumbered  by  more  than  100,000  the 
standing  army  in  1939.  And  this  day  her- 
alded a peace  which  was  not  to  endure.  To- 
day we  feverishly  prepare  for  any  even- 
tuality. How  shall  the  medical  profession 
meet  the  challenge?  I think  with  befitting 
courage  inspired  by  altruistic  motives 
worthy  of  its  past,  as  it  tries  to  envisage 
the  future’s  demands,  profiting  by  Europe’s 
experience. 

With  the  modern  trend  of  war  and  its 
objects  to  destroy  whole  cities,  to  maim  and 
kill  civilians,  men,  women  and  children,  the 
necessarily  resulting  mass  psychoneuroses 
bring  to  the  medical  man  new  problems; 
the  concentration  of  armies  tends  to  pro- 
mote the  spread  of  respiratory  diseases  and 
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thus  increase  the  incidence  of  pneumonia. 
Science  in  the  last  few  years  has  begun  to 
make  encouraging  progress  and  within  the 
last  two  years  has  lowered  its  mortality  in 
a spectacular  manner.  That  complex  enti- 
ty known  as  shock,  resulting  from  trauma, 
its  ways  still  perplexing,  is  receiving  con- 
centrated attention,  but  its  major  control 
apparently  in  sight.  With  blood  banks  for 
transfusion  a reality  in  major  hospitals, 
plasma  banks  appear  to  be  a greater  bless- 
ing in  that  they  are  more  stable,  more  con- 
centrated and  more  elastic  in  their  use  be- 
cause they  may  have  a wider  application  in 
both  shock  and  hemorrhage.  There  are  in- 
creasing accumulation  of  data  that  great 
bodies  of  men  may  in  advance  be  protected 
against  tetanus  by  prophylactic  administra- 
tion of  the  toxoid.  There  is  encouraging 
hope  that  the  sulfanilamide  group  which  has 
accomplished  so  much  in  the  treatment  of 
pneumonia  may  prove  a great  blessing  in 
the  treatment  of  compound  fractures,  open 
wounds  and  peritonitis.  Even  dysentery, 
which  has  been  an  unwelcome  camp  fol- 
lower in  all  wars,  may  have  met  its  match 
in  this  marvelous  group  of  drugs. 

At  one  time  the  Red  Cross  carried  some 
immunity  from  gun  fire;  today  its  adorn- 
ment of  a hospital  roof  merely  invites  dis- 
aster, a change  which  might  force  the 
abandonment  of  the  present  method  of  frac- 
ture treatment  with  its  efficient  traction 
apparatus  aiming  at  perfection  in  results, 
as  such  complicated  contraptions  make  it 
difficult  or  almost  impossible  to  move  the 
patient  to  a place  of  safety,  forcing  the 
treatment  of  many  wounds  with  plaster 
casts  in  order  that  the  patient  may  be  trans- 
ported quickly  to  a bombproof  cellar.  The 
medical  personnel  of  aviation  has  its  own 
problems  brought  on  by  high  altitudes  and 
speeds  almost  unbelievable  in  the  modern 
fighting  plane.  Verily  we  have  traveled  a 
long  way  since  Bunker  Hill.  We  have  some 
consolation.  That  same  force — the  human 
mind — which  fashions  the  horrors  of  war, 
can  with  more  humane  motives  be  expected 
to  create  ways  and  methods  to  repair  the 
damage  wrought, — developments  which  will 
endure  when  war  will  have  been  silenced. 


Such  is  the  unending  work  of  the  physician 
and  surgeon  in  war  and  peace. 

o 

IN  MEMORIAM* 

M.  D.  HARGROVE,  M.  D. 

Shreveport,  La. 

Each  year  our  program  has  a designated 
place  for  a memorial  service  for  those  of 
our  profession  who  have  passed  away  dur- 
ing the  year.  As  Shakespeare  has  said : 

“Death,  a necessary  end,  will  come 
When  it  will  come.” 

and  thus  it  is,  that  the  career  of  33  of  our 
members  has  come  to  a close. 

Life,  after  all,  covers  a relatively  short 
time,  only  a few  years.  Short  indeed,  to  ac- 
complish the  many  things  that  most  of  us 
hope  to  accomplish.  Physical  development 
comes  early  and  with  less  effort  so  that  the 
majority  of  us  attain  that  end.  Mental  and 
spiritual  development,  though,  are  prod- 
ucts of  the  mind  and  soul  and  can  only  be 
attained  by  prolonged  and  consistent  effort. 
But,  if  pursued  diligently,  there  is  no  limit 
to  our  possible  achievements  in  mental  and 
spiritual  growth. 

Doctors,  as  a class,  are  peculiarly  situated 
to  pursue  that  mental  and  spiritual  devel- 
opment. Practitioners  of  a profession  that 
still  has  many  unsolved  problems,  many 
mysteries  yet  to  unravel,  we  should  be 
tempted  to  the  highest  mental  growth ; con- 
tacts with  a varied  group  of  people  under 
circumstances  that  should  afford  us  the 
greatest  opportunity  for  spiritual  achieve- 
ment. If  we  are  to  be  truly  doctors,  worthy 
of  the  name  and  of  that  beautiful  eulogy  of 
Robert  Louis  Stevenson,  in  which  he  sets  us 
apart,  then  most  diligently  must  we  pur- 
sue the  rainbow  of  mental  and  spiritual 
growth. 

These,  whom  we  honor,  have  done  that 
and  by  their  efforts  have  enriched  our  pro- 
fession and  the  lives  of  those  with  whom 
they  came  in  contact.  Some  of  them  attained 
enviable  places  in  our  profession  and  all  of 
them  enriched  many  lives  in  the  pursuit  of 

* Memorial  address  read  before  the  sixty-second 
annual  meeting’  of  the  Louisiana  State  Medical 
Society,  April  21,  1941. 
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their  art.  Their  passing  has  brought  sorrow 
to  all  of  us,  but  it  should  also  make  us  the 
more  resolved  that  they  and  the  others  who 
have  gone  before  shall  not  have  labored  in 
vain.  We  should  be  the  more  resolved  to 
dedicate  our  lives  to  our  profession,  the 
noblest  of  them  all,  to  the  end  and  that  it 
may  remain  free  and  may  continue  to  in- 
crease in  usefulness  to  our  people. 

Those  of  our  members  who  have  passed 
away  since  we  last  met  are: 


NAME 

ADDRESS 

DATE  OF 
DEATH 

Isaac  N.  Adams 

Pineville 

1941 

Jos.  C.  Allgood 

Summerville 

1940 

Marie  0.  Becnel 

New  Roads 

1940 

Margaret  P.  Bowden 

New  Orleans 

1940 

S.  M.  Brian 

Winnfield 

1940 

Jos.  F.  Cazayoux 

New  Roads 

1940 

John  A.  Devron 

New  Orleans 

1940 

John  E.  DiGiglia 

Lake  Charles 

1940 

Jos.  A.  Estopinal 

New  Orleans 

1940 

Jos.  L.  Ewing 

Shreveport 

1941 

SYMPOSIUM  ON  RECENT 
ADVANCES  IN  VITAMINS* 

CHEMISTRY  OF  VITAMINS 

ARTHUR  0.  KASTLER,  Ph.  D.f 
New  Orleans 

Everyone  is  familiar  with  the  fact  that 
all  the  known  vitamins  have  been  discov- 
ered as  the  result  of  specific  pathologic 
conditions  which  develop  in  man  or  experi- 
mental animals  when  certain  factors  are 
absent  from  the  diet.  The  addition  of  these 
organic  “accessory  substances”  to  the  de- 
ficient diet,  in  amounts  so  small  they  could 
not  possibly  affect  the  calorific  value  or 
indeed  the  fat,  carbohydrate  or  protein 
content  of  the  foodstuff,  was  shown  to  pre- 
vent or  to  cure  the  particular  abnormality. 
With  little  or  no  knowledge  of  the  chemi- 
cal character  of  the  potent  materials,  each 
was  assigned  an  arbitrary  alphabetical 
name  and  was  known  in  terms  of  its  solu- 
bility, or  as  the  anti-substance  for  the  pre- 
vention of  a well-characterized  syndrome. 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, November  11,  1940. 

fFrom  the  Department  of  Biochemistry,  Tulane 
University  of  Louisiana. 


William  H.  Floyd 

Jena 

1940 

Thos.  C.  Foreman 

Baton  Rouge 

1940 

F.  R.  Frazar 

Merryville 

1941 

Homer  H.  Gates 

Franklin 

1940 

Wm.  H.  Hamley 

Lake  Providence 

1940 

A.  A.  Keller 

New  Orleans 

1940 

F.  J.  Kinberger 

New  Orleans 

1940 

J.  M.  Koelle 

New  Orleans 

1940 

John  W.  Lamon 

Montegut 

1940 

John  A.  Lanford 

New  Orleans 

1940 

A.  L.  Levin 

New  Orleans 

1940 

Royal  L.  Love 

DeRidder 

1940 

Wilkins  McDade 

Minden 

1940 

Henry  E.  Menage 

New  Orleans 

1940 

C.  S.  Miller 

Jackson 

1940 

James  C.  Parrott 

Montrose 

1940 

B.  B.  Reynaud 

Baton  Rouge 

1940 

G.  D.  Sagrera 

Arnaudville 

1940 

Hubert  S.  Smith 

Thibodaux 

1940 

Robert  M.  Smith 

Gonzales 

1940 

Oliver  C.  Teagle 

Campti 

1940 

Guy  Wimberly 

Ringgold 

1940 

William  L.  Wise 

Chopin 

1940 

“God’s  finger  touched  him  and  he  slept.” 
Tennyson — In  Memoriam. 


Food  sources  were  evaluated  in  terms  of 
units  representing  biologic  response  of  test 
animals  to  the  substance  in  question. 

With  the  comparatively  recent  knowledge 
of  the  precise  chemical  structure  of  at  least 
ten  vitamins  that  have  now  been  syn- 
thesized in  the  laboratory,  it  has  become 
possible  to  be  more  specific,  and  not  only 
to  refer  to  a chemical  individual,  but  to 
express  its  content  in  various  foodstuffs, 
its  daily  requirement  and  its  possible  ad- 
ministration in  concentrated  form  in  the 
exact  terms  of  milligrams  of  the  pure 
product. 

Minute  amounts  of  these  chemical  indi- 
viduals are  extraordinarily  potent.  Vitamin 
A,  for  example,  isolated  from  large  quanti- 
ties of  cod  liver  oil,  is  so  effective  in  the 
body  that  a single  ounce  of  the  crystalline 
synthetic  material  would  be  a supply  suf- 
ficient for  an  average  individual’s  lifetime, 
and  others  are  comparable.  The  daily  re- 
quirement is  therefore  only  a matter  of 
milligrams.  While  some  species  seem  able 
to  synthesize  several  of  the  vitamins,  with 
the  possible  exception  of  vitamin  D,  the 
human  requires  the  intake  of  small  but 
definite  amounts  of  each  of  them  at  rela- 
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tively  short  intervals  of  time.  The  possi- 
bility of  injury  from  overdosage  with  vita- 
min-rich foods  has  been  extensively  studied, 
and  there  is  general  agreement  on  the  point 
that  there  is  no  danger  of  overdosage  from 
natural  foods,  in  which  the  vitamins  occur 
in  only  a few  parts  per  10  million,  or  from 
a reasonable  use  of  pure  vitamin  supple- 
ments up  to  at  least  one  thousand  times  the 
protective  requirement. 

Some  idea  of  the  physiologic  impor- 
tance of  vitamin  substances  which  supply 
chemical  configurations  not  found  in  or- 
dinary purified  foods  and  not  manufac- 
tured in  vivo,  is  obtained  by  mentioning 
their  close  chemical  relationship  to  some 
hormones,  and  their  wide  distribution  in 
cellular  enzyme  systems,  especially  those 
concerned  with  oxidation-reduction  mech- 
anisms. 

In  discussing  the  vitamins,  it  is  necessary 
to  consider  them  one  at  a time,  for  there 
is  little  true  chemical  relationship  between 
them  that  permits  of  their  accurate  classi- 
ficatiom  Vitamins  A,  D,  E and  K are 
among  the  so-called  fat-soluble  ones,  while 
vitamin  C and  members  of  the  B complex 
are  water-soluble. 

VITAMIN  A 

Vitamin  A,  the  fat-soluble  anti-xeroph- 
thalmic  substance,  has  been  shown  to  be 
related  to  the  yellow  pigment  carotene.  The 
vitamin  itself,  though  its  chemistry  has 
been  definitely  worked  out,  has  been  as- 
signed as  yet  no  chemical  name.  It  is  a 
cleavage  product  of  any  one  of  four  re- 
lated plant  pigment  precursors,  is  an  un- 
saturated alcohol  of  high  molecular  weight, 
and  is  colorless.  As  the  free  vitamin  it  is 
rather  easily  destroyed  by  oxidation  and 
by  light,  so  it  is  not  suitable  in  this  form 
for  purposes  of  standardization,  although 
it  has  been  crystallized  with  a potency  of 
3,000,000  units  per  gram.  In  natural 
sources  the  vitamin  is  relatively  stable,  for 
it  is  combined  with  fatty  acids  in  ester 
form.  Six  tenths  microgram  (millionth  of 
a gram)  of  beta  carotene,  a more  stable 
precursor,  is  accepted  as  the  International 
unit,  the  adult  requirement  being  3000 
units,  or  2 milligrams,  per  day,  which 


amount  could  be  furnished  by  about  5 
grams  of  cod  liver  oil.  Milk,  eggs,  liver 
and  green  vegetables  are  among  its  better 
dietary  sources. 

VITAMIN  D 

Vitamin  D,  the  anti-rachitic  agent,  has 
been  prepared  from  natural  sources  in  crys- 
talline form  and  though  its  chemical  struc- 
ture is  definitely  known,  it  has  not  as  yet 
been  synthesized  from  its  elements  in  the 
laboratory.  There  are  several  substances 
with  varying  degrees  of  antirachitic  value 
that  differ  only  slightly  from  each  other 
and  from  cholesterol  in  points  of  unsatura- 
tion or  length  of  side  chains.  They  are  all 
sterols  that  have  been  given  their  vitamin 
properties  by  “activation”  by  chemicals  or 
by  ultraviolet  light,  which  serves  to  rupture 
a bond  in  one  of  the  four  rings  in  the  com- 
plex sterol  molecule.  The  two  most  im- 
portant members  of  this  group  are  calci- 
ferol (D„)  that  is  produced  by  irradiation 
of  ergosterol  of  plant  origin,  and  D3  by 
similar  treatment  of  the  animal  product  7- 
dehydrocholesterol.  The  International  unit 
is  0.025  microgram  of  calciferol,  and  the 
daily  requirement  for  an  adult  is  about  500 
units  or  0.01  milligram,  which  is  consid- 
erably less  than  that  of  the  other  vitamins. 
This  amount  would  be  found  in  6 grams  of 
U.  S.  P.  cod  liver  oil  or  in  0.5  gram  of  hali- 
but liver  oil.  Most  common  foods  contain 
a scarcely  detectable  amount.  Some  foods 
acquire  anti-rachitic  potency  when  exposed 
to  ultraviolet  light,  and  there  are  on  the 
market  foods  that  have  been  fortified  by 
the  addition  of  synthetic  potent  sources. 
The  individual,  also,  is  capable  of  syn- 
thesizing his  supply  from  body  sterols  when 
sunlight  or  some  other  source  of  ultraviolet 
light  is  available  and  used  in  suitable 
amounts. 

VITAMIN  E 

Vitamin  E,  the  rat  anti-sterility  vitamin, 
has  been  shown  to  be  any  one  of  three  close- 
ly related  substances  called  tocopherols. 
These  are  di-cyclic  alcohol  compounds  with 
a sixteen  carbon  atom  unsaturated  side 
chain.  They  are  stable  to  heat,  acid  and 
alkali,  but  are  sensitive  to  light  and  de- 
stroyed when  the  fat  in  which  they  are 
found  dissolved  becomes  rancid.  The  alpha- 
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tocopherol  has  the  greatest  vitamin  po- 
tency of  the  three,  and  it  has  been  crystal- 
lized and  synthesized  in  the  laboratory.  It 
is  found  widespread  in  most  natural  foods, 
particularly  seeds  and  green  vegetables,  so 
its  value  in  human  nutrition  is  difficult  to 
define,  and  there  has  been  no  report  of 
daily  requirements.  Most  workers  are  still 
skeptical  of  the  claims  for  vitamin  E thera- 
py, though,  since  it  is  now  commercially 
available,  there  have  been  some  reports  in 
which  it  was  claimed  to  be  effective  in  the 
cure  of  clinical  degenerative  diseases  of  the 
muscular  and  nervous  systems. 

VITAMIN  K 

Experimental  chicks  and  geese  show  a 
prolonged  clotting  time  when  certain  die- 
tary factors  are  withheld  in  the  course  of 
nutritional  studies.  A fat-soluble  substance, 
vitamin  K or  anti-hemorrhagic  vitamin, 
that  had  previously  escaped  recognition 
was  shown  to  be  deficient  in  the  diet.  Rela- 
tively crude  preparations  of  this  substance 
were  found  to  be  effective  in  human  cases 
in  which  the  clotting  time  was  considerably 
elevated  coincident  with  a lowered  blood 
prothrombin  level.  Pure  forms  of  vitamin 
K have  been  isolated  from  alfalfa  leaf 
lipids  and  from  bacterial  fat  fractions, 
while  several  compounds  having  high  vita- 
min K activity  have  been  synthesized  in  the 
laboratory.  The  type  of  structure  has  been 
shown  as  a methyl  naphthoquinone  (two 
fused  benzene  rings)  with  a side  chain 
which  is  very  long  in  the  natural  vitamin. 
Shorter  side  chains  and  substitution  groups 
in  the  synthetic  compounds  do  not  mate- 
rially affect  the  physiologic  properties, 
but  render  the  substance  water-soluble, 
which  permits  its  administration  without 
the  bile  salt  feeding  necessary  for  the  ab- 
sorption of  the  fat-soluble  natural  product. 
Egg  yolk,  meat  fat,  liver  and  green  vege- 
tables are  some  good  dietary  sources. 
Phthiocol,  which  was  one  of  the  first  pure 
compounds  identified  with  antihemor- 
rhagic  function,  was  isolated  a number  of 
years  ago  as  a yellow  fatty  material  from 
tubercle  bacilli.  The  vitamin  is  destroyed  by 
acid,  alkali  and  oxidizing  agents,  but  is 
stable  to  light  and  heat.  It  is  apparently 


not  required  by  all  animals,  being  syn- 
thesized by  certain  intestinal  bacteria. 

VITAMIN  B COMPLEX 

The  original  water-soluble  vitamin  B of 
Funk1  was  soon  shown  to  be  multiple  in 
nature  and  gave  rise  to  the  term  B com- 
plex. Water  extracts  of  yeast  or  liver  were 
found  to  contain,  among  other  things,  a 
heat-labile  fraction  called  Bx  which  was  as- 
sociated with  the  integrity  of  nerve  tissue, 
and  a heat  stable  fraction  called  B2  that 
did  not  affect  anti-neuritic-  symptoms,  but 
was  associated  with  growth  and  with  the 
prevention  or  cure  of  pellagra  in  man  and 
black  tongue  in  dogs.  This  B2  fraction  has 
itself  been  found  multiple,  its  principal  di- 
vision being  B„  or  G,  a P-P  factor,  and  B6, 
all  of  which  have  now  been  chemically 
identified. 

There  is  biologic  evidence  for  six  or  seven 
other  vitamin  B fractions  than  those  al- 
ready named,  which,  while  not  having  been 
shown  necessary  in  human  nutrition,  are 
concerned  with  the  growth  and  well-being 
of  chicks,  rats  and  pigeons.  With  one  ex- 
ception, chick  anti-dermatitis  factor  or  pan- 
thothenic  acid,  their  chemical  compositions 
are  still  unknown. 

Vitamin  B1?  the  anti-neuritic  or  anti-beri 
beri  substance,  is  now  known  to  be  the  ma- 
terial, described  by  the  original  term  “vita- 
mine”,  that  Funk  crystallized  in  1911.  The 
crystals  were  not  pure,  and  in  spite  of  con- 
sistent endeavor  in  various  laboratories,  the 
actual  isolation  of  the  pure  vitamin  was 
not  accomplished  until  fifteen  years  after 
Funk’s  discovery.  Even  then  it  was  ob- 
tained only  in  minute  amounts  not  suf- 
ficient for  study,  and  it  was  not  until  1936 
that  its  structure  was  discovered  and  its 
synthesis  accomplished.  The  compound  is 
called  thiamin  and  is  a double  ring  struc- 
ture. One  ring  contains  nitrogen  and  sulfur 
which  together  with  carbon  atoms  form  a 
five-membered  (thiazole)  ring  found  in  no 
other  substance  in  nature,  while  the  other 
ring  is  the  familiar  pyrimidine  nucleus 
found  in  uric  acid  and  other  compounds, 
but  which  in  thiamin  has  side  methyl 
groups  in  unusual  positions.  It  is  the 
presence  of  these  uncommon  structures 
that  made  the  identification  of  the  com- 
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pound  difficult  over  so  long-  a period  of 
time.  It  is  the  only  vitamin  that  contains 
sulfur,  whence  its  name,  and  it  is  not  di- 
rectly related  to  any  other  sulfur-containing 
compound  now  known  in  the  body.  Thiamin 
is  made  commercially  and  sold  as  the  thia- 
min hydrochloride  salt.  It  is  comparatively 
stable  towards  dry  heat,  but  is  destroyed 
by  autoclaving  and  by  sulfite.  The  Inter- 
national unit  of  Bx  is  equivalent  to  3 micro- 
grams of  thiamin  hydrochloride,  and  the 
daily  adult  requirement  is  300  units  or 
about  1 milligram  of  the  vitamin.  It  is  fair- 
ly widely  distributed  in  foods,  good  dietary 
sources  including  milk,  whole  cereals,  po- 
tatoes, vegetables  and  meat. 

Thiamin  combined  with  phosphoric  acid 
is  a constituent  of  co-carboxylase,  an  en- 
zyme of  wide  distribution  throughout  the 
body,  that  is  concerned  in  the  oxidation  of 
carbohydrates.  It  is,  without  doubt,  funda- 
mentally important  for  cellular  metabolism, 
as  evidenced  by  the  fact  that  it  has  growth- 
stimulating  effects,  not  only  on  animals, 
but  on  yeasts  and  green  plant  roots. 

Riboflavin  (vitamin  B2  or  G)  has  been 
crystallized  and  is  now  available  in  large 
quantities.  It  has  been  shown  to  be  a com- 
plex three  ring  pyrimidine  derivative  with 
a carbohydrate  side-chain.  It  is  the  nat- 
urally occurring  yellow  pigment  of  milk, 
hence  sometimes  called  lactoflavin,  and  is 
bleached  and  destroyed  by  exposure  to  blue 
light  and  by  alkaline  media.  It  has  a char- 
acteristic green  fluorescence  when  dis- 
solved in  water,  and  is  converted  by  strong 
reducing  agents  into  a colorless  form  from 
which  it  can  be  easily  oxidized  again  by 
shaking  with  air.  Riboflavin  occurs  gen- 
erally distributed  in  the  body  tissues,  com- 
bined with  phosphoric  acid  and  protein  as 
the  yellow  respiratory  enzyme  of  Warburg, 
and  deficiency  in  humans  has  recently  been 
associated  with  cheilosis,  a morbid  condi- 
tion of  the  lips  and  corners  of  the  mouth. 
One  unit  is  equivalent  to  2.5  micrograms  of 
riboflavin,  and  the  daily  adult  requirement 
is  450  units  or  1.1  milligrams  of  the  pure 
vitamin.  Good  dietary  sources  of  riboflavin 
include  milk,  liver,  eggs  and  green  vege- 
tables. 


The  anti-pellagra  or  P-P  factor  of  the 
vitamin  B2  complex  has  been  shown  to  be 
nicotinic  acid  or  its  amide  derivative.  The 
discovery  of  its  efficacy  in  black  tongue  of 
dogs  by  Elvehjem2  in  1937  was  immediately 
carried  over  to  clinical  practice  on  pellagra 
when  Spies3  and  others  reported  striking 
cures  with  nicotinic  acid  or  its  amide  with- 
in a very  short  time  following  the  reports 
on  dogs  from  the  Wisconsin  laboratory. 
Nicotinic  acid  is  now  made  on  a commer- 
cial scale.  It  is  a comparatively  simple  sub- 
stance, consisting  of  a single  six-membered 
ring  containing  nitrogen,  which  thus  makes 
it  a derivative  of  pyridine.  The  side  chain 
acid  group  readily  forms  the  amide  by  com- 
bination with  ammonia.  The  name  is  de- 
rived from  its  early  preparation  from  nico- 
tine by  vigorous  oxidation  in  the  laboratory. 
Nicotine  itself  is,  of  course,  highly  toxic  in 
contrast  to  its  vitamin  offspring,  and  the 
body  is  unable  to  make  the  conversion  to 
the  vitamin  that  can  be  accomplished  in 
the  test  tube.  Lean  meat,  liver,  milk,  eggs 
and  greens  are  good  natural  sources,  but 
corn  is  deficient  in  nicotinic  acid  as  com- 
pared with  such  other  grains  as  wheat  and 
rice.  This  probably  accounts  for  the  per- 
sistent attempts  in  the  past  to  link  pellagra 
incidence  with  spoiled  corn.  Some  authori- 
ties feel  that  15  to  25  milligrams  of  nico- 
tinic acid  per  day  are  required  to  protect 
against  pellagra,  while  500  milligrams  was 
considered  a safe  curative  daily  dose.  The 
presence  of  combined  nicotinamide  in  cer- 
tain co-enzymes  concerned  with  tissue  oxi- 
dation reactions  has  been  definitely  estab- 
lished. 

Vitamin  Bs  is  the  third  important  mem- 
ber of  the  original  heat-stable  B2  complex 
and  was  termed  the  rat  anti-dermatitis  fac- 
tor. It  is  now  believed  necessary  for  the 
utilization  of  unsaturated  fatty  acids.  A 
detailed  procedure  for  the  isolation  of  the 
vitamin  was  published  in  1938,  its  structure 
was  almost  immediately  found  and  con- 
firmed by  a number  of  workers,  and  it  was 
synthesized  in  1939  by  Harris  and  Folkers4, 
indicating  the  rapid  pace  of  the  vitamin 
chemistry  at  the  present  time.  It  is  a single 
pyridine  ring,  like  nicotinic  acid,  but  with 
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three  substituted  alcohol  groups  instead  of 
the  acid  side  chain.  Although  thus  related, 
nicotinic  acid  and  B0  are  not  interconverti- 
ble. Because  of  its  chemical  structure,  the 
term  pyridoxin  has  been  suggested  to  re- 
place the  older  B0  or  adermin  (anti-derma- 
titis vitamin).  Good  dietary  sources  in- 
clude wheat  germ,  egg  yolk,  lard  and  liver, 
from  which  the  crystalline  preparation  is 
now  being  made  in  relatively  large  quanti- 
ties. Rats  when  given  3 to  5 micrograms 
per  day  are  regularly  cured  of  the  derma- 
titis (and  acrodynia),  and  Spies5  has  ad- 
ministered as  much  as  50  milligrams  of 
synthetic  pyridoxin  to  neuromuscular  pa- 
tients with  dramatic  results. 

The  last  vitamin  of  the  B complex  whose 
structure  is  definitely  known  is  pantho- 
thenic-  acid.  This  has  been  identified  as  the 
active  principle  in  one  of  the  less  well  de- 
fined fractions  and  is  a general  growth- 
promoting  substance  or  bios,  the  so-called 
filtrate  factor  or  chick  anti-dermatitis  vita- 
min. Recently  (1939)  the  chemical  struc- 
ture of  panthothenic  acid  has  been  worked 
out  and  the  substance  synthesized  by  Wil- 
liams and  Weinstock.'3  Its  composition 
shows  it  to  be  a peptide-like  union  of  beta- 
alanine,  which  is  relatively  rare,  and  a six- 
carbon  chain  dihydroxy  acid.  Its  stability 
and  widespread  distribution  in  most  foods 
eaten  by  man  suggest  there  will  not  likely 
occur  a significant  shortage  of  the  vitamin 
in  human  dietaries. 

VITAMIN  C 

Vitamin  C is  the  anti-scorbutic  substance 
and  though  there  has  been  ample  evidence 
for  over  a century  that  there  was  some- 
thing in  fresh  fruits  which  would  prevent 
or  cure  scurvy  in  man,  it  has  only  been  in 
comparatively  recent  years  that  anyone  has 
entertained  the  idea  that  this  “something” 
was  a definite  chemical  substance  capable 
of  being  isolated.  The  pure  principle  is  now 
known  in  crystalline  form,  and  has  been 
made  in  the  laboratory  in  a series  of  reac- 
tions that  start  with  glucose.  It  is  now 
available  on  a commercial  scale.  The  vita- 
min is  ascorbic  (or  cevitamic)  acid,  which 
is  the  relatively  unstable  lactone  form  of  an 
unsaturated  six-carbon  atom  acid.  It  is  re- 


lated to  the  simple  sugars.  One  Interna- 
tional unit  of  vitamin  C is  equivalent  to  .05 
milligrams  of  ascorbic  acid,  and  the  daily 
adult  requirement  is  1000  units  or  50  milli- 
grams, which  corresponds  to  about  100  c.  c. 
of  orange  or  lemon  juice.  Other  good  die- 
tary sources  include  nearly  all  the  green 
vegetables.  When  these  are  dried  or  cooked 
in  air,  however,  much  of  the  vitamin  is  lost 
in  the  liquid  or  destroyed  by  oxidation.  The 
vitamin  is  very  sensitive  to  alkalies  and  to 
oxidation,  especially  with  copper  catalysis. 
It  is  a strong  reducing  agent  and  takes  part 
in  oxidation-reduction  mechanisms  in  the 
body  tissues  in  which  it  is  almost  univer- 
sally present.  It  can  be  determined  in  so- 
lution by  titration  with  an  indophenol  dye. 

Within  recent  months  newly  discovered 
applications  of  synthetic  vitamins  indicate 
their  greater  general  usefulness.  Chemical 
manipulation  of  structure  by  substitution 
of  groups  in  the  naturally-occurring  forms 
of  the  vitamins  has,  in  some  cases,  in- 
creased the  potency  of  the  synthetic  com- 
pound, and  in  other  cases  has  altered  the 
physical  properties  to  meet  definite  de- 
mands without  materially  affecting  the  bio- 
logic activity.  It  has  been  suggested  that 
processed  foods  be  restored  to  their  natural 
potency  by  inclusion  in  the  refined  product 
of  the  now  commercially  available  vitamin 
removed  in  manufacture.  The  addition  of 
riboflavin  and  thiamin  to  white  flour  is 
a case  in  point.  Vitamin  A,  because  of  its 
content  in  the  visual  purple  of  the  retina, 
exerts  a beneficial  effect  on  the  sight  of 
workers  in  colors  and  exact  dimensions. 
Vitamin  C,  because  of  its  strong  reducing 
activity,  prevents  rancidity  in  fatty  emul- 
sions like  butter  and  mayonnaise,  to  which 
orange  juice  could  not  well  be  added  in 
quantities  sufficient  to  produce  the  desired 
result.  Vitamin  B1  is  being  used  in  in- 
finitesimal concentrations  (1  part  in  10 
billion)  for  the  more  luxurious  growth  of 
flowers  and  for  crops  on  irrigated  desserts. 
Further,  injection  of  the  pure  thiamin  has 
been  reported  a promising  remedy  for  cer- 
tain types  of  nervous  tics,  and  for  the  al- 
leviation or  prevention  of  serum  sickness. 
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SUMMARY 

The  important  point  is  that  of  less  than 
twenty  presently  known  vitamins,  at  least 
ten  have  been  synthesized,  three  within  the 
past  two  years.  This  on  the  one  hand  has 
provided  proof  of  their  chemical  constitu- 
tion, and  on  the  other  has  placed  powerful 
agents  into  the  hands  of  the  medical  pro- 
fession. 
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vitamin  A 

The  discovery  nine  years  ago  that  the 
reddish  plant  pigment  carotene  is  converted 
in  the  body  to  vitamin  A1  and  the  elucida- 
tion of  the  chemical  configuration  of  beta- 
carotene  and  vitamin  A2>  3 proved  a re- 
markable forward  step  in  our  knowledge 
of  the  physiology  of  vitamin  A.  Beta-caro- 
tene is  the  most  important  and  widely  dis- 
tributed of  the  known  natural  coloring  mat- 
ters which  have  vitamin  A activity.  Since 
the  animal  organism  cannot  synthesize  vit- 
amin A or  carotene  it  is  dependent  upon  its 
food  supply  for  these  substances.  The  fac- 
tors which  influence  the  absorption  of  vita- 
min A and  carotene  from  the  gastrointesti- 
nal tract  are  therefore  worthy  of  some  con- 
sideration. 

It  should  be  borne  in  mind  that  carotenes 
are  hydrocarbons,  whereas  vitamin  A is  an 

fFrom  The  Department  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  and  the  Joseph  Hume 
Research  Laboratory,  Touro  Infirmary. 


alcohol.  This  difference  has  a definite 
bearing  on  the  absorption  of  these  sub- 
stances from  the  gastrointestinal  tract. 
Drummond,  Bell  and  Palmer4  studied  the 
absorption  of  vitamin  A and  carotene  from 
the  intestinal  tract  of  a patient  with  a fis- 
tula leading  from  the  thoracic  duct  to  the 
pleural  cavity.  They  showed1  that  if  the 
free  alcohol  vitamin  A is  given  it  is  recov- 
ered in  esterified  form,  and  that  nearly  all 
administered  vitamin  A and  only  small 
amounts  of  the  administered  carotene  may 
be  recovered.  These  key  observations  indi- 
cate : ( 1 ) that  absorption  of  vitamin  A may 
depend  on  esterification  in  the  intestinal 
wall.  ( Naturally  occurring  vitamin  A is  in 
the  esterified  form  whereas  in  preparations 
made  by  saponification  the  vitamin  exists 
as  the  alcohol)  ; (2)  that  carotene  being  a 
hydrocarbon  cannot  undergo  esterification 
and  is  more  poorly  absorbed. 

The  administration  of  liquid  petrolatum 
preparations  has  a slight  effect  in  reducing 
the  absorption  of  vitamin  A but  markedly 
reduces  carotene  absorption  since  the  petro- 
latum competes  with  solvent  action  of  nat- 
ural fats.5  Experimental  evidence6  indi- 
cates that  rats  on  fat-free  diets  assimilate 
only  a small  fraction  of  the  carotene  ab- 
sorbed when  the  diet  has  10  per  cent  fat. 
It  also  appears  that  bile  salts  play  a role 
in  the  absorption  of  carotene.7  Vitamin 
A however  is  apparently  fairly  well  ab- 
sorbed under  the  above  conditions. 

For  some  unknown  reason,  both  caro- 
tene and  vitamin  A are  poorly  absorbed 
during  infections.8  It  is  not  surprising  that 
deficiency  of  vitamin  A in  spite  of  “ade- 
quate intake”  may  occur  in  a variety  of  in- 
testinal disorders  such  as  chronic  diarrhea, 
steatorrhea,  celiac  disease,  obstruction  of 
the  biliary  ducts,  pancreatic  dysfunction. 
In  such  instances  carotene  absorption  may 
be  completely  inhibited  and  assimilation  of 
vitamin  A greatly  reduced. 

Most  of  the  well-known  changes  due  to 
severe  vitamin  A deficiency  are  dependent 
upon  a keratinizing  metaplasia  of  epithelial 
structures.  The  earliest  evidence  of  vita- 
min A deficiency  is  a functional  change, 
namely  a decreased  ability  for  dark  adap- 
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tation.  Among  the  best  known  disorders,  in 
addition  to  nutritional  night  blindness,  are 
xerophthalmia,  keratomalacia  and  a folli- 
cular dermatosis. 

Tests  for  loss  of  adaptation  to  dim  light 
have  been  recently  introduced  as  a measure 
of  deficiency  of  vitamin  A.  Vitamin  A ap- 
parently takes  part  in  a cycle  of  events 
which  occurs  when  the  retina  is  exposed  to 
light;  the  rate  of  reformation  of  visual  pur- 
ple seems  to  depend  on  the  available  supply 
of  vitamin  A. 

Hart,  Mead  and  Guilbert9  have  supplied 
evidence  to  show  that  night  blindness  only 
ensues  when  the  vitamin  A stores  of  the 
liver  are  practically  exhausted. 

While  the  methods  used  to  determine 
dark  adaptation  are  rather  tedious  and 
fraught  with  error,  they  approximate  the 
accuracy  of  other  biologic  methods  and 
serve  as  crude  indicators  rather  than  ab- 
solute measures. 

In  view  of  the  above  considerations  an 
amount  of  vitamin  A which  will  prevent 
hemeralopia  might  be  regarded  as  just 
short  of  a minimum  requirement.  Frider- 
ichsen  and  Edmund,10  Jeans  and  his  co- 
workers,11 Jeghers  and  others12  indicate 
that  the  daily  requirement  of  vitamin  A is 
about  30  units  per  kilo  of  body  weight  per 
day  or  about  2000  units  per  day.  Three 
thousand  units  per  day  is  probably  safer. 
This  requirement  can  be  satisfied  by  a pint 
of  milk,  one  egg,  one  ounce  of  butter  and 
one  serving  of  green  leafy  vegetable  daily. 
It  appears  that  the  requirement  of  children 
aqd  infants  is  two  or  three  times  greater. 
The  Technical  Commission  of  the  Health 
Committee  of  the  League  of  Nations  recom- 
mends that  all  children  between  the  ages 
of  two  and  14  should  have  an  additional 
pint  of  milk  and  3.0  gm.  cod  liver  oil 
daily.13  This  dietary  intake  should  supply 
6000  to  8000  units  of  vitamin  A daily  for 
growing  children.  Pregnant  and  nursing 
women  require  about  6000  units  daily. 

The  above  requirements  are  physiologic. 
In  disease  states  the  requirement  will  vary 
from  case  to  case.  The  current  active  cor- 
relation of  dark  adaptation  tests  and  blood 
carotene  and  vitamin  A levels  holds  promise 


of  meeting  the  clinician’s  needs  for  esti- 
mating the  vitamin  A requirements  in  dis- 
ease states. 

Potent  vitamin  A preparations  for  pa- 
renteral administration  are  now  available 
and  in  critical  cases  may  adequately  supple- 
ment the  inefficient  oral  therapy.  More 
data  are  needed  on  the  rate  of  depletion  of 
vitamin  A in  humans,  the  efficacy  of  sin- 
gle large  parenteral  doses  in  repleting  body 
stores  before  accurate  therapeusis  can  be 
rationally  employed.  It  would  appear  from 
Jeghers’  work,12  however,  that  an  assured 
daily  absorption  from  the  gastrointestinal 
tract  or  subcutaneous  tissues  of  10,000 
units  should  replenish  body  stores  and  take 
care  of  most  patients’  requirements. 

Treatment  with  vitamin  A has  also  been 
suggested  in  disease  states  which  are  not 
primarily  dependent  upon  a vitamin  A de- 
ficiency, for  example,  local  treatment,  of 
skin  wounds,  thyrotoxicosis,  or  urinary 
lithiasis.  A consideration  of  these  prob- 
lems is  beyond  the  scope  of  this  paper. 

VITAMIN  B COMPLEX 

Four  of  the  fractions  of  the  vitamin  B 
complex  are  now  available  in  crystalline 
form  for  therapeutic  use.  These  include 
thiamin,  riboflavin,  nicotinic  and  vitamin 
B,;.  The  advent  of  these  pure  compounds  is 
serving  a twofold  purpose.  It  is  calling  for 
a critical  re-evaluation  of  experimental  and 
clinical  phenomena  associated  with  defic- 
iency of  the  various  vitamin  B fractions, 
and  is  supplying  the  clinician  with  the 
means  of  treating  specific  deficiencies  with 
pure  compounds.  It  is  not  unreasonable  to 
assume  that  a deficiency  in  one  fraction  of 
the  vitamin  B complex  may  be  associated 
with  a deficiency  of  other  factors  of  the  B 
complex.  Among  the  legion  signs  and 
symptoms  attributed  to  thiamin  deficiency 
is  the  onset  of  anorexia  and  gastrointestinal 
disturbances.  Accordingly,  deficiency  of 
thiamin  may  reduce  the  intake  and  absorp- 
tion of  other  B factors. 

Thiamin  forms  part  of  the  cocarboxy- 
lase system  responsible  for  the  oxidation 
of  pyruvic  acid — an  intermediary  in  carbo- 
hydrate metabolism.  In  thiamin  deficiency, 
lactic  and  pyruvic  acids  are  known  to  ac- 
cumulate in  tissues.14  Since  carbohydrate 
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metabolism  supplies  most  of  the  energy  for 
nerve  and  muscle  metabolism,  thiamin  de- 
ficiency causes  a biochemical  block  which 
is  probably  as  effective  as  a partial  anoxia. 
In  muscle  this  may  produce  pain  entirely 
like  that  caused  by  ischemia.  Thiamin  de- 
ficiency in  animals  presumably  produces  a 
similar  block  in  all  tissues,  but  the  symp- 
toms are  most  striking  in  the  central  ner- 
vous system.  Incoordination  and  opistho- 
tonus are  produced  in  a matter  of  days. 
These  manifestations  occur  without  peri- 
pheral neuritis  and  have  been  erroneously 
labeled  polyneuritis.  Their  striking  relief 
by  thiamin  administration  has  allowed 
clinicians  to  assume  that  thiamin  is  the 
anti-neuritic  vitamin.  Actually  there  is  no 
proof  at  present  that  thiamin  deficiency 
alone  produces  the  anatomic  changes  of  the 
true  peripheral  neuritis  in  animals;  in  ad- 
dition, there  is  no  proof  that  it  will  cure 
a true  peripheral  neuritis  induced  by  nutri- 
tional deficiency  due  to  insufficiency  of 
factors  other  than  thiamin. 

Human  beriberi  is  a symptom  complex 
involving  cardiovascular  phenomena,  mus- 
cular symptoms,  central  nervous  system, 
and  peripheral  nerve  symptoms.  It  is  gen- 
erally agreed  that  thiamin  will  rapidly  cor- 
rect cardiovascular,15  muscular  and  acute 
central  nervous  system  manifestations.  Re- 
lief is  striking  and  rapid — suggestive  of 
correction  of  a functional  rather  than  an 
organic  disorder  (remedying  the  faulty 
carbohydrate  metabolism).  In  mild  cases 
of  nutritional  deficiency  the  muscle  pain, 
tenderness  and  weakness  may  predominate 
the  picture.  Their  presence  is  not  to  be 
confused  with  a true  polyneuritis  involving 
organic  changes  in  peripheral  nerves.  The 
evidence  that  nutritional  peripheral  neuritis 
may  be  due  to  other  factors  than  thiamin 
deficiency  alone  is  weighty.  Peripheral 
neuritis  has  been  produced  on  diets  ade- 
quate in  thiamin,  but  lacking  in  other  fac- 
tors of  the  B complex.10  Peripheral  neuritis 
has  been  produced  by  vitamin  A defic- 
iency.17 Diets  low  in  vitamin  B,  are  low 
in  other  factors  of  the  vitamin  B com- 
plex. Deficiency  of  thiamin  is  accompan- 
ied by  nausea  and  gastrointestinal  disturb- 


ances which  mitigate  against  adequate  in- 
take and  absorption  of  other  vitamin  B fac- 
tors. The  clinical  conditions  of  pregnancy, 
alcoholism  and  gastrointestinal  disturb- 
ances which  give  rise  to  thiamin  deficiency, 
also  give  rise  to  deficiency  of  other  vita- 
mins. Controlled  observations  on  thiamin 
therapy  in  peripheral  neuritis  fail  to  give 
conclusive  objective  evidence  of  ameliora- 
tion of  the  neuritis  unless  other  factors  are 
included  in  the  diet.  Most  clinical  reports 
purporting  to  show  clinical  improvement  of 
the  neuritis  with  thiamin  are  based  upon 
observations  showing  relief  of  muscle  pain 
and  weakness  associated  with  polyneuritis. 
There  is  little  or  no  clear  cut  evidence  to 
show  regression  of  the  objective  symptoms 
when  thiamin  alone  is  used.  The  fact  re- 
mains that  thiamin  does  not  fill  the  role 
required  for  the  antineuritic  vitamin.  It  is 
not  unlikely  that  nutritional  peripheral 
neuritis  is  a multiple  vitamin  deficiency  in- 
volving several  factors  of  which  thiamin  is 
one.  Meiklejohn  has  recently  published  a 
fascinating  analysis  of  the  evidence  for  and 
against  this  view;18  the  following  is  an  ab- 
stract of  that  evidence. 

“The  polyneuritis  associated  with  alco- 
holism, pregnancy  and  gastrointestinal  dis- 
turbances is  unquestionably  due  to  nutri- 
tional deficiency,  and  it  is  in  every  way 
similar  to  the  polyneuritis  of  Oriental  beri- 
beri. It  has  not  been  demonstrated  that 
this  polyneuritis  is  due  to  deficiency  of  thi- 
amin alone.  For  this  reason  it  is  of  para- 
mount importance  that  the  treatment  of  nu- 
tritional polyneuritis  should  include  an  am- 
ple and  nutritious  diet  together  with  the 
administration  of  potent  sources  of  the  vit- 
amin B complex,  including  such  substances 
as  yeast  and  liver  extract.  Additional  thia- 
min is  of  value  in  the  relief  of  the  cardio- 
vascular disturbances  and  muscular  symp- 
toms which  may  accompany  the  nutritional 
polyneuritis.” 

Two  years  ago  Sebrell  and  Butler19  first 
described  the  characteristics  of  riboflavin 
deficiency  in  man.  Since  then,  Spies  and 
his  co-workers20  have  reported  forty  pa- 
tients with  similar  lesions,  mostly  endemic 
pellagrins.  The  lesions  characteristic  of 
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riboflavin  deficiency  consist  of  skin  and 
mucous  membrane  lesions.  The  skin  lesions 
are  filiform  excrescences  showing  a fine, 
greasy,  scaly  desquamation.  These  excres- 
cences may  be  found  chiefly  at  the  naso- 
labial folds,  at  the  angles  of  the  mouth,  at 
the  alae  nasi,  and  on  the  forehead.  Lesions 
at  the  angle  of  the  mouth  are  usually  sym- 
metrical and  bilateral  and  extend  laterally 
and  inward  on  the  mucous  surface  of  the 
mouth.  They  are  shallow  and  show  no  in- 
creased redness. 

Pure  riboflavin  deficiency  is  a rare  oc- 
currence. Riboflavin  deficiency  occurs  in 
patients  who  have  a deficiency  of  one  or 
more  factors  of  the  vitamin  B complex. 
Treatment  may  be  started  with  the  admin- 
istration of  pure  riboflavin  in  doses  of  15 
mg.  daily  for  three  days,  followed  by  a 
maintenance  level  of  10  mg.  daily  for  a few 
more  days.  Complete  healing  of  lesions 
should  be  noted  within  48  to  72  hours  after 
the  administration  of  adequate  therapy.21 
It  is  advisable  to  maintain  the  patient  on 
one  or  two  milligrams  of  riboflavin  daily 
tor  several  weeks,  and  when  the  diet  is  ade- 
quate therapy  may  be  discontinued. 

The  signs  and  symptoms  of  nicotinic  acid 
deficiency  have  been  adequately  described  by 
Spies,  et  al.20' 22  These  symptoms  include  in- 
volvement of  several  systems:  (1)  Gastro- 
intestinal lesions,  including  (a)  oral  lesions 

scarlet  red  stomatitis,  glossitis,  ulcera- 
tions on  the  floor  of  the  mouth,  (b)  inflam- 
mation of  all  mucous  membranes  and  the 
incidence  of  severe  diarrhea;  (2)  skin  le- 
sions, consisting  of  a characteristic  bilateral 
symmetrical  dermatitis,  and  (3)  mental 
changes,  which  may  be  severe  and  acute, 
comprising  the  nicotinic  acid  deficiency  en- 
cephalopathy described  by  Jolliffe,23  or  mild 
and  chronic.  It  should  be  understood  that 
the  symptoms  of  nicotinic  acid  deficiency 
may  occur  alone  or  in  any  possible  combi- 
nation of  systems.  Patients  showing  pri- 
marily mental  changes  before  the  skin  and 
gastrointestinal  changes  might  easily  be 
labeled  as  psychoneurotic.  Similarly  a 
stomatitis  caused  by  nicotinic  acid  defi- 
ciency with  secondary  involvement  by  Vin- 


cent’s infection  may  have  the  diagnosis  ob- 
scured by  the  superimposed  infection.24 

The  role  of  vitamin  Bc  in  human  nutri- 
tion is  still  obscure.  There  is  evidence  that 
it  may  be  of  some  importance.25 

Marked  deficiency  of  vitamin  B complex 
factors  is  evidenced  in  pellagra.  When  the 
deficiencies  are  associated  with  gastroin- 
testinal lesions  it  is  not  unreasonable  to  in- 
clude in  the  therapy  rather  large  doses  of 
all  of  the  B vitamins.  During  acute  phases 
of  gastrointestinal  disturbances  liquids 
should  be  resorted  to,  chiefly  milk,  beef 
juice  and  broth.  With  continued  improve- 
ment of  the  gastrointestinal  tract  under  the 
influence  of  the  B vitamins,  the  diet  should 
rapidly  be  stepped  up  to  a full  diet.  Of 
prime  importance  for  inclusion  in  the  diet 
are  milk,  yeast,  ground  liver,  pureed  vege- 
tables, thin  whole  grain  cereals  and  fruit 
juices,  administered  orally  in  hourly  feed- 
ings or  through  a nasal  catheter  if  neces- 
sary. Supplementary  vitamin  preparations 
should  include  about  50,000  International 
units  of  vitamin  A daily,  200  to  500  mg.  of 
vitamin  C (depending  upon  the  vitamin  C 
requirements),  and  a rich  source  of  vita- 
min B complex ; 30  to  60  grams  of  brewers’ 
yeast  daily  is  a splendid  source  of  vitamin 
B complex  as  is  30  grams  of  aqueous  liver 
extract.  It  should  be  clear  that  the  adminis- 
tration of  pure  vitamin  fractions  of  the  B 
complex  should  be  restricted  for  specific 
syndromes  occasioned  by  their  absence.  For 
this  purpose  acute  circulatory  manifesta- 
tions of  vitamin  Bx  deficiency  may  be 
treated  with  immense  doses  of  thiamin  hy- 
drochloride, 500  to  1000  mg.  intravenously 
and  intramuscularly  during  the  first  24 
hours  and  from  200  to  500  mg.  daily  intra- 
muscularly in  two  doses  daily  for  a week. 
Following  this  the  thiamin  may  be  reduced 
to  about  10  mg.  daily  until  convalescence 
is  well  established.  Riboflavin  should  be 
given  in  doses  of  10  to  20  mg.  daily  by 
mouth  during  the  acute  phases  and  later 
reduced  as  indicated.  In  nicotinic  acid 
specific  deficiency,  100  mg.  daily  for  ten 
days  should  be  adequate,  and  in  cases  of 
encephalopathy  due  to  nicotinic  acid  defi- 
ciency 200  mg.  of  sodium  nicotinate  may 
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be  administered  parenterally.  It  should  be 
remembered  however,  that  in  mild  cases  of 
pellagra,  dietary  adjustment  is  all  that  may 
be  necessary. 

vitamin  c 

The  volume  of  literature  recently  written 
on  vitamin  C has  assumed  gigantic  propor- 
tions. The  advent  of  relatively  easy  meth- 
ods for  the  estimation  of  vitamin  C in  food 
sources,  body  fluids  and  excreta  has  greatly 
stimulated  work  in  this  field  and  fairly 
complete  data  are  now  available. 

Wright  and  Ludden26  have  supplied  me- 
thods which  test  the  ability  of  the  patient 
to  absorb  orally  administered  vitamin  C 
and  indicate  the  saturation  of  the  body 
stores  with  vitamin  C.  Such  methods  are 
fundamental  requirements  for  adequate 
treatment  of  patients  with  a variety  of  dis- 
eases influencing  absorption  and  utilization 
of  vitamin  C. 

Vitamin  C deficiency  may  occur  under  a 
variety  of  conditions  even  when  the  intake 
is  apparently  adequate.  The  clinical  indi- 
cations for  administration  of  vitamin  C are 
extant  when  scurvy  or  subclinical  scurvy 
is  present,  or  even  where  the  physician  may 
anticipate  danger  of  a deficiency  of  this 
substance  whatever  the  complicating  cir- 
cumstances may  be.  A determination  of 
the  saturation  index  is  the  best  method  of 
estimating  the  efficiency  of  vitamin  C in- 
take and  therapy.  While  of  considerable 
value,  single  blood  estimations  for  vitamin 
C may  give  an  erroneous  picture  of  the 
body  stores  for  this  level  is  affected  by  the 
vitamin  C intake  of  the  previous  24  to  48 
hours  and  upon  renal  retention  of  vita- 
min C. 

The  normal  daily  requirement  for  vita- 
min C is  30  to  60  mg.,  an  amount  contained 
in  100  c.  c.  fresh  orange  juice.  This  re- 
quirement is  greatly  increased  in  infectious 
diseases  with  or  without  fever,27’ 28>  29  any 
protracted  diarrhea,  achlorhydria,  or  ulcer 
diets.  In  fact,  the  oral  requirement  may  be 
as  high  as  1000  mg.  daily  to  maintain  satu- 
ration of  body  stores.20  Saturation  of  the 
body  stores  of  a depleted  patient  requires 
about  15  grams  given  over  three  to  five 
days  in  divided  doses,  followed  by  100  to 


200  mg.  daily  by  oral  or  parenteral  route. 
These  huge  doses  may  be  given  orally  as 
citrus  fruits.  In  the  event  of  uncertainty  as 
to  absorption  the  parenteral  route  is  safest. 

The  phenomena  associated  with  vitamin 
C deficiency  are  almost  entirely  dependent 
upon  rupture  of  blood  vessels.  For  this  rea- 
son, and  the  fact  that  it  appears  early,  the 
capillary  fragility  test  of  Gothlin  is  widely 
used  as  an  indicator  of  vitamin  C defi- 
ciency. It  should  be  remembered  that  num- 
erous other  conditions  affect  the  fragility 
of  capillaries.  The  test  is  of  some  value 
however,  for  if  capillary  fragility  is  caused 
by  vitamin  C deficiency,  the  fragility  will 
disappear  very  promptly  upon  the  adminis- 
tration of  adequate  amounts  of  vitamin  C. 

With  obvious  evidence  of  the  presence  of 
a vitamin  C deficiency  and  lacking  the  fa- 
cilities for  study  of  the  status  of  vitamin 
C metabolism,  saturation  with  the  vitamin 
and  maintenance  of  adequate  intake  should 
be  undertaken. 

VITAMIN  D 

The  medical  therapeutics  of  vitamin  D 
resolve  themselves  into  prevention  and 
treatment  of  rickets  and  treatment  of  para- 
thyroid tetany.  Of  the  numerous  vitamin 
D preparations,  three  are  of  clinical  im- 
portance: calciferol,  dihydrofachysterol 

(A.  T.  10)  and  7-dehydrocholesterol. 

Calciferol  (viosterol,  vitamin  D„)  is  de- 
rived from  irradiation  of  the  plant  sterol 
ergosterol.  Dihydrotachysterol  is  a deriv- 
ative from  the  same  source;  7-dehydro- 
cholesterol (vitamin  D.)  is  derived  from 
the  irradiation  of  the  animal  sterol  choles- 
terol or  by  the  action  of  ultraviolet  light  on 
the  cholesterol  in  skin. 

For  the  prevention  of  rickets  and  infan- 
tile tetany  in  the  average  case  the  dose  of 
200  to  400  units  daily  is  gradually  raised 
from  the  third  week  to  about  1200  units 
daily  by  the  third  month,  and  maintained 
at  that  level  for  the  first  year.  It  may  be 
reduced  to  800  units  daily  during  the  sec- 
ond year.  In  prematures  and  susceptible 
infants  the  dose  required  to  prevent  rickets 
may  be  as  high  as  30,000  units  daily.  The 
best  check  on  the  possible  appearance  of 
rickets  is  a routine  x-ray  study  of  the 
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radius  and  ulna  and  estimations  of  the 
serum  levels  of  calcium  and  phosphorus. 

For  the  cure  of  rickets,  doses  from  2000 
to  60,000  units  may  be  needed.  The  cri- 
teria of  cure  are  a rise  in  the  inorganic 
phosphorus  and  x-ray  changes  showing  pro- 
gressive calcium  deposition  (three  weeks  if 
therapy  is  adequate).  In  cases  of  infantile 
tetany  the  same  rules  hold  as  for  rickets 
and  it  is  best  to  supplement  the  vitamin  D 
with  about  1 gram  four  times  a day  of  cal- 
cium chloride  to  prevent  the  drop  of  serum 
calcium  which  sometimes  ensues  when  vita- 
min D therapy  is  started. 

In  the  treatment  of  refractory  rickets 
immense  doses  may  be  required,  as  much 
as  1,000,000  units  daily.30  Albright  states 
that  150,000  units  may  be  needed  to  main- 
tain a normal  state.  Most  cases  however 
yield  to  doses  of  50,000  to  60,000  units  per 
day.  It  is  obvious  from  the  above  that  a 
wide  range  of  dosage  is  employed  and  pure 
preparations  of  high  potency  are  of  im- 
portance from  the  standpoint  of  ease  of 
administration.  Cod  liver  oil  contains  only 
100  units  per  gram  or  400  to  the  teaspoon- 
ful. For  small  intakes  it  is  adequate.  Vio- 
sterol  however  contains  about  10,000  units 
per  gram  and  acts  as  a splendid  supple- 
ment. There  appears  to  be  no  significant 
difference  in  efficacy  between  animal  and 
plant  vitamin  D.31 

The  recent  preparation  of  pure  vitamin 
D products  has  made  it  possible  to  use  much 
higher  doses  with  comparative  safety.  For- 
merly toxic  effects,  for  example  metastatic 
calcification,  were  obtained  with  mixtures 
of  irradiation  products  marketed  as  vigan- 
tol.  Furthermore  these  researches  have 
yielded  dehydrotachysterol  which  is  prov- 
ing of  tremendous  value  in  the  control  of 
hypoparathyroid  tetany.  Less  than  1 c.  c. 
daily  of  this  preparation  has  rendered  ob- 
solete the  former  measures  employing  large 
doses  of  calcium,  parathyroid  hormone,  in- 
travenous medication  and  the  use  of  acidi- 
fying salts.  The  product  should  not  be 
used  however,  without  adequate  serial  ob- 
servations on  the  serum  calcium  level. 

While  Harnapp’s32  single  massive  dose 
method  (600,000  units)  for  the  prevention 


and  control  of  rickets  has  met  with  favor 
in  Europe,  it  has  scarcely  been  adopted  by 
American  clinicians.  The  prophylactic  ef- 
fect is  said  to  last  for  several  months  and 
to  be  free  from  danger. 

When  large  doses  of  vitamin  D are  em- 
ployed care  must  be  taken  to  guard  against 
toxic  effects.  Toxic  effects  should  not  ap- 
pear when  the  rickets  show  no  sign  of  heal- 
ing. Anorexia,  nausea,  pallor,  lassitude — 
symptoms  suggestive  of  hypercalcemia  may 
be  noted.  Poisoning  without  hypercalcemia 
may  occur. 
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THE  SIGNIFICANCE  OF  VITAMINS 
IN  SURGERY 

MICHAEL  DeBAKEY,  M.  D.f 

AND 

MARVIN  C.  SMITH,  M.  D.f 

New  Orleans 

That  surgical  entities  are  frequently  ac- 
companied by  vitamin  deficiencies  is  well 
appreciated  by  most  surgeons.  An  immense 
field  of  therapy  is  becoming  exposed  due  to 
intense  experimental  and  clinical  studies 
with  the  use  of  vitamins.  In  the  light  of  in- 
vestigative work,  specific  deficiency  states 
are  for  the  first  time  being  recognized  and 
dramatically  corrected  with  the  use  of  syn- 
thetic vitamin  preparations. 

It  is  in  the  detection  of  subclinical  avi- 
taminosis that  difficulty  is  frequently  en- 
countered, for  there  is  a wide  margin  be- 
tween the  onset  of  a deficiency  and  the  be- 
ginning of  characteristic  symptoms.  Irre- 
parable damage  may  ensue  if  deficiencies 
are  allowed  to  progress. 

Each  patient  must  be  individualized  with 
regard  to  supportive  vitamin  therapy  with 

fFrom  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University,  New  Orleans,  Lou 
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either  surgical  or  medical  management. 
Ideal  therapeutic  care  does  not  consist  in 
the  use  of  all  inclusive  vitamin  mixtures 
nor  in  the  indiscriminate  use  of  the  vita- 
mins, but  rather  in  the  recognition  of  spe- 
cific avitaminosis,  either  through  the  means 
of  laboratory  facilities  or  of  careful  clinical 
study,  followed  by  properly  indicated 
therapy. 

The  diet  of  the  healthy  individual  should 
be  well  rounded  with  thoughtful  planning 
of  meals  to  include  foods  rich  in  vitamins. 
The  diet  of  the  postoperative  patient  should 
be  supplemented  with  those  vitamins  which 
will  aid  recovery.  Occasionally  patients 
have  such  impairment  of  bodily  functions 
that  proper  absorption  and  utilization  of 
vitamins  provided  in  the  diet  is  interfered 
with.  In  such  instances  most  vitamins  can 
be  administered  parenterally  until  the  body 
is  able  once  again  to  assimilate  an  adequate 
diet. 

VITAMIN  A 

Whereas  most  diseases  attributable  to 
vitamin  A deficiency  have  little  direct 
surgical  significance,  there  are  certain 
functional  disturbances  resulting  from  such 
a deficiency  which  indirectly  are  of  surgi- 
cal importance.  Of  these,  the  most  signifi- 
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cant  are  the  pathologic  changes  occurring 
in  epithelial  tissue,  the  susceptibility  to  in- 
fection, and  the  relationship  to  thyroid 
function. 

It  has  been  clearly  demonstrated  that  the 
most  pathognomonic  pathologic  features  of 
vitamin  A deficiency  occur  in  epithelial 
structures.  These  consist  primarily  of  epi- 
thelial atrophy  followed  by  reparative  pro- 
liferation of  the  basal  cells  and  eventual 
replacement  by  stratified  keratinizing  epi- 
thelium. In  some  instances  this  process  re- 
sembles a true  metaplasia  and  involves 
many  epithelial  lined  structures,  such  as  the 
respiratory  tract,  salivary  glands,  genito- 
urinary tract,  the  eyes  and  para-ocular 
glands,  the  glands  of  the  gastrointestinal 
tract,  and  the  pancreas.  This  process  of 
continuous  desquamation  of  epithelial  cells 
may  lead  to  the  plugging  of  ducts  and 
bronchi.  The  more  serious  consequences  of 
such  lesions  are  believed  to  be  bronchial 
occlusion,  atelectasis,  and  pneumonia.  This 
process  has  been  considered  responsible  for 
the  frequency  and  severity  of  pneumonia 
in  infants  deficient  in  vitamin  A.  Accord- 
ingly, the  surgical  significance  of  vitamin 
A lies  in  its  possible  importance  as  a factor 
in  postoperative  pulmonary  complications. 
Of  further  significance  in  this  regard  is  the 
possible  role  of  vitamin  A in  the  resistance 
to  upper  respiratory  infections.  Conflict- 
ing reports  have  appeared  concerning  the 
value  of  this  vitamin  in  the  prophylaxis  of 
colds.  In  this  connection,  the  Council  on 
Pharmacy  and  Chemistry  recently  con- 
cluded that  whereas:  “Vitamin  A is  an  aid 
toward  the  establishing  of  resistance  of  the 
body  to  infections  in  general,  it  certainly 
has  not  been  shown  to  be  specific  in  the 
prevention  of  colds,  influenza,  and  such  in- 
fections.” (New  and  Nonofficial  Remedies, 
A.  M.  A.,  Chicago,  1939,  p.  484).  Two  ob- 
servers1’ 2 have  directed  attention  to  the 
anti-infective  properties  of  vitamin  A.  It 
would  appear  that  severe  deficiency  of 
vitamin  A lowers  resistance  to  infection  in 
general.  However,  in  such  poor  nutritional 
states,  other  factors  are  involved  which  may 
be  just  as  important  and  the  conflicting 
reports  at  the  present  time  certainly  do 


not  justify  considering  vitamin  A an  anti- 
infective  vitamin. 

Numerous  investigators14  have  directed 
attention  to  the  significance  of  vitamin  A 
in  the  treatment  of  superficial  wounds, 
burns,  and  ulcers.  It  has  been  observed 
that  the  treatment  of  such  lesions  with  cod 
liver  oil  dressing  stimulates  healthy  granu- 
lation and  epithelialization  and  reduces  the 
infection,  whereas  similar  vitamin-free  oils 
do  not  produce  the  same  response.  Because 
of  these  observations,  the  beneficial  effects 
have  been  attributed  to  the  vitamin  A and  D 
contained  in  the  cod  liver  oil.  Excellent 
results  have  been  reported  in  the  treatment 
of  burns  and  infected  wounds  with  ointment 
containing  a high  vitamin  A content.  These 
beneficial  effects  have  been  ascribed  partly 
to  a bactericidal  influence  of  the  prepara- 
tion employed,  and  partly  to  a stimulation 
of  growth  of  epithelium.  The  treatment  of 
acute  and  chronic  osteomyelitis  by  means  of 
local  application  of  cod  liver  oil  ointment 
and  plaster  bandages  has  been  advocated  by 
Lohr5' 6 as  well  as  the  treatment  of  chronic 
arthritis  by  means  of  injection  of  cod  liver 
oil  into  the  joint  spaces.  Others7  have  advo- 
cated solutions  of  carotene  in  oil  for  the 
local  treatment  of  ulcerative  colitis.  Con- 
trolled experimental  observations8  in  the 
use  of  this  form  of  therapy  are  somewhat 
conflicting  as  regards  their  value. 

It  has  been  shown  that  there  exists  an 
antagonistic  action  between  thyroxine  and 
vitamin  A.9 11  Experimentally  it  has  been 
demonstrated  that  the  administration  of 
large  doses  of  carotene  will  prevent  the 
symptoms  of  hyperthyroidism.9 14  More- 
over, the  symptoms  of  hypervitaminosis 
produced  by  unusually  large  doses  of  vita- 
min A could  be  prevented  by  the  adminis- 
tration of  thyroxine.  On  this  basis,  it  has 
been  suggested  that  patients  with  hyper- 
thyroidism might  be  benefited  by  the  ad- 
ministration of  vitamin  A.  However,  Clau- 
sen15 in  a recent  clinical  analysis  of  these 
observations  concludes  that  whereas  it  is 
reasonable  to  assume  that  vitamin  A may 
be  more  rapidly  destroyed  in  any  state  in 
which  the  metabolic  rate  is  increased,  as, 
for  example,  in  hyperthyroidism,  it  is  diffi- 
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cult  to  understand  how  vitamin  A can  de- 
crease the  activity  of  thyroxine.  Further 
investigations  are  necessary  before  the  sig- 
nificance of  vitamin  A as  a therapeutic 
agent  in  hyperthyroidism  can  be  accepted. 

Because  experimentally16-  17  it  has  been 
shown  that  renal  and  ureteral  calculi  can 
be  produced  in  animals  by  feeding  a diet 
deficient  in  vitamin  A,  it  has  been  assumed 
that  deficiency  of  this  vitamin  may  be  a 
factor  in  the  production  of  urinary  stones. 
On  this  basis,  Higgins16  has  recommended 
the  treatment  of  urinary  stones  in  man  by 
acid  ash  diet  and  vitamin  A.  Other  in- 
vestigators,18- 19  however,  have  not  been 
able  to  show  that  in  man  the  feeding  of 
such  special  diets  is  of  value  in  the  treat- 
ment of  urinary  stones.  At  present,  the 
majority  of  investigators  are  of  the  opinion 
that  other  factors  are  perhaps  more  im- 
portant. 

The  daily  requirements  of  vitamin  A are 
not  definitely  known  but  it  is  generally  be- 
lieved that  in  adults  a safe  dose  should  be 
about  3,000  to  4,000  International  units 
daily.  Of  particular  interest  to  the  surgeon 
are  conditions  which  cause  increased  need 
or  interfere  with  the  intake  or  absorption 
of  this  vitamin.  Thus,  for  example,  tuber- 
culosis and  hyperthyroidism  require  an  in- 
creased intake  of  vitamin  A.  In  any  con- 
dition in  which  the  bile  is  excluded  from  the 
intestinal  tract,  the  intake  or  utilization  of 
carotene  or  vitamin  A is  disturbed.  Mineral 
oil  also  interferes  with  the  absorption  of 
carotene  and  should  not  be  employed  in  the 
presence  of  vitamin  A deficiency. 

VITAMIN  B 

A deficiency  of  a single  component  of  the 
vitamin  B complex  is  unusual.  When  there 
are  symptoms  relative  to  the  lack  of  one 
factor  careful  study  will  reveal  evidence  of 
another  deficiency.  Symptoms  of  avitami- 
nosis B,  such  as  anorexia,  constipation  or 
diarrhea,  loss  of  appetite  and  weight  will 
occur  when  the  intake  or  absorption  of  the 
vitamin  complex  is  interfered  with  by  le- 
sions of  the  gastrointestinal  tract.  Pyloric 
stenosis,  achlorhydria,  ulcerative  colitis, 
gastrointestinal  carcinoma  are  conditions 
which  are  frequently  accompanied  or  com- 


plicated by  vitamin  B deficiency.  In  celiac 
disease,  scurvy,  carcinoma  and  ulcer  of  the 
stomach,  and  following  gastrectomy,  Sin- 
clair20 has  found  through  quantitative 
analysis  a low  vitamin  Bt  level.  That  the 
reserve  of  this  vitamin  is  small  is  suggested 
by  the  rapid  onset  of  symptoms  when  the 
body  is  deprived  of  vitamin  B for  one  rea- 
son or  another. 

The  disease  resulting  from  deficiencies 
of  the  various  components  of  the  complex 
are  not  surgical  but  their  manifestations 
may  complicate  the  picture  of  a surgical 
entity.  Confusion  in  diagnosis  may  arise 
when  vitamin  B deficiency  results  in  symp- 
toms which  simulate  those  of  surgical 
lesions  of  the  gastrointestinal  tract  such  as 
abdominal  cramps,  diarrhea,  nausea  and 
vomiting.  Sure  and  Thatcher21  found  that 
rats  on  vitamin  Bx  deficient  diets  develop 
gastric  ulcers  in  a large  percentage  of  cases 
but  Cowgill22  believes  that  inasmuch  as 
the  ulcers  did  not  occur  in  every  case  the 
pathology  was  not  due  to  a specific  relation 
of  vitamin  Bi  to  the  stomach. 

Cowgill  and  his  co-workers23  have  shown 
a direct  relationship  of  vitamin  B to  meta- 
bolism. When  the  basal  metabolic  rate  is 
increased  the  need  for  the  vitamin,  espe- 
cially Bj,  is  also  increased  and  when  this 
demand  is  great,  additional  vitamin  must  be 
consumed  in  large  amounts  to  prevent 
symptoms  of  a deficiency  from  occurring. 
The  demand  for  the  vitamin  is  also  in- 
creased in  the  presence  of  severe  infections 
for  the  same  reason. 

Vitamin  B,  deficiency  in  man  may  result 
in  tachycardia,  palpitation  and  lowered 
exercise  tolerance.  Therefore,  an  abnormal 
cardiac  state  in  thyrotoxicosis  would  be  ex- 
aggerated by  a Bt  deficiency.21  It  is  only 
in  the  vitamin  Bt  deficient  patient  that  the 
administration  of  this  factor  has  any  bene- 
ficial effect  on  abnormal  cardiac  function. 

Drill25  observed  that  loss  of  weight  in 
hyperthyroid  rats  was  checked  by  the  ad- 
ministration of  vitamin  B,  supplemented  to 
the  diet  but  did  not  gain  weight  until  the 
entire  B complex  was  added.  When  ano- 
rexia and  loss  of  weight  occurred  in  animals 
in  experimental  hyperthyroidism,  Hinwich, 
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Goldfarb,  and  Cowgill20  observed  that  the 
administration  of  vitamin  B,  brought  about 
a normal  appetite  and  an  increase  in  weight. 
In  experimental  investigations  with  rats 
given  thyroxin,  the  toxic  manifestations 
were  entirely  corrected  by  the  administra- 
tion of  very  large  doses  of  crystalline  vita- 
min Bj.  The  antithyrogenic  action  was 
more  efficacious  if  vitamin  B complex  was 
used.27  Frazier  and  Ravdin24  believe  that 
gastrointestinal  symptoms  in  vitamin  Bj 
deficiency  and  in  thyrotoxicosis  may  be 
comparable  and  a Bj  deficiency  may  at- 
tribute to  the  intensification  of  thyrotoxi- 
cosis. They  state  that  hyperglycemia,  de- 
creased glucose  tolerance,  and  depletion  of 
liver  glycogen  are  characteristic  manifesta- 
tions of  disturbed  carbohydrate  metabolism 
in  hyperthyroidism  and  that  this  picture  is 
similar  to  that  in  a patient  with  avitamino- 
sis Bj  when  the  amount  of  carbohydrate  in 
the  diet  is  very  high.  In  both  instances 
vitamin  Bx  must  be  added  in  large  amounts 
to  the  diet  to  aid  in  the  deposition  of  glyco- 
gen. These  authors  reported  the  results 
obtained  after  the  use  of  the  vitamin  B 
complex  in  fifty  hyperthyroid  patients. 
They  consisted  essentially  in  a reduction  of 
the  pulse  rate  preoperatively,  a gain  of 
weight,  an  increase  of  appetite  and  a gen- 
eral diminution  in  the  length  of  the  pre- 
operative period.  Twenty-eight  patients 
with  hyperthyroidism  not  taking  the  vita- 
min B complex  served  as  controls.  In  this 
series  of  cases  the  vitamin  complex  had  no 
effect  on  the  basal  metabolic  rate.  Vitamin 
therapy  is  of  greater  necessity  in  patients 
with  marked  toxicity  than  in  those  in  a 
moderate  state  since  it  is  in  the  former 
group  that  avitaminosis  is  more  likely  to 
occur.  The  authors  concluded  that  adequate 
amounts  of  this  vitamin  are  indicated  in 
hyperthyroidism  even  though  vitamin  Bx 
has  no  direct  antithyrogenic  action. 

With  regard  to  preoperative  preparation 
the  detection  and  correction  of  vitamin  B 
deficiency  is  important  in  decreasing  com- 
plications following  surgery.  Considerable 
experimental  studies  have  been  conducted 
in  order  to  determine  the  amount  of  vitamin 
B that  constitutes  a daily  minimal  intake. 


The  average  normal  diet  is  sufficient  in 
vitamin  B.  The  minimal  daily  requirement 
of  vitamin  B,  is,  of  course,  based  upon  the 
weight  of  the  individual  and  caloric  intake 
(Cowgill28)  and  this  is  approximately  350 
International  units  per  day.  However,  in 
the  presence  of  disease  in  the  gastrointesti- 
nal tract  or  in  conditions  accompanied  by  an 
increased  basal  metabolic  rate,  the  amount 
of  vitamin  B needed  to  prevent  symptoms 
of  deficiency  is  much  greater  than  that  re- 
quired by  a normal  healthy  person.  Ac- 
cordingly, the  dosage  must  depend  upon 
individual  requirements.  However,  large 
doses  are  well  tolerated  and  are  without 
contraindications. 

vitamin  c 

Vitamin  C is  not  only  to  be  used  in  the 
treatment  of  scurvy  but  has  practical  value 
in  the  pre-  and  postoperative  treatment  of 
patients  having  a low  vitamin  C reserve 
without  manifesting  objective  symptoms  of 
the  deficiency. 

In  certain  conditions  in  which  the  meta- 
bolic rate  is  increased  such  as  hyperthyroid- 
ism, infections  and  other  febrile  diseases 
and  following  operations  there  is  an  actual 
increased  demand  for  ascorbic  acid.  Usu- 
ally, however,  a deficiency  in  the  surgical 
patient  is  the  result  of  inadequate  intake 
or  faulty  absorption  of  the  vitamin.  Illus- 
trations of  this  may  be  found  in  patients  on 
inadequate  supportive  diets  as  those  on  pro- 
longed dietary  ulcer  regimens,  in  patients 
requiring  intravenous  therapy  for  long 
periods  with  exclusion  of  oral  feedings,  in 
patients  suffering  from  prolonged  vomit- 
ing, obstructive  lesions  or  external  fistulae 
of  the  gastrointestinal  tract,  hypermotility 
of  the  small  intestine,  gastric  or  duodenal 
ulcers,  and  gastrointestinal  carcinoma,  and 
lesions  of  the  lower  bowel  resulting  in  diar- 
rheal states.  Kendall  and  Chinn29  demon- 
strated that  certain  bacteria  in  the  stomach 
and  intestines  of  patients  with  achlorhydria 
destroy  ascorbic  acid  but  that  this  destruc- 
tion is  definitely  postponed  by  even  small 
amounts  of  dextrose,  which  is  utilized  in 
preference  to  ascorbic  acid.30 

In  active  tuberculosis  there  is  diminished 
excretion  of  vitamin  C and  the  degree  of 
excretion  roughly  parallels  the  extent  and 
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activity  of  the  tuberculous  involvement. 
Large  daily  doses  of  ascorbic  acid  are  re- 
quired to  replenish  the  reserve  and  keep  it 
at  a normal  level.  Administration  of  suf- 
ficient quantities  apparently  does  not  affect 
the  prognosis  of  the  disease.  At  least  100 
mg.  of  vitamin  C daily  are  necessary  to  es- 
tablish a normal  blood  vitamin  C level  in 
the  patient  with  active  tuberculosis,  where- 
as one  fifth  of  the  amount  is  all  that  is  re- 
quired by  the  normal  individual. 

A deficiency  of  vitamin  C accompanies 
osteomyelitis.  Abbasy,  Harris,  and  Hill,31 
investigating  cases  of  osteomyelitis,  came 
to  the  conclusion  that  in  common  with  other 
infective  conditions,  osteomyelitis  causes  a 
diminished  rate  of  excretion  of  vitamin  C 
in  the  urine  and  a lowered  response  to  the 
test  dose,  indicative  of  an  apparently  in- 
creased usage  of  the  vitamin  during  the  in- 
fectious process.  Partially  healed  cases 
showed  moderately  low  levels,  whereas 
healed  cases  had  normal  levels. 

Although  the  vitamin  C reserve  may  be 
low  in  a patient,  the  deficiency  may  not  be 
easily  recognized  because  he  may  remain  in 
an  asymptomatic  state.  Vitamin  C determi- 
nations may  not  give  a definite  indication 
of  the  patient’s  reserve,  neither  will  random 
determinations  indicate  saturation.32  In 
patients  suspected  of  having  a vitamin  C 
deficiency  several  periodic  determinations 
should  be  made.  The  significance  of  this 
fact  may  be  demonstrated  by  the  observa- 
tions of  Wolfer  and  Hoebel.33  These  in- 
vestigators reported  that  patients  with  nor- 
mal vitamin  C blood  levels  may  develop  low 
blood  levels  following  operative  procedures, 
infection  or  deprivation  of  vitamin  C in- 
take for  several  days  but  will  respond 
quickly  to  administration  of  synthetic  or 
naturally  occurring  vitamin  C and  maintain 
the  normal  level  on  moderate  doses.  On  the 
other  hand,  patients  with  subnormal  vita- 
min C blood  levels  show  sudden  elevation 
following  the  administration  of  ascorbic 
acid  but  do  not  maintain  this  level  unless 
the  excessive  intake  is  continued. 

The  level  of  vitamin  C is  more  significant 
when  determinations  are  carried  out  on 
blood  samples.  Abnormally  slow  excretion 


of  vitamin  C in  the  urine  does  not  neces- 
sarily indicate  low  bodily  content  if  renal 
function  is  decreased  because  renal  damage 
retards  excretion  even  when  no  deficit  of 
vitamin  C exists.34  There  is  no  constant 
renal  threshold  for  vitamin  C.  Excretion 
of  the  vitamin  by  way  of  the  feces  is  negli- 
gible except  in  hypermotility  of  the  small 
intestines. 

It  is  important  to  recognize  that  nearly 
half  of  all  patients  coming  to  surgery  in 
free  clinics  are  deficient  in  vitamin  C to  a 
marked  degree,  and  may  be  in  a state  of 
actual  or  subclinical  scurvy.  Holman39  has 
observed  that  44  per  cent  of  free  clinic  pa- 
tients, who  usually  fall  in  the  low  income 
group,  are  on  diets  poor  in  vitamin  C and 
in  the  series  of  seventy  patients  reported, 
seven  were  on  the  borderline  of  scurvy.  All 
patients  above  70  years  of  age  showed  a 
relative  deficiency. 

Vitamin  C deficiency  in  man,  even  when 
it  is  partial,  may  be  a causative  factor  in 
cases  of  wound  disruption.35  Although 
Wolfer  and  Hoebel  are  of  the  opinion  that 
there  is  no  absolute  proof  of  the  relation  of 
vitamin  C deficiency  to  non-union  of 
wounds  in  humans,  there  is  considerable 
evidence  to  give  strong  support  to  this 
theory.  Lanman  and  Ingalls36  conducted 
experiments  with  guinea  pigs  on  normal 
and  vitamin  C deficient  diets  and  found 
both  histologically  and  physiologically  that 
the  healing  of  operative  incisions  in  vita- 
min C deficient  animals  was  inferior  to  the 
group  of  control  animals.  In  the  scorbutic 
animals  histologic  examination  showed  de- 
fective repair  of  the  corium  and  poor  pro- 
duction of  collagen  in  the  scar.  Vitamin  C 
is  necessary  for  the  formation  of  all  inter- 
cellular substances  having  collagen  as  their 
basis.  A deficiency  does  not  interfere  with 
the  growth  of  cells  but  it  does  prevent  the 
formation  of  structural  connective  tissue.38 
Vitamin  C deficiency  does  not  play  the  only 
role  in  wound  healing,  but  asymptomatic 
scurvy  undoubtedly  has  an  important  bear- 
ing on  wound  healing  and  is  more  frequent 
than  is  generally  recognized. 

Land37  made  plasma  vitamin  C determi- 
nations before  and  after  operations  on 
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forty-three  patients.  In  nearly  every  case 
there  was  a prompt  fall  after  operation 
from  the  original  level.  In  a few  cases  the 
level  did  not  begin  to  rise  until  four  to  five 
days.  The  author  states  that  a low  vitamin 
C level  immediately  postoperatively  is  prob- 
ably of  less  significance  than  a low  level 
preoperatively.  A further  drop  of  the  vita- 
min C level  postoperatively  may  be  the  re- 
sult of  prolonged  intravenous  therapy  with- 
out food  by  mouth,  abnormal  bowel  func- 
tion, or  increased  utilization  of  vitamin  C. 

Deficiency  of  vitamin  C may  be  corrected 
by  a diet  rich  in  this  vitamin  or  by  the 
administration  of  synthetic  preparations 
orally  or  intravenously.38  When  the  blood 
level  remains  relatively  constant  and  the 
urinary  excretion  is  high,  saturation  is 
complete.  There  is  no  contraindication  to 
large  doses  of  the  synthetic  product.  Pre- 
operatively deficient  patients  should  receive 
a gram  a day  and  postoperatively  a mainte- 
nance dose  of  300  to  500  mg.  per  day  until 
the  convalescent  period  is  concluded  and  the 
patient  is  once  more  on  a well  balanced  diet. 

VITAMIN  D 

Experimental  evidence  does  not  confirm 
that  the  administration  of  vitamin  D in 
large  amounts  hastens  the  healing  of  frac- 
tures where  no  deficiency  of  the  vitamin 
exists.40  However,  following  fractures  in 
patients  on  vitamin  D deficient  diets  there 
is  clinical  evidence  in  support  of  this  theory. 
Attention  has  been  called  to  the  increase  in 
fractures  among  children  during  the  World 
War  in  those  vicinities  where  diets  were 
inadequate  and  of  the  relative  decrease  in 
the  number  of  fractures  when  children  in 
these  areas  were  able  to  obtain  sufficient 
amount  of  vitamin  D in  their  diets.4 
Compere  et  al.42  have  shown  experimentally 
that  vitamin  D deficiency  in  growing  rats 
if  continued  long  enough  to  produce  active 
rickets  may  cause  delayed  healing  or  non- 
union of  fractures.  The  addition  of  vita- 
min D to  the  diet  was  found  to  prevent  or 
to  heal  rickets  and  to  bring  about  a more 
rapid  and  better  healing  of  the  fractures. 
It  was  observed  by  the  authors  that  the  ad- 
ministration of  vitamin  D to  elderly  pa- 
tients greatly  aided  healing  of  fractures  but 
no  effect  in  the  healing  properties  was 


noted  when  the  vitamin  was-  given  to 
younger  patients  with  fractures.  If  pa- 
tients with  fractures  are  not  suffering  from 
acute  or  chronic  vitamin  D deficiency,  the 
administration  of  vitamin  D contents  may 
not  only  delay  healing  of  the  fractures  but 
also  bring  about  permanent  degenerative 
changes. 

One  of  the  occasional  complications  of 
thyroidectomy  is  parathyroid  tetany  and  the 
use  of  vitamin  D plus  parathormone  in  this 
instance  is  followed  with  gratifying  results. 
This  vitamin  allows  better  absorption  of 
calcium  in  the  diet.  In  large  doses  vitamin 
D may  simulate  parathormone  activity.  The 
means  by  which  the  blood  calcium  is  raised 
in  the  administration  of  vitamin  D and 
parathormone  is  quite  different  in  that  the 
former  increases  absorption  of  calcium  in 
the  intestines  and  the  latter  withdraws 
calcium  from  the  bones.  Parathormone 
toxicity  consists  of  decalcification,  whereas 
the  toxic  effect  of  vitamin  D is  hypercalcifi- 
cation.43 

Many  clinicians44-47  have  made  use  of 
vitamin  oils  containing  vitamin  D for  the 
stimulation  of  wound  healing.  By  this 
method  infection  seems  to  be  decreased  and 
the  rate  of  healing  increased.  Puestow, 
Poncher,  and  Hammott44  in  an  experi- 
mental study  on  the  treatment  of  burns  in 
rabbits  and  pigs,  showed  that  in  wounds 
treated  with  various  amounts  of  vitamin  A 
and  D oils,  tannic  acid,  and  vitamin  free 
oils,  the  healing  period  was  shortened  by 
25  per  cent  when  cod  liver  oil  was  used. 
Vitamin  free  oil  did  not  increase  the  heal- 
ing time.  Healing  of  large  burns  treated 
with  the  vitamin  oils  was  much  more  rapid 
than  the  healing  of  small  burns  treated  with 
tannic  acid.  Vitamin  D was  used  in  dif- 
ferent amounts  both  with  and  without  vita- 
min A and  the  healing  was  accelerated. 
Vitamin  D had  a definite  stimulating  ef- 
fect on  epithelialization  but  excessive  doses 
of  this  vitamin  may  produce  extreme  tox- 
icity and  pathologic  changes.  Lohr45  has 
made  a great  deal  of  use  of  cod  liver  oil 
dressings  in  the  treatment  of  burns  and 
other  wounds  and  states  that  cod  liver  oil 
is  self  sterilizing  and  that  it  diminishes  the 


DeBakey  and  Smith — Vitamins 


623 


degree  of  infection  in  burns  and  controls 
secondary  infection  when  present.  He  at- 
tributes this  action  of  the  cod  liver  oil  to 
vitamins  A and  D. 

Weld48  has  reported  the  favorable  use  of 
vitamin  D in  moderate  doses  or  of  irradia- 
tion in  decreasing  capillary  permeability 
when  it  is  abnormal.  McNealy,  Shapiro,  and 
Melnick49  have  had  beneficial  results  with 
the  use  of  large  doses  of  vitamin  D in  check- 
ing the  bleeding  tendency  in  obstructive 
jaundice. 

The  administration  of  huge  doses  of  this 
vitamin  will  result  in  a hypervitaminosis 
which  is  manifested  by  an  increase  in  the 
rate  of  calcification.  When  the  calcium 
phosphorus  balance  is  negative  metastatic 
calcification  takes  place  which  involves  the 
blood  vessels,  kidneys,  heart,  stomach,  and 
bronchi  bringing  about  irritation  and 
eventual  degeneration  of  these  tissues. 

Vitamin  D is  the  only  vitamin  which  is 
not  adequately  supplied  in  a well  balanced 
diet.  It  is  formed  in  the  skin  when  exposed 
to  direct  sunlight.  Egg  yolk,  butter  and 
liver  are  additional  sources.  The  daily  mini- 
mal requirement  for  adults  consists  of  625 
International  units. 

VITAMIN  1’ 

In  1936  another  vitamin  was  added  to 
the  list,  vitamin  P.  This  substance  was 
stated  to  occur  in  lemon  juice  and  red  pep- 
pers. When  cevitamic  acid  failed,  concen- 
trates of  vitamin  P were  reported  to  de- 
crease capillary  permeability  in  certain 
pathologic  conditions  where  this  manifesta- 
tion occurred.  The  existence  of  vitamin  P 
has  been  questioned  by  several  investiga- 
tors. Ivy  and  Gray50  have  this  to  say  con- 
cerning the  citrin  factor : “The  status  of 
vitamin  P is  by  no  means  clear.  Animal 
experiments  have  yielded  no  support  for  the 
existence  of  the  vitamin.  Clinical  experi- 
ence with  the  substance  is  not  yet  extensive 
enough  to  definitely  establish  its  therapeu- 
tic or  pharmacological  activity.  That  citrin 
is  a vitamin  required  by  man  has  not  been 
proved.” 

VITAMIN  K 

Just  a few  years  have  passed  since  Dam51 
discovered  vitamin  K in  his  investigative 
work  on  deficient  diets  in  chicks,  but  an 


enormous  amount  of  experimental  and  clini- 
cal research  has  made  this  product  of  ut- 
most importance  in  the  treatment  of  hemor- 
rhagic diathesis  associated  with  hypopro- 
thrombinemia.  Quick,  in  1935, 52  introduced 
a test  which  provided  a means  of  estimating 
plasma  prothrombin  and  he  theorized  that 
a deficiency  of  vitamin  K was  responsible 
for  the  hemorrhagic  tendencies  in  jaun- 
diced patients.  Warner,  Brinkhous,  and 
Smith,53  however,  were  the  first  to  report 
on  the  therapeutic  value  of  this  vitamin  in 
humans.  The  mechanism  of  action  in  pre- 
venting hemorrhage  was  by  the  elevation 
of  a low  prothrombin  level  as  was  shown 
by  Butt,  Snell  and  Osterberg54  with  the  use 
of  vitamin  K in  patients  with  obstructive 
jaundice. 

Vitamin  K in  its  natural  state  occurs  in 
green  leaves  and  vegetables,  principally  in 
alfalfa,  dried  chestnut,  cabbage,  spinach, 
fat  of  hog  liver,  and  in  some  fish.55'56  Os- 
terberg57 has  shown  that  large  amounts  of 
vitamin  K resulted  from  the  bacterial  pu- 
trefaction of  fish  meal.  The  vitamin  is  a 
fat  soluble,  thermostable  substance  which 
is  labile  to  ultra-violet  light  and  alkali.58 
Chemical  synthesis  by  different  groups  of 
investigators50  has  proved  it  to  be  a 2- 
methyl-3  phytyl-1, 4-naphthoquinone.  Alm- 
quist  and  Klose60  studied  the  synthetic 
naphthoquinone  groups  and  found  that 
phthiocol  possessed  the  same  antihemor- 
rhagic  activity  as  the  natural  vitamin  K. 
Butt  et  al.61  used  this  preparation  in  the 
treatment  of  hypoprothrombinemia  in  hu- 
mans with  obstructive  jaundice  and  found 
the  results  to  be  the  same  as  those  obtained 
in  the  use  of  alfalfa  concentrate. 

Inasmuch  as  prothrombin  has  not  been 
isolated  it  is  not  possible  to  determine  if 
vitamin  K constitutes  its  basic  structure  or 
if  it  acts  as  a catalyst  in  the  formation  of 
prothrombin.  The  liver  is  the  site  of  pro- 
thrombin formation  as  various  experiments 
have  proved.  Warner62  showed  that  partial 
hepatectomy  in  rats  resulted  in  a lowered 
prothrombin  level  which  increased  toward 
normal  along  with  liver  regeneration.  An- 
drus, Lord,  and  Moore63  found  that  one 
hour  after  complete  hepatectomy  there  is 
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a drop  of  45  per  cent  in  the  plasma  pro- 
thrombin level  and  that  after  ten  hours  the 
level  was  20  per  cent  of  normal  or  lower. 
Postmortem  examinations  of  the  dogs  re- 
vealed ecchymoses  and  petechiae.  Liver 
poisons  seriously  affect  prothrombin  pro- 
duction. Therefore,  the  normal  prothrom- 
bin level  is  dependent  chiefly  on  the  physio- 
logic integrity  of  the  liver.  In  the  presence 
of  disease  of  the  liver,  this  level  will  vary 
in  accordance  with  the  severity  of  liver 
damage. 

For  the  synthesis  of  prothrombin,  vita- 
min K is  essential.  In  patients  with  ob- 
structive jaundice  who  have  a lowered 
plasma  prothrombin  and  whose  diets  are 
adequate  in  vitamin  K,  the  prothrombin 
level  will  remain  low  until  bile  salts  are 
added  to  the  diets.  Vitamin  K,  being  a fat 
soluble  vitamin,  requires  the  presence  of 
bile  salts  to  permit  absorption  in  the  in- 
testine. Therefore,  four  factors  must  be 
present  to  insure  normal  production  of 
prothrombin:  (1)  Sufficient  vitamin  K in- 
take; (2)  the  presence  of  normal  bile  salts 
in  the  intestines;  (3)  an  adequate  intestinal 
absorptive  surface,  and  (4)  a physiologic 
normal  liver. 

Wherever  a state  of  hypoprothrombinemia 
exists  the  indication  for  vitamin  K admin- 
istration is  present.  Furthermore,  when- 
ever prothrombin  deficiency  is  expected  to 
result  vitamin  K has  a therapeutic  indica- 
tion. Foremost  of  the  disease  entities  in 
which  vitamin  K is  to  be  used  is  the  treat- 
ment of  obstructive  jaundice.  Patients  with 
this  condition  must  be  put  into  this  classifi- 
cation with  regards  to  therapeutic  manage- 
ment : (1)  Those  patients  with  normal  pro- 
thrombin time;  (2)  those  with  decreased 
prothrombin  time;  (3)  those  with  low  pro- 
thrombin time  who  are  actively  bleeding. 
Therapy  in  the  first  group  is  prophylactic 
while  that  for  groups  2 and  3 is  urgent. 
Butt  et  al.04  have  reported  the  results  ob- 
tained in  the  use  of  vitamin  K preopera- 
tively  in  a series  of  73  patients  with  ob- 
structive jaundice.  Two  patients  had  bleed- 
ing preoperatively  and  13  postoperatively. 
When  no  vitamin  K or  bile  salts  were  given 
to  14  patients  with  this  same  condition, 


nine  had  bleeding  postoperatively  but  this 
was  controlled  in  seven  patients  by  begin- 
ning this  therapy.  In  28  patients  receiving 
vitamin  K and  bile  salts  pre-  and  postopera- 
tively, only  three  had  bleeding  following 
surgery.  Townsend  and  Mills05  found  that 
no  bleeding  occurred  postoperatively  in  ten 
cases  of  jaundice  associated  with  prothrom- 
bin deficiency  which  were  treated  with 
vitamin  K bile  salts.  These  authors  state 
that  after  operation  there  may  be  further 
disturbance  in  plasma  prothrombin  with  an 
abnormal  tendency  to  bleed.  Even  though 
the  prothrombin  time  has  been  normal  pre- 
operatively it  may  increase  in  six  to  eight 
hours  and,  with  a reduction  of  50  per  cent 
or  more  of  normal,  free  bleeding  will  occur. 
Hemorrhage  is  more  apt  to  occur  in  the 
postoperative  period  especially  within  one 
to  four  days  but  may  be  delayed  until  the 
tenth  day.  One  case  has  been  reported  in 
which  bleeding  occurred  on  the  eighteenth 
postoperative  day.  Reductions  of  30  per 
cent  in  the  prothrombin  level  often  occur 
immediately  after  operation.  Because  of 
this  rapid  change  postoperatively,  determi- 
nations of  prothrombin  time  should  be  done 
frequently  and  at  least  daily  during  the 
convalescent  period.  The  reasons  for  this 
decline  in  prothrombin  level  after  the  relief 
of  biliary  obstruction  lie  in  one  if  not  all 
of  the  following  factors:  Lack  of  vitamin 
K intake ; temporary  ileus ; an  anoxemia  of 
the  liver  due  to  anesthetic  agents;  blood  loss 
during  the  operation;  and  finally  the  ab- 
sence of  bile  salts  from  the  bile  for  several 
postoperative  days,  depending  upon  the  du- 
ration of  the  biliary  obstruction.00  Stewart07 
reports  the  instance  in  which  two  patients 
with  obstructive  jaundice  refused  vitamin 
K therapy  postoperatively  and  a steady 
drop  in  plasma  prothrombin  with  subse- 
quent hemorrhage  occurred.  On  resuming 
vitamin  K therapy  bleeding  ceased  as  the 
prothrombin  time  decreased.  When  the  re- 
sponse to  vitamin  K therapy  is  not  present 
both  pre-  and  postoperatively,  a markedly 
impaired  liver  is  probably  the  cause. 

Prothrombin  deficiencies  will  usually  be 
more  marked  in  obstructive  jaundice  due  to 
neoplasm  of  the  pancreas,  ampulla  of  Vater, 
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or  gallbladder  than  in  that  due  to  post- 
operative stricture  of  the  common  duct  or 
to  the  presence  of  an  obstructing  stoma. 
Deficiency  of  prothrombin  will  also  occur 
in  the  presence  of  complete  biliary  fistula; 
although  this  condition  is  rare  and  must  be 
present  a considerable  length  of  time  be- 
fore the  prothrombin  time  is  disturbed.  The 
prothrombin  reserve  in  the  body  is  large 
and  this  factor  of  safety  is  extremely  bene- 
ficial in  events  such  as  massive  uncompli- 
cated hemorrhage  and  temporary  vitamin 
deficiency  diets.  In  this  latter  instance  it 
is  interesting  to  observe  that  there  is  evi- 
dence08 indicating  that  synthesis  of  vitamin 
K occurs  to  some  degree  in  the  intestine  due 
to  bacillary  metabolism,  principally  B.  coli, 
B.  cereus,  and  B.  subtilis.  Other  clinical  en- 
tities which  are  frequently  accompanied  by 
prothrombin  deficiency  are  portal  and 
biliary  cirrhosis,  tumefaction  of  the  liver; 
acute  hepatitis,  chloroform  and  phosphorus 
poisoning  resulting  in  hepatocellular  dam- 
age, rarely  in  the  presence  of  extra-hepatic 
infections  such  as  pneumonia,  carcinoma  of 
the  stomach  and  intestines,  pyloric  stenosis, 
and  in  hemorrhagic  diseases  of  the  new- 
born. Butt,  Snell,  and  Osterberg09  have 
shown  results  of  lowered  prothrombin 
levels  in  sprue,  ulcerative  colitis  and  celiac 
disease. 

In  vitamin  K therapy  the  dose  of  the 
vitamin  varies  in  different  individuals  and 
must  be  adjusted  to  the  response  as  indi- 
cated by  frequent  determinations  of  the 
prothrombin  time.  In  some  instances  the 
ordinary  therapeutic  dose  may  have  to  be 
increased  many  times  in  order  to  bring 
about  satisfactory  results.  Rhoads70  has 
used  several  of  the  vitamin  products  and 
has  recommended  the  following  dosage  of 
the  various  synthetics  in  routine  procedure  : 
cerophyl  2.5  gm.  t.i.d.,  klotogen  0.6  gm. 
t.i.d.,  2-methyl-l,  4 naphthoquinone  0.002 
gm.  t.i.d.,  bile  salts  are  to  be  administered 
along  with  the  vitamin ; bilron  0.6  gm.  t.i.d., 
desicol  1.0  gm.  t.i.d.,  bilein  0.6  gm.  t.i.d., 
sodium  deoxycholate  0.2  gm.  t.i.d.,  sodium 
glycocholate  and  taurocholate  1-2  gm.  daily. 

The  oral  administration  of  vitamin  K has 
been  found  to  be  the  most  efficacious.  Oc- 


casionally, however,  complications  such  as 
hematemesis,  nausea  and  vomiting  will  pre- 
vent administration  of  the  vitamin  either 
by  mouth  or  gastric  tube  thereby  necessitat- 
ing parenteral  or  intravenous  injection  of 
the  vitamin.  Smith  et  al.71  have  used  phthio- 
col  intravenously  with  success.  Trans- 
fusion of  whole  fresh  blood  should  be  re- 
sorted to  if  the  prothrombin  content  of  the 
blood  is  below  15  per  cent  of  normal 
(Quick).  The  elevation  of  prothrombin 
level  will  only  be  temporary  and  vitamin 
therapy  must  be  continued.  Rhoads  and 
Panzier72  state  that  prothrombin  content 
rapidly  decreases  in  preserved  blood  and 
that  blood  from  “blood  banks”  is  practically 
worthless  in  this  respect.  In  cases  in  which 
marked  liver  damage  is  present,  the  most 
efficacious  means  of  restoring  prothrombin 
is  by  blood  tranfusion. 

SUMMARY 

Deficiencies  of  vitamin  A frequently  will 
be  found  in  tuberculosis  and  in  hyperthy- 
roidism and  certainly  in  those  conditions 
wherein  the  intake  or  utilization  of  the  vita- 
min is  interfered  with  as  for  example  in 
obstructive  biliary  disease.  Experimental 
work  has  indicated  that  certain  anti-infec- 
tive properties  are  possessed  by  this  vita- 
min but  this  has  not  been  thoroughly  sub- 
stantiated. 

All  of  the  individual  components  of  the 
vitamin  B complex  are  not  as  well  under- 
stood as  is  vitamin  Bx.  However,  a deficien- 
cy of  one  factor  is  usually  accompanied  by 
a lack  of  another.  Avitaminosis  B is  not  a 
surgical  entity  but  when  it  accompanies  a 
disease  which  is  surgical  the  picture  may 
be  complex.  In  the  presence  of  increased 
metabolic  rate  the  need  for  vitamin  is 
also  increased.  An  abnormal  cardiac  state 
in  hyperthyroidism  can  be  exaggerated  by 
a deficiency  of  vitamin  B.  Vitamin  B,  has 
been  found  to  stimulate  the  appetite.  Inas- 
much as  no  practical  clinical  test  exists  for 
determining  the  vitamin  B reserve,  it  is  es- 
sential that  the  daily  intake  of  this  vitamin 
exceed  the  daily  minimal  requirement. 

The  role  that  vitamin  C plays  in  the  heal- 
ing of  wounds  is  of  such  import  that  actual 
or  potential  deficiencies  must  be  corrected. 
Practical  laboratory  tests  can  easily  be  used 
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to  determine  the  presence  of  subclinical  de- 
ficiencies. 

In  the  healing  of  fractures  vitamin  D is 
probably  of  some  significance.  It  is  in  the 
treatment  of  parathyroid  tetany  that  this 
vitamin  has  practical  application.  Vitamin 
oils  rich  in  vitamin  D have  been  used  lo- 
cally in  the  treatment  of  wounds  and  burns 
with  good  results  due  to  the  stimulating  ef- 
fect on  epithelialization. 

Of  all  the  vitamins,  K has  the  most  im- 
portant use  in  surgery.  Bleeding,  hereto- 
fore, has  been  feared  both  before  and  after 
operations  upon  patients  with  obstructive 
biliary  disease  but  this  complication  is  un- 
usual now  that  a better  understanding  of 
the  etiology  of  this  condition  has  been  dis- 
covered and  proper  therapy  instituted. 
However,  it  is  not  only  in  this  entity 
that  this  factor  is  deficient  for  in  any 
disease  which  limits  the  intake  or  absorp- 
tion of  this  vitamin  and  in  any  liver  disease 
which  has  depleted  the  factor  of  safety  of 
this  organ  an  interference  in  prothrombin 
production  will  occur  with  the  end  result  of 
a potential  or  actual  hemorrhagic  state. 
This  can,  in  most  instances,  be  corrected  by 
the  administration  of  vitamin  K. 

With  regard  to  all  of  the  vitamins,  one 
can  expect  to  find  a general  avitaminosis, 
clinical  or  subclinical,  in  any  condition 
manifesting  deficiency  of  any  single  factor. 
Certainly  in  patients  with  prolonged  de- 
bilitating diseases  or  in  patients  with  dis- 
eases of  the  gastrointestinal  tract  this  will 
be  common.  The  surgical  patient  should 
have  a complete  study  to  ascertain  whether 
or  not  a state  of  avitaminosis  exists  and  de- 
ficiencies should  be  corrected  before  an 
operative  procedure  is  undertaken. 
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MEDICAL  MANAGEMENT  OF 
CARDIOSPASM* 

DONOVAN  C.  BROWNE,  M.  D.f 
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New  Orleans 

Since  Thomas  Willis’  1679  description  of 
the  syndrome  we  prefer  to  call  cardio- 
spasm, an  ever  changing-  terminology  has 
been  offered  by  authors  presenting  their 
concept  of  this  symptom  complex.  Common 
usage,  a normal  cardiac  orifice  free  of  or- 
ganic obstruction  yet  producing  all  the  clin- 
ical manifestations  of  an  obstructive  lesion, 
rationalize  our  adherence  to  the  term 
cardiospasm. 

Difference  in  opinion  on  etiology  has 
been  responsible  for  the  following  appela- 
tions:  Achalasia,  phrenospasm,  hiatal 

esophagismus,  mega-esophagus,  prevent- 
riculosis,  esophagectasis,  paralytic  dilata- 
tion, idiopathic  esophageal  dilatation.  Little 
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ety, October  14,  1940. 

fFrom  the  Department  of  Medicine,  Tulane  Uni- 
versity of  Louisiana  School  of  Medicine,  and  the 
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can  be  claimed  for  the  adoption  of  any  of 
these  titles  for  as  yet  the  etiologic  back- 
ground of  this  entity  remains  problematic. 

ETIOLOGY 

A resume  of  possible  causative  factors 
resolves  itself  into  three  groups:  (1)  Intra- 
esophageal  changes  including  fibrosis,  kink- 
ing, anomalous  length  and  paralysis.  (2) 
Extra-esophageal  influence  by  fibrosis, 
spasm  or  anomaly  of  the  diaphragmatic 
crura,  periesophageal  fibrosis  of  the  crural 
canal,  an  unusual  “liver  tunnel”,  pressure 
of  lung  tips  and  hypertrophied  oblique  mus- 
cle of  the  stomach.  (3.)  Neurogenic  dys- 
function including  vagal  lesions,  sympa- 
thetic disturbance,  mesenteric  plexus  degen- 
eration due  to  various  causes,  and  purely 
functional  states. 

Those  explanations  of  the  first  two  divi- 
sions have  been  discarded  because  of  incom- 
patability  with  well  conducted  pathologic 
observations.  The  third  division  has  many 
debatable  angles  with  conflicting  experi- 
mental studies  and  unsatisfactory  clinical 
observations.  No  theory  has  been  proved 
and  the  cause  of  cardiospasm  remains  un- 
known. 

Pathologic  studies  have  been  of  most  value 
in  disproving  all  etiologic  theories  other 
than  the  neurogenic.  Mesenteric  plexus  de- 
generative changes  and  vagal  lesions  are 
frequently  encountered.  Other  changes  such 
as  the  varying  degrees  of  esophagitis,  fi- 
brosis, dilatation,  kinking,  hypertrophy,  di- 
verticula and  even  mesenteric  plexus  degen- 
eration are  more  probably  the  effect  rather 
than  the  cause  of  the  entity.  Uniformly, 
hypertrophy  and  dilation  end  approximately 
an  inch  above  the  cardiac  end  of  the 
esophagus. 

SYMPTOMATOLOGY 

Dysphagia  is  the  cardinal  manifestation 
of  cardiospasm  with  other  symptomatology 
related  to  the  degree  of  esophageal  decom- 
pensation. The  entity  is  usually  well  estab- 
lished before  the  clinical  picture  develops, 
difficulty  in  swallowing  may  at  first  be 
intermittent  and  occur  only  under  such  pre- 
cipitating influences  as  emotional  upsets, 
cold  liquids  and  irritants;  subsequently  it 
becomes  persistent  and  progressive. 
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When  definite  dysphagia  becomes  ob- 
vious, a pathologic  esophagus  can  be  demon- 
strated. If  adequate  therapeutic  measures 
are  not  promptly  exacted  the  syndrome  de- 
velops. In  the  early  stages,  food  seems  to 
stick  in  the  esophagus,  dislodgement  is  dif- 
ficult, the  patient  learns  that  copious  liquids 
act  as  a natural  hydrostatic  dilator.  Chok- 
ing while  eating  in  frequent;  however,  by 
force  the  patient  can  always  manage  to  get 
the  food  through  into  the  stomach.  Various 
and  variable  degrees  of  retrosternal  and 
retroxiphoid  pain  with  radiations  into  the 
shoulders,  neck  and  ramus  of  the  mandible 
are  encountered.  These  are  the  manifesta- 
tions as  long  as  the  esophagus  is  only  slight- 


Fig.  1.  Case  illustrating  moderately  advanced 
cardiospasm ; the  esophag'us  at  this  stage  is  still 
compensated. 


ly  dilated  and  compensates  the  increased 
intra-esophageal  pressure  by  muscle  and 
elastic  hypertrophy. 

In  decompensated  cardiospasm  the  esoph- 
agus has  dilated  to  become  elongated  and 
there  is  a resultant  kinking  and  muscular 
thinning.  With  this  advanced  pathology 
there  is  esophageal  retention  of  food  pro- 
ducing postprandial  substernal  fullness 
with  a sensation  of  weight  in  the  chest  and 
actual  quantitative  dyspepsia.  Spontaneous 
and  induced  regurgitation  of  alkaline  ma- 
terial is  common  with  reflux  into  the  buccal 
cavity  at  night  a typical  occurrence.  With 
the  development  of  esophagitis  substernal 
burning  becomes  marked.  As  the  disease 
progresses  symptoms  advance  in  severity 


Fig.  2.  Illustrating  a decompensated  esophagus 
occurring  from  inadequate  therapy  to  the  case 
shown  in  figure  1. 


and  rapid  weight  loss  occurs;  respiratory 
symptoms  of  dyspnea  and  aspiration  bron- 
chopneumonic  disease  are  reported. 

A characteristic  clinical  picture  indicates 
a confirmatory  esophageal  roentgenogram. 
A blunt  or  smooth  tapering  occlusion  at  or 
near  the  cardia  with  secondary  dilatation 
and  angulation  of  the  esophagus  above  it  is 
typical.  The  lower  end  is  cone  shaped  with 
the  tip  to  the  left  below  the  dome  of  the 
diaphragm.  A few  enthusiastic  endoscopists 
insist  esophagoscopy  is  essential  to  a con- 
clusive diagnosis.  We  feel  that  only  occa- 
sionally is  there  a call  for  such  study  and 
we  are  reticent  to  expose  patients  to  un- 
necessary scoping.  In  instances  in  which 
there  is  reasonable  doubt  esophagoscopy  has 
value  in  excluding  other  diseases,  particu- 
larly malignancy. 

The  physical  signs  of  cardiospasm  are 
not  of  significant  importance. 

Cardiospasm  may  be  associated  with  or 
the  cause  of  chronic  pulmonary  disease.  The 
coincidental  occurrence  seems  too  frequent 
to  be  merely  an  association  and  the  reports 
of  bronchitis  and  bronchial  asthma,  or  as- 
piration pneumonitis,  lung  abscess,  and  pul- 
monary fibrosis  seem  to  favor  cardiospasm 
being  causative  by  producing  reflux  into 
the  bronchial  tree.  Ehverticulum  of  the 
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Fig.  3.  Roentgenogram  showing  a pulsion  di- 
verticulum occurring  as  a complication  of  cardio- 
spasm. This  patient  also  developed  a severe 
bronchiectasis. 

esophagus  has  also  been  reported  as  an  as- 
sociant  and  here  again  cardiospasm  by  caus- 
ing weakness  of  the  esophageal  musculature 
may  produce  the  herniation.  Carcinoma  of 
the  stomach  or  esophagus  without  cardio- 
spasm is  frequent  and  seldom  seems  to  be 
the  result  of  the  chronic  irritation  excited 
by  cardiospasm.  Esophageal  ulceration  may 
be  primary  and  result  in  scarring  to  cause 
an  impure  cardiospasm  or  it  may  result 
from  the  esophagitis  and  circulatory  dis- 
turbance resulting  from  a true  spasm. 

DIFFERENTIAL  DIAGNOSIS 

In  differential  diagnosis,  however,  there 
are  ten  entities  which,  due  to  their  ob- 
structive esophageal  nature  or  to  their  sim- 
ulation in  symptomatology,  must  be  con- 
sidered. 

Fibrotic  benign  stricture  in  80  per  cent  of 
cases  has  a history  of  ingestion  of  caustics, 
healed  ulceration  or  esophagitis.  Congenital 
etiology  exists,  however,  and  the  history 
may  be  indefinite.  Deep  x-ray  therapy  to 
the  thoracic  cage  may  produce  a stricture. 
X-ray  is  the  best  aid  in  revealing  the  nature 


Fig.  4.  Stricture  of  the  esophagus  manifested 
subsequent  to  deep  x-ray  therapy  to  the  left  breast. 


of  the  stricture  which  is  usually  higher 
than  the  cardia. 

With  carcinoma  there  is  usually  a short 
rapidly  progressive  history.  On  x-ray  there 
is  irregularity  of  the  shadow  as  it  tails  out 
— carcinoma  rarely  produces  its  obstruction 
at  exactly  the  hiatus,  but  usually  extends 
above.  The  marked  proximal  dilatation  en- 
countered in  cardiospasm  is  not  a part  of 


Fig.  5.  The  typical  radiographic  finding  in  car- 
cinoma. The  patient  has  a six  weeks’  history  of 
dysphagia. 
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the  picture  of  carcinoma.  Bougienage  pro- 
duces bleeding.  Esophagoscopy  and  biopsy 
are  essential  to  a conclusive  diagnosis. 

The  Plummer- Vinson  syndrome  of  hypo- 
chromic anemia,  atrophic  glossitis  and 
achlorhydria  is  characteristic.  A negative 
x-ray  picture  proves  the  differentiation. 

Hysteria  tends  to  disappear  instead  of 
progress.  The  dysphagia  is  complained  of  at 
a level  high  in  the  esophagus.  The  character- 
istic roentgenologic  picture  is  not  present. 

Para-esophageal  hernia  usually  radiates 
pain  under  the  left  breast  which  is  increased 
on  recumbency;  the  x-ray  is  typical. 

Mediastinal  tumors  give  other  manifesta- 
tions; the  obstruction  is  not  at  the  dia- 
phragmatic level  and  x-ray  study  readily  re- 
veals their  extra-esophageal  character. 

Muscular  hypertrophy  of  the  cardiac 
sphincter  (comparable  to  congenital  hyper- 
trophic pyloric  stenosis)  is  a rare  lesion  and 
has  only  been  diagnosed  surgically  or  path- 
ologically. It  may  be  suspected  from  a cone- 
shaped  smooth,  symmetrical  obstruction 
without  dilatation. 

Angina  pectoris  : Edeiken  has  emphasized 
the  simulation  to  angina.  The  differentia- 
tion is  achieved  by  proper  cardiovascular 
evaluation,  remembering  angina  might  com- 
plicate cardiospasm. 


Fig.  6.  An  unusual  radiographic  study  showing- 
diffuse  lower  esophageal  spasm  associated  with 
cardiospasm. 


Diffuse  spasm  of  the  lower  half  of  the 
esophagus  occurs  rather  characteristically 
in  relation  to  the  temperamental  status  of 
the  patient  as  contrasted  to  the  generally 
accepted  lack  of  this  element  in  the  cardio- 
spastic.  Roentgenoscopy  definitely  differ- 
entiates it  from  cardiospasm  in  revealing 
diffuse  irregular  spasm,  multiple  spastic 
segments  and  diffuse  narrowing  of  the 
distal  half  of  the  esophagus. 

Peptic  ulcer  of  the  esophagus  has  a clin- 
ical picture  simulating  an  ulceration  else- 
where with  the  predominance  of  symptom- 
atology substernal  and  the  association  of  ex- 
tremely painful  dysphagia.  X-ray  study  may 
reveal  cardiospasm  when  the  esophageal 
lesion  is  at  the  cardia  but  the  other  changes 
are  not  present. 

Diverticula  of  the  esophagus  may  arise  as 
a complication  of  cardiospasm.  If  it  is  pri- 
mary there  usually  is  mild  dysphagia  with- 
out the  clinical  or  roentgenologic  picture  of 
esophageal  decompensation. 

Biliary  disease  may  cause  similar  pain 
reference  and  the  substernal  symptomat- 
ology of  cardiospasm.  Differentiation  is 
realized  by  an  adequate  evaluation  and 
x-ray  study. 

TREATMENT 

General  measures  to  improve  the  mental 
and  physical  well  being  of  the  patient  are 
essential  but  not  specific  measures.  Thera- 
peutically we  deny  the  statement  that 
drugs  are  of  no  use.  We  must  admit  grada- 
tions of  severity.  There  are  mild  cases 
which,  after  single  bougienage,  may  be  con- 
trolled by  an  occasional  antispasmodic.  Con- 
versely severe  instances  may  likewise  gain 
temporary  and  emergency  relief  during 
periods  between  dilatations.  We  have  found 
nitroglycerine  the  most  effective  medica- 
tion for  emergency  relief  and  for  pre-dila- 
tation relaxation  in  difficult  cases.  Amino- 
phyllin  gives  excellent  results  without  the 
unpleasant  reactions  of  the  nitrates.  Atro- 
pine, papaverine  hydrocloride,  amyl  nitrate 
and  stramonium  have  relaxing  qualifica- 
tions in  selected  instances  but  in  our  experi- 
ence are  only  effective  in  mild  cases  and  in 
association  with  dilatation  in  the  severe 
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cases.  Morphine  relaxes  the  distal  esoph- 
agus well  but  for  obvious  reasons  is  avoided. 

Thiamin  chloride  may  be  used  to  supple- 
ment other  measures.  Regardless  of  the  va- 
lidity of  Etzel’s  contention,  a vitamin  B 
deficiency,  whether  primary  or  secondary 
being  unproved,  is  frequently  apparent. 

Hyperpyrexia,  local  diathermy  and  spinal 
anesthesia  have  been  advocated  but  deserve 
only  mention. 

Bougienage  of  one  variety  or  another  has 
been  practiced  for  more  than  fifty  years  in 
relieving  dysphagia  due  to  cardiospasm. 

In  a review  of  dilators,  mention  must  be 
given  to  semi-stiff  fiber  bougies  and  me- 
chanical divulsors  inserted  through  the 
esophagoscope.  Their  use  necessarily  in- 
volves a semioperative  procedure,  they  are 
more  applicable  in  cases  in  which  scarring 
or  fibrous  stricturing  exists.  Sippy’s  grad- 
uated olives,  and  those  of  others,  in  various 
sizes  and  shapes  attached  to  a fiber  and 
guided  by  a swallowed  thread,  are  intro- 
duced fearlessly  by  persistent  adherents. 
They  are  probably  safest  in  expert  hands. 
We  have  seen  under  the  fluoroscope  an  ap- 
parently taut  cord  loosen,  the  bougie  fail 
to  engage  the  cardia  and  pass  blindly  into 
a dilated  esophageal  pouch.  Because  of  this 
as  well  as  of  other  obvious  limitations,  they 
must  be  reserved  for  the  expert  endoscopist. 

Hurst  introduced  his  mercury  filled 
bougies  in  1913.  They  are  rubber  tubes 
varying  in  diameter  (from  21  to  40  Eng- 
lish), 31  inches  long  and  each  containing 
the  same  quantity  of  mercury  (21  ounces). 
These  are  carried  and  guided  through  the 
esophagus  by  their  weight,  opening  a pas- 
sageway by  their  size. 

These  dilators,  in  our  experience,  are  the 
easiest  passed ; they  cause  less  discomfort 
and  are  unquestionably  the  safest  instru- 
ments available  in  properly  indicated  cases. 
Successively  larger  tubes  are  passed  at  a 
single  sitting,  and  in  most  cases  the  largest 
one  meets  with  only  slightly  more  resistance 
than  the  smallest. 

Additional  factors  in  the  use  of  these 
bougies  include  the  following:  (1)  In  the 
instance  of  narrowing  at  sites,  in  addition 
to  that  at  the  cardia,  all  are  dilated  to  the 


same  extent  by  the  one  passage.  (2)  Pa- 
tients have  been  taught  to  use  the  bougies 
in  selected  instances.  (3)  No  fatality  has 
been  recorded  from  the  use  of  this  proce- 
dure. (4)  It  is  obvious  that  these  bougies 
have  limitations  and  are  best  employed 
when  the  cardiac  opening  remains  depend- 
ent and  the  existing  pathologic  condition 
has  not  brought  about  a great  sacculation 
at  a level  below  the  hiatus,  although  we 
have  employed  them  quite  successfully  in 
severe  cases.  (5)  The  large  size,  #40,  often 
proves  annoying  to  patients  because  of  the 
bulk  in  the  pharynx. 

The  history  of  the  bag  divulsion  dates 
back  to  J.  C.  Russel’s  work  of  1898.  In  1906 
at  The  Mayo  Clinic,  Plummer  modified  Rus- 
sel’s instrument  and  introduced  into  promi- 
nence the  rubber  covered  silk  balloon  using 
hydrostatic  pressure.  Moersch  and  Vinson, 
with  their  excellent  work  and  statistic  accu- 
mulation, have  sustained  their  preceptor’s 
teachings. 


Fig.  7.  Sketch  of  mercury  pneumatic  dilator. 
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The  instrument  is  a rubber  tube  sup- 
ported by  a whalebone  staff  tipped  with  an 
olive  just  behind  which  is  a rubber  covered 
silk  balloon  which  is  dilated  by  hydrostatic 
pressure  regulated  by  special  adapters.  All 
dilations  are  carried  out  over  a previously 
swallowed  silk  thread  (five  yards)  held 
taut,  which  is  thought  to  eliminate  all  dan- 
ger of  perforation.  It  requires  a source  of 
running  water  and  is  not  portable  and  for 
this  reason  is  not  as  practical  as  could  be 
wished.  Failure  to  place  the  dilator,  unsatis- 
factory results  due  to  improper  technic, 
considerable  pain  and  a mortality  percent- 
age are  admitted ; however,  it  has  a definite 
advantage  in  that  divulsion  is  achieved  by 
its  use. 

In  1929  Frank  Smithies  designed  the 
pneumatic  dilator  modification  of  Plum- 
mer’s apparatus  in  an  effort  to  remedy 
proved  limitation  of  the  latter  divulsor. 
Smithies’  dilator,  being  portable,  requiring 
no  special  water  supply,  being  devoid  of 
whalebone  staff  but  having  a metal  shaft 
with  safety  control,  and  being  of  inexpen- 
sive construction,  was  a notable  achieve- 
ment. It  rendered  fluoroscopic  control  of 
divulsion  dilation  practical.  Its  only  essen- 
tial distinction  from  the  Plummer  dilator, 
however,  is  that  it  is  pneumatic. 

Since  September  1938,  we  have  used  a 
mercury  pneumatic  dilator.  This  new  dilator 
and  divulsor  combines  the  principles  of 
Hurst,  Plummer,  and  Smithies  and  achieves 
a position  of  maximal  efficiency  and  safety. 

It  is  a #21  Hurst  mercury  tube;  on  the 
distal  end,  7.5  cm.  from  the  tip,  has  been 
incorporated  a rubber  covered  silk  bag  11 
cm.  in  length  to  which  a small  catheter  runs 
through  the  mercury  filled  tube.  By  this 
means  distention,  under  the  control  of  a 
sphygmomanometer,  may  be  effected. 

The  distinct  advantages  of  this  instru- 
ment are  that:  (1)  A swallowed  guiding 
thread  is  not  required;  it  is  easily  passed, 
being  the  size  of  the  small  Hurst  dilator.  It 
is  carried  through  by  virtue  of  its  contained 
21  ounces  of  mercury,  which  is  sufficient  to 
force  the  closed  sphincter  and  which  is  in 
itself  a guide  but  which  is  not  sufficiently 
forceful  to  traumatize  or  perforate  the 


esophagus.  (2)  This  type  dilator  is  most 
easily  passed  with  less  discomfort  than  any 
other  type  and  does  not  show  any  tendency 
to  coil  in  a dilated  prediaphragmatic  dila- 
tation, as  might  be  suggested  by  some.  (3) 
Only  a single  instrumentation  is  required, 
as  contrasted  to  the  passing  of  an  olive 
prior  to  the  use  of  a Plummer  dilator  and 
the  use  of  graduated  Hurst  bougies.  (4)  It 
offers  controlled  pneumatic  divulsion,  which 
is  more  practical  and  safer  than  hydrostatic 
dilation,  and  this  in  combination  with  the 
bougie  qualifications  of  the  Hurst  dilator. 
(5)  It  is  applicable  to  x-ray  examination. 

Dilatation  and  divulsion  rarely  fail  and 
the  prognosis  is  such  that  one  seldom  con- 
siders operative  procedures.  Gastrotomy  as 
such  is  merely  palliative.  Retrograde  dila- 
tion with  Tucker’s  instrument  and  divul- 
sion manually  or  by  forceps  from  the  gastric 
side  are  major  procedures  reserved  for 
those  few  instances  in  which  adequate  indi- 
cations exist.  Heller,  Windel,  Heyrowsky, 
Watts,  Womack  and  others  have  each  intro- 
duced an  operative  procedure  of  note  adapt- 
ing pyloric  surgery  to  the  cardia  with  vari- 
ous cardioplastics  and  anastomoses. 

Knight  has  offered  resection  of  the  left 
coronary  artery  and  the  associated  sympa- 
thetic fibers  running  to  the  cardiac  esoph- 
agus. This  procedure  and  other  nerve  sec- 
tion measures  have  not  given  a permanent 
result.  The  success  of  bilateral  cervico- 
thoracic  sympathetic  ganglionectomy  is  nul- 
lified by  the  production  of  a Horner  syn- 
drome. 

SUMMARY 

Cardiospasm  is  a condition  which  as  yet 
defies  establishment  of  etiology.  Bougienage 
offers  the  most  satisfactory  method  of  man- 
agement. Plastic  and  sympathetic  surgery 
may  be  considered  for  severe  cases  that  have 
not  responded  to  a careful  non-operative 
regimen. 
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DISCUSSION 

Dr.  Allan  Eustis  (New  Orleans)  : I wish  to  em- 
phasize again  one  point  brought  out  by  Dr. 
Browne,  especially  in  the  last  picture  shown.  It 
is  very  important  before  treating  these  cases  med- 
ically for  cardiospasm  to  be  sure  there  is  no  malig- 
nancy. This  was  very  forcibly  impressed  upon  me 
a short  while  ago.  A man  giving  definite  symp- 
toms of  cardiospasm,  on  x-ray  examination  and 
esophagoscopy  did  not  show  any  evidences  of  ma- 
lignancy and  was  dilated  for  about  six  months  by 
a competent  laryngologist.  He  progressed  very 
satisfactorily  and  the  cardiospasm  was  much  less 
intense  when  a second  esophagoscopy  was  made 
after  six  months  and  also  an  x-ray,  at  which  time 
definite  carcinoma  was  demonstrated. 

An  attempt  was  made  to  remove  the  growth  but 
it  was  already  too  extensive  and  only  a gastros- 
tomy was  performed ; the  man  died  about  four 
months  later.  Had  this  diagnosis  been  made  when 
the  symptoms  of  cardiospasm  first  presented  them- 
selves a resection  of  the  lesion  could  have  been 
performed  most  probably.  We  all  know  that  the 
only  chance  for  recovery  from  cancer  is  in  early 
operation  and  I mention  this  case  simply  to  pre- 
vent us  from  becoming  too  enthusiastic  about  the 
medical  treatment  of  these  patients. 

Dr.  M.  E.  DeBakey  (New  Orleans)  : Undoubted- 
ly, the  large  majority  of  these  patients  can  be 
treated  conservatively  but  a certain  number  will 
require  surgical  intervention.  Moersch  found  that 
of  805  patients  treated  conservatively,  71  per  cent 


were  completely  relieved  and  Wachs  observed  that 
about  30  per  cent  required  surgical  therapy.  Thus, 
it  has  been  estimated  that  approximately  a third 
of  the  patients  will  probably  need  more  radical 
therapeutic  procedures.  Obviously,  every  person 
should  be  given  the  benefit  of  conservative 
treatment  first  but  if  such  measures  do  not  accom- 
plish adequate  relief  of  symptoms  in  a reasonable 
period  of  time,  surgical  intervention  should  be 
considered.  Most  physicians  are  reluctant  to  con- 
sider surgical  therapy.  This  is  probably  due  to 
the  erroneous  impression  that  the  risk  of  operative 
therapy  is  considerably  greater  than  that  of  con- 
servative therapy.  As  a matter  of  fact,  the  dif- 
ference in  the  mortalities  is  very  slight.  In 
Moersch’s  series  of  804  cases  the  total  mortality 
was  2.8  per  cent  and  of  239  cases  collected  from 
the  literature  by  Dr.  Ochsner  and  me  in  which 
cardioplasty  and  esophago-gastrostomy  were  done, 
the  mortality  was  4.2  per  cent. 

A great  variety  of  operative  procedures  have 
been  devised  and  employed  in  the  surgical  treat- 
ment of  this  condition  which  clearly  reflects  the 
diversity  of  opinion  and  the  conflict  of  views  re- 
garding its  etiology  and  pathogenesis.  Dr.  Ochsner 
and  I have  recently  reviewed  the  literature  on  this 
subject  and  have  classified  these  procedures  into: 
(1)  those  directed  at  the  dilated  esophagus;  (2) 
those  directed  at  the  cardia;  (3)  those  directed  at 
the  diaphragm,  and  (4)  those  directed  at  the  nerve 
supply.  In  our  opinion  the  most  rational  procedure 
is  esophago-gastrostomy  which  consists  of  a side- 
to-side  anastomosis  between  the  esophagus  and 
stomach  in  a manner  similar  to  the  Finney  gas- 
tro-duodenostomy.  This  was  originally  performed 
by  Heyrovsky,  in  1912,  and  modified  by  Grondahl, 
in  1916.  We  have  performed  this  procedure  in 
two  patients  with  complete  relief  of  symptoms.  In 
another  patient,  sympathectomy  was  employed  but 
symptoms  recurred  within  two  weeks  after  opera- 
tion. 

Of  370  cases  of  achalasia  collected  From  the  lit- 
erature in  which  surgical  therapy  was  institutetd, 
21  (5.6  per  cent)  were  treated  by  phrenotomy;  30 
(8.1  per  cent)  by  vagotomy  and  sympathectomy; 
80  (21.6  per  cent)  by  transgastric  dilatation;  99 
(26.8  per  cent)  by  esophago-gastrostomy;  and  140 
(37.8  per  cent)  by  cardiomyotomy  and  cardio- 
plasty. In  this  series  of  collected  cases  the  best 
results  were  obtained  by  esophago-gastrostomy 
with  an  incidence  of  93.9  per  cent  and  the  worst 
by  vagotomy  and  sympathectomy  with  an  incidence 
of  33.3  per  cent.  The  incidences  of  good  results 
obtained  in  the  group  treated  by  phrenotomy, 
transgastric  dilatation,  and  cardioplasty  were 
57.1  per  cent,  70.8  per  cent,  and  81.4  per  cent  re- 
spectively. The  highest  incidence  of  failures  36.6 
per  cent  occurred  in  the  group  treated  by  vago- 
tomy and  sympathectomy  and  the  lowest  incidence, 
1 per  cent,  in  the  group  treated  by  esophago-gas- 
trostomy.  Failures  among  other  operative  proce- 
dures ranged  from  10  per  cent  to  28  per  cent.  The 
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highest  operative  mortality,  16.6  per  cent,  oc- 
curred in  the  group  treated  by  vagotomy  and 
sympathectomy  and  the  lowest  3.5  per  cent  among 
those  treated  by  cardioplasty.  The  operative  mor- 
tality in  the  esophago-gastrostomy  group  was  5 
per  cent.  These  results  confirm  our  opinion  that 
the  most  rational  procedure  is  esophago-gastros- 
tomy because  it  gives  the  best  results  with  the 
least  incidence  of  failures  and  a very  low  mor- 
tality. 

Dr.  Mims  Gage  (New  Orleans)  : I feel  that  car- 
diospasm is  a disease.  There  is  the  same  thing 
in  the  duodenum,  in  common  duct,  bile  duct,  in  the 
colon  and  also  in  the  urethras  with  more  or  less 
similar  onset  and  symptoms.  We  all  have  these 
patients.  Most  physicians  treated  them  by  dila- 
tation and  a large  per  cent  recover.  The  majority 
of  cases  occur  in  neurotic  women  and  neurotic 
men.  A neurotic  man  is  worse  than  a neurotic 
woman  but  the  incidence  is  less.  There  are  a 
number  of  persons  who  will  not  be  relieved  by  di- 
latation. With  early  diagnosis  the  majority  of 
them  are  benefited  by  conservative  treatment  first. 
Only  a small  per  cent  need  operation,  and  those 
really  need  it.  Continued  dilatation  will  not  give 
relief  in  the  common  bile  duct. 

This  is  a disease  about  which  we  know  little  of 
the  etiology.  Many  procedures  have  been  tried 
but,  as  stated,  all  of  these  patients  need  conserva- 
tive treatment  in  the  beginning.  A large  number 
have  been  injected  at  The  Mayo  Clinic  and  have 
been  relieved.  Some  were  probably  women  where 
probably  if  given  a hypodermic  it  would  have 
done  just  as  much  good. 

0 

TESTOSTERONE  PROPIONATE*  IN 
IMPOTENCE: 

A REPORT  OF  EIGHT  CASES 
W.  A.  REED,  M.  D. 

AND 

T.  E.  McMILLAN,  M.  D. 

New  Orleans 

Dorland1  defines  impotence  as  “Lack  of 
power : chiefly  of  copulative  power  or  viril- 
ity. It  may  be  atonic,  due  to  loss  of  impulse ; 
psychic,  dependent  on  mental  complex;  or 
symptomatic,  resulting'  from  some  other  dis- 
order.” It  is  in  these  latter  two  broad  cate- 
gories that  most  of  the  difficulty  in  ade- 
quately determining  and  treating  the  cause 
of  a given  case  of  impotence  is  encountered. 
In  one  case  the  problem  may  be  a very  sim- 
ple one ; in  another,  it  may  be  impossible  of 

*The  testosterone  propionate  used  in  our  cases 
was  neo-hombreol  generously  provided  by  the  mak- 
ers, Roche-Organon,  Inc.,  Nutley,  N.  J. 


solution.  For  example,  there  is  no  mystery 
about  the  impotence  of  the  eunuch  or  cas- 
trate. Here  there  is  definite  testicular 
deficiency.  The  administration  of  testoste- 
rone to  these  patients  will  frequently  render 
them  potent,  as  has  been  shown  by  many  in- 
vestigators, among  whom  are  Vest  and 
Howard,2  Foss,2  Kenyon  et  al.4  and  Mil- 
ler.5 On  the  other  hand,  the  impo- 
tence of  the  sexually  mature  male,  appar- 
ently normal  physically,  may  defy  the  com- 
bined skill  of  internist,  urologist  and  psy- 
chiatrist. 

Theoretically  the  use  of  testosterone  in 
cases  of  impotence  should  be  reserved  for 
those  cases  in  which  definite  testicular 
deficiency  can  be  demonstrated  or  for  those 
cases  of  probable  psychic  origin  in  which 
it  is  hoped  that  the  testosterone  being  given 
will  cause  sexual  stimulation  and  thus  over- 
come whatever  psychic  factor  may  be  cau- 
sally operative.  However,  in  our  experience 
it  has  been  very  difficult  to  segregate  cases 
of  impotence  which  have  their  etiology  sole- 
ly in  deficient  testicular  function.  This  is  so 
because  as  yet  there  is  no  simple  and  satis- 
factory method  of  quantitatively  estimating 
male  sex  hormone  in  the  body  or  in  urinary 
excretion.  We  are  still  forced  to  rely  upon 
an  examination  of  the  secondary  sex  charac- 
teristics to  determine  whether  or  not  we  are 
dealing  with  testicular  hypofunction.  Here 
again,  although  marked  deviation  from  the 
normal  in  size  of  penis,  prostate,  distribu- 
tion of  body  hair,  and  pitch  of  voice,  often 
point  to  testicular  deficiency,  only  slight 
deviations  may  be  utterly  insignificant 
clinically. 

In  individuals  beyond  middle  age,  even 
these  diagnostic  criteria  are  not  unusually 
applicable  but  in  these  patients  one  would 
expect  a deficient  testicular  function  physi- 
ologically. Careful  examination  of  the  his- 
tories of  cases  presented  in  this  article  will 
show  how  complex  the  problem  of  impo- 
tence may  be.  We  have  selected  eight  pa- 
tients whom  we  thought  might  respond  to 
testosterone  therapy,  even  though  it  is  ad- 
mitted that  none  of  the  eight  was  an  abso- 
lute candidate  for  this  treatment.  Yet,  since 
most  of  our  patients  were  elderly,  our  de- 
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cision  to  give  them  testosterone  was  bol- 
stered by  the  work  of  Laroche  and  Bom- 
pard°  who  found  that  testosterone  often 
favorably  influenced  the  impotence  of  phys- 
iologic involution.  Much  the  same  findings 
are  reported  by  Schmitz7  who  treated  45 
cases  of  involutional  hypogonadism  with 
testosterone  propionate.  Symptoms  includ- 
ing depression,  nervousness,  premature 
aging,  and  impotence  have  been  noticed 
with  beginning  prostatic  hypertrophy.  In 
36  cases,  definite  and  dramatic  improve- 
ment followed  muscular  or  subcutaneous  in- 
jections of  5 mg.,  one  to  three  times  weekly. 
No  side  reactions  were  observed. 

Deficiency  in  testicular  secretion  of  vary- 
ing degree  was  suspected  in  all  of  our  cases, 
yet  it  will  be  seen  that  many  other  factors 
thought  to  be  etiologically  concerned  in  im- 
potence are  operative.  For  example,  local 
genito-urinary  pathology  of  a mild  degree 
was  present  in  all  patients  and  an  attempt 
was  made  to  eliminate  this  through  appro- 
priate local  treatment.  Some  of  the  cases 
were  complicated  by  environmental  factors 
thought  to  be  conducive  to  impotence.  In  so 
far  as  was  possible  these  were  corrected. 
Similarly,  the  psychic  background  of  the  pa- 
tient was  gone  into  and  an  appeal  to  reason 
made  where  indicated.  Our  patients  pre- 
sented a number  of  factors  which  may  seri- 
ously interfere  with  even  a normal  physi- 
ologic state  of  potency.  For  example,  too 
frequent  intercourse,  abnormal  sex  prac- 
tices, the  taking  of  narcotic  or  hypnotic 
drugs,  temporary  below  par  constitutions 
are  suspicious  etiologic  considerations  pres- 
ent in  one  case  or  another. 

Following  are  the  case  histories  in  our 
series : 

CASE  NO.  1 

A 57  year  old  male  complaining  of  prostate 
trouble  for  10  years,  manifested  by  occasional 
slight  burning  of  urination,  slow  stream  and  rather 
marked  impotence.  His  only  treatment  has  been 
irregular  prostatic  massage  which  always  relieved 
the  urinary  burning.  His  examination  revealed 
him  to  be  in  very  good  condition.  The  only  positive 
finding  was  a benign  prostatic  hypertrophy  (grade 
2)  with  1%  ounce  residual  urine.  Treatment  was 
first  instituted  on  June  6,  1940,  and  he  was  then 
seen  at  approximately  weekly  intervals  for  seven 
weeks.  During  this  time  he  had  prostatic  mas- 


sages, silver  nitrate  instillations,  endoscopic  thera- 
py, dilatation  of  posterior  urethra,  and  thyroid  and 
strychnine  internally.  No  improvement  was  noted. 
Then  on  September  11,  testosterone  propionate 
therapy  was  instituted,  together  with  the  same 
local  therapy.  He  received  25  mg.  testosterone  at 
weekly  intervals  for  thirteen  weeks.  A slight,  but 
definite  improvement  was  noted  in  his  sexual 
ability  following  the  institution  of  testosterone 
therapy.  His  erections  were  better  and  intercourse 
once  a week  fairly  satisfactory.  There  has  been  no 
decrease  in  the  benign  prostatic  hypertrophy.  The 
exact  etiology  of  this  impotence  was  not  deter- 
mined. The  hypertrophy  may  be  a factor,  or  the 
fact  that  his  wife  is  twenty  years  younger  than  he 
may  be  a cause. 

CASE  NO.  2 

A 56  year  old  male  complaining  of  impotency 
for  one  year.  Prior  to  1935  he  had  very  satisfac- 
tory intercourse  three  times  a week.  Then  due  to 
illness  of  wife  he  abstained  except  about  once  every 
six  to  eight  weeks  for  the  next  two  years.  He  then 
attempted  to  resume  his  previous  schedule,  but 
found  that  he  was  able  to  have  intercourse  about 
every  two  weeks.  More  frequent  attempts  resulted 
in  poor  erections  and  premature  ejaculation.  His 
past  history  was  essentially  negative.  Examina- 
tion revealed  an  intellectual,  well  balanced  male 
in  excellent  physical  condition.  He  was  given 
prostatic  massages  at  weekly  intervals,  with  no 
benefit.  Then  testosterone  therapy  was  started 
and  he  received  15  injections  of  25  mg.  each  at 
five  to  seven  day  intervals.  During  this  time  he 
also  received  prostatic  massages,  urethral  dilata- 
tions and  instillations  of  weak  silver  nitrate  into 
the  posterior  urethra.  He  also  received  thyroid  in- 
ternally. At  no  time  did  he  note  any  improvement 
in  his  sexual  ability  nor  was  there  any  change  in 
his  physical  examination.  A period  of  rest  and 
participation  in  outdoor  exercise  was  advised,  but 
still  there  was  no  improvement  in  intercourse. 
Again  testosterone  therapy,  together  with  endo- 
scopies, urethral  dilatations  and  prostatic  massages 
were  instituted.  He  received  10  injections  of  25  mg. 
each,  supplemented  with  local  treatment  during 
the  next  six  weeks.  Still  no  improvement  was 
noted.  No  etiologic  factor  can  be  ascertained  ex- 
cept that  his  complaint  began  after  a period  of 
abstinence.  We  thought  this  man  should  respond 
to  testosterone  therapy. 

CASE  NO.  3 

A 48  year  old  male  complaining  of  impotency 
for  the  past  seven  years.  He  managed  to  have 
intercourse  every  few  months  but  quite  unsatis- 
factorily. His  erections  were  always  very  poor. 
His  history  revealed  that  he  had  suffered  with 
asthma  for  several  years  and  took  barbiturates 
frequently.  Also  that  his  complaint  started  after 
many  financial  difficulties.  He  maintained,  how- 
ever, that  his  difficulties  had  no  effect  on  his 
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sexual  ability.  His  general  physical  examination 
was  negative,  except  for  a very  mild  prostatitis. 
Testosterone  therapy  was  started  and  he  received 
25  mg.  at  five  to  seven  day  intervals,  until  22  in- 
jections had  been  given.  During  this  time  he  also 
had  prostatic  massages,  urethral  dilatations  and 
instillations  of  weak  silver  nitrate  which  soon 
eliminated  all  local  morbid  anatomy.  Definite  im- 
provement was  noted  after  the  fifth  injection  and 
he  continued  to  improve  until  he  was  able  to  in- 
dulge in  very  satisfactory  intercourse  once  a week. 
During  the  asthmatic  attacks  the  use  of  bar- 
biturates of  course  caused  recurrence  of  his  im- 
potency.  He  continued  to  do  fairly  well  two  months 
after  starting  treatment.  This  patient  seems  defi- 
nitely benefited  by  testosterone. 

CASE  NO'.  4 

A 22  year  old  colored  male  complaining  of  com- 
plete impotency.  History  reveals  no  erection  for 
three  months,  and  prior  to  this  time  he  had  coitus 
every  day  for  the  past  five  years.  His  past  health 
was  excellent;  he  has  had  no  venereal  infection. 
His  examination  revealed  a well  developed  almost 
perfect  physical  specimen.  Extensive  diagnostic 
procedures  in  the  clinic  were  carried  out  because 
of  many  complaints  he  subsequently  offered,  all  of 
which  were  on  a neurotic  basis.  The  only  positive 
finding  was  by  the  neurologist,  who  diagnosed  a 
neurosis  on  the  basis  of  his  impotency.  The  only 
apparent  cause  for  his  impotence  was  fatigue. 
Curiously  he  showed  practically  no  posterior 
urethritis  or  prostatitis.  Therapy  to  the  posterior 
urethra,  prostatic  massages  and  urethral  dilata- 
tions with  complete  rest  from  intercourse  were 
carried  out  for  four  months,  but  no  improvement 
noted,  and  his  many  aches  and  pains  and  low 
morale  continued.  He  was  then  given  testosterone 
25  mg.  every  five  days,  plus  weekly  local  treat- 
ment until  he  had  had  25  injections.  After  the 
eleventh  injection  he  began  to  awake  with  a fair 
erection  and  improvement  continued  until  he  was 
able  to  have  normal  intercourse  again,  although  he 
was  still  restrained  as  to  the  number  of  times  he 
might  try  coitus  each  week.  With  revival  of  his 
erections  the  many  other  symptoms  disappeared 
and  he  felt  perfectly  well. 

CASE  NO.  5 

A 50  year  old  male  complaining  of  poor  erections 
for  three  years,  and  especially  during  the  past  year, 
with  no  sexual  desire  during  this  time.  Past 
history  revealed  a low  blood  pressure  of  several 
years’  duration,  gastric  hyperacidity  and  bleeding 
hemorrhoids.  Morning  erections  failed  if  he  tried 
coitus.  Had  gonorrhea  four  times  and  a hard 
chancre  twelve  years  ago,  all  of  which  were  eradi- 
cated- by  treatment.  Subsequent  blood  and  spinal 
tests  have  revealed  no  indication  of  trouble.  He  is 
now  married  for  the  second  time,  his  wife  being  26 
years  of  age.  He  smokes  40  cigarettes  daily  and 
gets  very  little  exercise.  Physical  examination  re- 


vealed suspicious  focal  infections  in  mouth,  small 
external  and  internal  hemorrhoids  and  a mild 
prostatitis.  Cystoscopy  revealed  a slight  obstruction 
due  to  mild  prostatic  hypertrophy.  All  foci  of  in- 
fection were  first  eliminated  and  thyroid  and 
strychnine  prescribed.  Injections  of  25  mg.  tes- 
tosterone were  given  at  weekly  intervals  for  ten 
weeks,  together  with  endoscopies,  urethral  dilata- 
tions, prostatic  massages  and  weak  silver  nitrate 
instillations.  Definite  improvement  was  noted  after 
ten  weeks,  but  at  the  best  he  could  have  coitus 
only  once  every  seven  to  ten  days.  Undoubtedly 
the  psychic  factor  and  local  pathology  were  both 
operative  in  the  etiology  of  this  impotence. 

CASE  NO.  6 

A 64  year  old  male  complaining  of  almost  com- 
plete impotence  for  two  years.  Past  history  re- 
vealed an  anginal  attack  three  years  ago,  an  un- 
complicated gonorrhea  30  years  ago.  He  is  happily 
married  and  comparatively  free  of  worries.  The 
only  positive  finding  on  examination  was  a definite 
chronic  prostatitis.  It  was  decided  again  to  com- 
bine local  therapy  with  testosterone,  and  25  mg. 
injections  were  given  at  five  to  seven  day  intervals, 
together  with  prostatic  massages,  occasional  ure- 
thral dilatations  and  weak  silver  nitrate  instilla- 
tions. He  also  had  thyroid  internally.  After  12 
injections  he  showed  definite  improvement  of  his 
impotency  and  coitus  was  fairly  satisfactory.  He 
continued  to  show  3 to  4 plus  pus  in  the  expressed 
prostatic  secretion  in  spite  of  the  local  therapy. 
The  value  of  testosterone  in  this  case  was  ascer- 
tained only  by  comparison  with  similar  cases 
treated  by  local  therapy  alone.  We  feel  that  he 
was  benefited  by  the  injections. 

CASE  NO.  7 

A 48  year  old  male  complaining  of  marked  im- 
potence for  one  and  a half  years,  of  fairly  sudden 
onset,  and  complete  failure  of  erection  for  the  past 
two  months.  He  feels  excellent  generally  and  has 
enjoyed  good  health.  He  had  uncomplicated  gonor- 
rhea 30  years  ago.  History  revealed  some  marital 
strife  existing  due  to  his  extramarital  activities 
and  he  works  very  hard  ten  to  twelve  hours  daily 
and  participates  in  very  little  outdoor  recreation. 
His  physical  examination  was  essentially  negative 
except  for  a very  mild  posterior  urethritis.  The 
etiology  of  this  impotence  was  environmental  and 
influenced  by  overwork.  Since  testosterone  seemed 
to  be  out  of  place  in  such  a case,  only  local  therapy 
was  used  for  four  weeks,  with  no  improvement 
being  noted.  In  fact  he  had  even  lost  his  urge  for 
coitus.  He  was  given  injections  of  25  mg.  of  tes- 
tosterone every  five  days,  together  with  the  local 
therapy.  He  was  persuaded  to  give  up  his  girl 
friend  and  straighten  out  his  domestic  difficulties. 
After  ten  weeks  his  libido  and  erections  were  defi- 
nitely improved  and  he  is  now  having  satisfactory 
coitus  twice  a week. 
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CASE  NO.  S 

A 40  year  old  male  complaining  of  very  poor 
erections,  prematurity  of  ejaculation  and  flat  sen- 
sation for  three  years,  with  loss  of  libido  for  two 
months.  History  revealed  gonorrhea  15  years  ago, 
complicated  by  prostatitis.  Considerable  scar  for- 
mation was  present  in  the  bulbous  and  posterior 
urethra.  The  onset  of  his  impotence  was  gradual  and 
associated  with  marked  loss  of  morale,  even  to  the 
point  of  suicidal  tendency.  His  examination  was 
negative  except  for  a definite  prostato-vesiculitis, 
posterior  urethritis  and  scar  formation  in  the  pos- 
terior and  bulbous  urethra.  Treatment  was  di- 
rected at  elimination  of  local  pathology  as  this  ap- 
peared to  be  the  only  cause  of  impotence.  After 
eight  weeks  he  improved  enough  to  have  fair  coitus 
every  eight  to  twelve  days,  but  erections  were  still 
very  poor,  as  was  his  morale.  Local  pathology 
eliminated  as  well  as  possible,  we  turned  to  sup- 
portive treatment  with  testosterone  and  he  was 
given  a series  of  twelve  25  mg.  injections,  one 
every  five  days,  together  with  thyroid  internally. 
Local  treatment  was  also  continued.  Very  definite 
improvement  was  noted  after  six  weeks,  at  which 
time  he  was  having  satisfactory  coitus  once  or 
twice  a week,  and  his  morale  showed  a great 
change  for  the  better.  After  12  injections  he  was 
given  neo-hombreol  dosules*  to  be  used  three  times 
a week.  He  continues  to  do  very  well. 

SUMMARY 

These  cases  of  impotence  illustrate  the 
difficulty  that  exists  in  segregating  those 
cases  which  owe  their  etiology  only  to  de- 
ficient secretion  of  testosterone.  Psychic 
and  environmental  factors,  together  with 
local  pathology,  are  present  in  some  degree 
in  nearly  all  cases.  Although  testosterone 
propionate  therapy  alone  is  not  sufficient  in 
all  patients  it  should  be  used  in  all  at  least 
adjunctly.  Removal  of  local  pathology,  stim- 
ulation of  the  posterior  urethra  with  silver 
nitrate,  heat  and  stimulation  by  sitz  baths 
or  Faradic  current  are  other  treatments  and 
modalities  which  should  be  employed.  In- 
jections of  25  mg.  of  testosterone  propion- 
ate at  five  day  intervals  seemed  definitely 
beneficial  in  conjunction  with  local  therapy 
and  no  ill  effects  were  noted.  In  some  in- 
stances the  addition  of  small  daily  doses  of 
thyroid  seemed  to  help.  We  were  strongly 
impressed  by  the  fact  that  testosterone  pro- 

*Neo-hombreol dosules  “Roche-Oiganon”  (tes- 
tosterone propionate  ointment  in  individual  dose 
containers  for  percutaneous  use). 


pionate  greatly  improves  the  low  morale 
which  is  often  exhibited  by  impotent  men. 
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O 

SARCOMA  OF  THE  UTERUS* 
JOSEPH  ZISKIND,  M.  D.f 

AND 

HERBERT  J.  SCHATTENBERG,  M.  D.f 
New  Orleans 

The  infrequency  of  sarcoma  of  the  uterus 
as  compared  to  carcinoma  of  this  organ  has 
caused  the  former  to  receive  rather  scant 
attention  in  the  literature.  It  appears  that 
Lebert1  made  the  first  diagnosis  of  sarcoma 
in  1845  by  microscopic  examination.  How- 
ever, it  is  since  1860,  when  C.  Meyer2  pre- 
sented a case  to  the  Berlin  Obstetrical 
Society,  that  sarcoma  of  the  uterus  was 
recognized  as  a clinical  and  pathologic 
entity. 

INCIDENCE 

Despite  its  infrequency,  sarcoma  of  the 
uterus  is  far  from  being  a pathologic  curi- 
osity. Novak  and  Anderson8  found  during 
a period  of  twenty-five  years,  59  cases  of 
sarcoma  out  of  26,973  case  specimens,  an 
incidence  of  4.5  per  cent  of  uterine  malig- 
nancies. Veit1  noted  1,493  carcinomata  to 
40  sarcomata,  a ratio  of  1 :37.2  in  42,395 
gynecologic  cases.  At  Mt.  Sinai  Hospital 
in  New  York  City,8  236  carcinomata,  as 
compared  to  21  sarcomata,  a ratio  of  1:11 .2, 

*Read  before  the  sixty-second  annual  meeting  of 
the  Louisiana  State  Medical  Society,  Shreveport, 
April  22,  1941. 

fFrom  the  Department  of  Pathology,  Tulane 
University  School  of  Medicine  and  the  Charity  Hos- 
pital of  New  Orleans,  Louisiana. 
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were  found  in  a series  from  the  gynecologic 
service.  In  Kimbrough’s0  series  of  43  cases 
of  sarcoma  the  incidence  was  found  to  be 
3.2  per  cent  of  uterine  malignancies. 

DIAGNOSIS 

It  is  not  often  that  the  diagnosis  of  sar- 
coma is  made  preoperatively.  There  are  no 
definite  criteria  for  making  such  a clinical 
diagnosis.  Symptoms  such  as  bleeding  or 
abnormal  discharge  may  be  present  but 
do  not  distinguish  it  from  carcinoma  or 
perhaps  fibroids.  A rapid  increase  in  size 
of  myoma,  especially  when  associated  with 
bleeding,  would  be  suggestive  of  a sarco- 
matous change  in  a previous  benign  leio- 
myoma. Later  in  the  course  of  the  disease, 
pain,  anemia,  cachexia  and  weakness  may 
be  noted.  Occasionally  curettage  may  aid 
but  then  the  tumor  must  have  grown  into 
the  endometrial  cavity  or  must  be  of  endo- 
metrial origin.  This  tumor  is  usually  found 
in  women  during  middle  life,  most  fre- 
quently; according  to  Novak7  in  the  fifth 
decade.  Sarcoma  botryoides,  the  grape-like 
sarcoma  which  is  very  rare  is,  however, 
most  often  found  in  infancy. 

Although  sarcoma  may  arise  in  any  part 
of  the  uterus,  the  body  is  much  more  fre- 
quently the  primary  site  as  compared  to  the 
cervix.  This  greater  frequency  may  be  ex- 
plained by  the  greater  incidences  of  myo- 
mas in  the  corpus  as  compared  to  the 
cervix. 

The  disease  will  extend  by  direct  growth, 
by  lymphatics  and  by  the  blood  stream. 
Since  the  hematogenous  route  is  a rather 
important  one,  organs  such  as  the  lungs  and 
liver  are  not  infrequently  involved.  One 
also  occasionally  notes  rather  extensive 
metastases  to  the  intestines,  brain,  omen- 
tum and  peritoneum. 

PATHOLOGY 

Most  sarcomas  of  the  uterus  are  mural 
in  origin.  It  may  be  primary  or  may  arise 
from  a pre-existing  leiomyoma.  The  inci- 
dence of  sarcomatous  degeneration  of  myo- 
mas varies  from  0.41  per  cent  to  6.16  per 
cent  in  a review  of  10  series  of  cases  com- 
paring sarcoma  to  myoma.  There  has  been 
considerable  discussion  in  the  past  as  to  the 


histogenesis  of  this  tumor.  The  problem 
was  whether  it  arose  from  the  muscle  cells 
or  the  connective  tissue.  At  present  it  is 
generally  accepted  that  sarcoma  arises  from 
the  muscle  tissue.  There  is  also  the  ques- 
tion as  to  whether  the  tumor  arises  from 
mature  muscle  cells  or  from  undifferenti- 
ated cells  found  in  the  muscle  wall.  Most 
observers  agree  that  sarcoma  does  not  arise 
from  mature  cells.  Novak7  mentions  the 
fact  that  all  the  constituent  cells  of  the 
uterus  are  mesodermal  in  origin  and  there- 
fore sarcoma  could  arise  from  any  of  these 
elements.  This  is  also  true  for  the  meso- 
dermal mixed  tumor.  It  is  upon  a histo- 
genic  basis  that  these  tumors  are  usually 
classified:  (1)  those  arising  in  the  muscle 
or  connective  tissues  of  the  uterine  wall; 
(2)  those  arising  in  myoma  of  either  the 
corpus  or  cervix;  (3)  those  arising  in  the 
mucous  membrane  of  either  corpus  or  cer- 
vix, and  (4)  those  arising  from  the  blood 
vessel  apparatus.  It  must  be  remembered, 
however,  that  due  to  the  aggressive  tend- 
ency of  sarcoma  it  will  soon  destroy  any 
evidence  as  to  its  site  of  origin  and  make  it 
difficult  to  classify  these  histogenetically. 
For  practical  purposes,  then,  the  tumors  are 
classified  according  to  their  microscopic 
appearance ; namely,  spindle  cell,  round  cell, 
mixed  cell  and  giant  cell  types.  Even  here 
difficulties  arise  because  the  cell  type  in  dif- 
ferent tumors  and  even  in  the  same  tumor 
may  show  various  grades  of  differentiation 
making  for  difficulty  in  classification. 

Grossly,  sarcoma  varies  in  appearance 
depending  upon  the  location  and  histo- 
genesis. When  it  arises  in  a myoma,  which 
is  the  most  frequent  type,  there  are  certain 
appearances  which  will  suggest  malignant 
changes.  These  malignant  changes  are  usu- 
ally near  the  center  of  the  fibroid  but  may 
be  noted  occasionally  at  the  periphery.  The 
usual  firm,  grayish-white,  fibrous  appear- 
ing tumor  is  replaced  by  a homogeneous, 
soft,  pinkish-gray  tumor.  There  may  be 
areas  of  necrosis  and  hemorrhage.  Some- 
times it  is  difficult  to  differentiate  grossly 
sarcoma  from  myomas  with  degenerative 
changes.  We  must  then  resort  to  micro- 
scopic diagnosis.  Here  again  cellular  fi- 
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broids  may  cause  difficulty  in  interpreta- 
tion. Mural  sarcoma  may  also  appear  as  a 
nodular  type  of  humor;  this  then  makes 
it  difficult  to  decide  whether  it  arose  in  a 
pre-existing  myoma.  More  commonly  the 
mural  sarcoma  is  diffuse  and  may  give  a 
uniform  enlargement  of  the  uterus  which 
may  mimic  an  early  pregnant  uterus. 

Sarcoma  of  the  endometrial  stroma  is 
much  more  uncommon  than  leiomyosar- 
coma. It  is  a type  of  tumor  which  is  not 
generally  appreciated  and  may  be  confused 
with  those  arising  from  the  uterine  muscu- 
lature. Novak  and  Anderson3  reported  five 
endometrial  sarcomas  occurring  among  a 
series  of  59  sarcomas  of  the  body  of  the 
uterus.  McDonald,  Broders  and  Counsel- 
ler8 found  20  sarcomas  which  they  thought 
arose  in  the  endometrium  during  a period 
from  1904  to  1939  at  the  Mayo  Clinic.  The 
latter  observers  found  the  average  age  to 
be  50  years.  The  commonest  symptom  was 
vaginal  bleeding.  This  was  present  in  17 
of  their  cases.  Other  symptoms  and  signs 
noted  rather  infrequently  were  visualiza- 
tion of  the  tumor  by  protrusion  through  the 
cervix  into  the  vagina,  frequency  of  urina- 
tion and  an  abdominal  tumor.  The  symp- 
toms were  usually  less  than  one  year  in 
duration.  Grossly,  the  tumors  were  usually 
polypoid,  projecting  into  the  uterine  cavity. 
The  tumor  may  be  diffuse.  Occasionally, 
the  tumor  could  be  seen  invading  the  mus- 
cle wall.  In  all  but  two  patients  the  tumor 
was  located  in  the  region  of  the  fundus. 
The  two  remaining  sarcomas  were  located 
lower  down  in  the  uterus  immediately  above 
the  external  os.  Histologically,  the  cells 
were  spindle-shaped.  Frequently  there  was 
ulceration  and  infection  of  the  tumor. 
Large  areas  of  necrosis  were  noted  in  the 
rapidly  growing  tumors.  Many  showed 
areas  of  myxomatous  degeneration,  this 
change  being  one  not  found  in  leiomyosar- 
comas and  therefore  was  used  as  a differen- 
tial point.  Again,  invasion  of  the  muscle 
was  present  in  all  cases  except  two  and  the 
transition  of  normal  stroma  to  neoplastic 
was  evident  in  six  cases.  Within  the  tumor 
a few  non-neoplastic  endometrial  glands 
could  be  found  at  the  transition  zone.  These 


authors  felt  that  this  type  of  sarcoma  is 
fibrogenic  rather  than  a sarcoma  sui 
generis.  Reticulum  stains  are  very  helpful 
in  differentiating  this  tumor  from  anaplas- 
tic carcinomas.  In  sarcomas  the  relation  of 
reticulum  to  the  tumor  cells  is  very  intimate 
and  constant,  the  fibrils  forming  a delicate 
supporting  stroma  which  penetrates  be- 
tween the  individual  tumor  cells.  This 
reticulum  is  formed  by  the  tumor  cells.  In 
carcinoma  the  tumor  cells  do  not  produce 
new  reticulum  fibers.  The  prognosis  in 
these  cases  was  very  poor.  There  was  a 
recurrence  of  66.6  per  cent  among  those 
patients  who  were  traced. 

We  recently  had  the  occasion  to  observe 
a case  of  endometrial  sarcoma  at  the  Char- 
ity Hospital  in  New  Orleans: 

CASE  REPORT 

The  patient  was  a 48-year-old  white  woman 
who  was  admitted  to  the  hospital  on  January  16, 
1941,  with  a chief  complaint  of  vaginal  bleeding. 
She  had  had  regular  menstrual  periods  every  30 
days,  lasting  six  or  seven  days,  up  until  November 
1940.  Since  this  time  she  had  bled  almost  continu- 
ously. Physical  examination  was  negative  except 
for  a lacerated  and  chronically  diseased  cervix. 
The  uterus  was  enlarged,  firm  and  fairly  good  in 
position.  The  adnexae  were  negative.  On  January 
23,  1941,  some  tissue  was  removed  from  the  cervical 
canal  which  microscopically  suggested  sarcoma  pos- 
sibly of  endometrial  origin.  On  February  5,  1941, 
a total  hysterectomy  and  a bilateral  salpingoophor- 
ectomy  was  performed.  At  the  time  of  operation 
about  100  c.  c.  of  a bloody  fluid  containing  necrotic 


Fig.  1.  Opened  uterus  showing  the  endometrial 
sarcoma  attached  to  lower  portion  of  uterine 
cavity  in  region  of  the  internal  os.  The  large 
mass  of  tissue  adjacent  to  the  uterus  is  necrotic 
tumor  tissue  which  filled  uterine  cavity. 
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tissue  was  found  free  within  the  peritoneal  cavity. 
The  left  tube  and  ovary  were  adherent  to  the  recto- 
sigmoid, but  could  be  easily  separated.  The  uterus 
was  somewhat  enlarged  and  boggy.  The  uterine 
wall  was  thinned  out  and  the  endometrial  cavity 
was  dilated.  Within  the  uterine  cavity  was  a large 
friable,  polypoid  necrotic  mass  attached  to  the 
endometrium  in  the  lower  portion  of  the  uterus 
(fig.  1).  No  definite  gross  evidence  of  invasion 
into  the  myometrium  was  noted.  The  left  tube  and 
ovary  were  adherent  to  each  other  by  firm,  red 
fibrous  adhesions.  The  right  tube  and  ovary  were 
grossly  normal.  Microscopically  this  was  a spindle 


Fig.  2.  Section  at  junction  of  sarcoma  and 
normal  endometrium  showing  the  spindle  cells 
and  myxomatous  appearance  of  the  tumor. 


type  of  tumor  with  areas  of  myxomatous  changes 
and  necrosis  (fig.  2).  At  the  junction  of  tumor  with 
the  endometrium  occasional  normal  endometrial 
glands  could  be  seen  within  the  sarcoma  but  only  at 
this  site  (fig.  3).  Reticulum  stains  revealed  the  in- 
timate relationship  of  tumor  cells  with  reticulum 


Fig.  3.  Section  of  tumor  in  the  vicinity  of 
transition  zone  with  normal  endometrium,  show- 
ing a few  non-neoplastic  endometrial  glands  in 
the  sarcoma. 


Fig.  4.  Reticulum  stain  showing  the  prominent 
mesh  of  fibers. 

seen  in  sarcomas  of  this  type  (fig.  4).  The  left 
ovary  showed  a few  metastatic  deposits  in  the  cor- 
tex. The  course  of  the  patient  following  the  opera- 
tion was  progressively  downhill.  She  developed 
ascites  and  on  tapping  3900  c.  c.  of  bloody  fluid  at 
one  time  and  2600  c.  c.  of  similar  fluid  at  another 
time  was  obtained.  In  spite  of  transfusions,  vita- 
mins and  irradiation  she  expired  on  March  29, 
1941,  51  days  following  the  operation.  Unfortunate- 
ly no  autopsy  was  obtained. 

OTHER  SARCOMATA 

Although  the  leiomyosarcomas  and  the 
endometrial  sarcomas  are  the  most  frequent 
of  mesodermal  tumors  found  in  the  uterus, 
others  have  also  been  noted.  Sarcoma 
botryoides,  the  grape-like  tumor,  of  the 
cervix  is  a rare  type.  It  was  first  described 
by  Spiegelberg1'  in  1897.  Although  it  may 
be  found  in  adults,  this  malignancy  has 
often  been  noted  in  infants.  It  may  be 
noted  as  a grape-like,  edematous  mass  of 
polyps  involving  the  cervix  and  upper 
vagina. 

Malignant  mixed  tumors  of  the  uterus 
are  diagnosed  upon  the  demonstration  of 
unusual  tissues  such  as  cartilage,  bone  or 
striated  muscle.  These  tumors  are  very 
rare  and  are  among  the  most  malignant 
neoplasms  of  the  body  of  the  uterus.  They 
occur  almost  always  in  women  between 
45  and  65  years  of  age.  Most  of  these 
tumors  are  polypoid  in  gross  appear- 
ance. As  to  the  origin  of  these  tumors  some 
consider  them  to  be  malignant  tumors  of 
metaplastic  origin,  whereas  others  believe 
their  pathogenesis  depends  upon  multipo- 
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tential  anlagen.  The  latter  theory  appears 
to  be  more  correct. 

Carcinosarcoma  is  not  considered  to  be 
a collision  tumor  but  one  in  which  sarco- 
matous elements  are  mixed  with  carcino- 
matous cells.  One  must  be  careful  here.  It 
is  often  difficult  to  tell  whether  there  are 
two  separate  elements  or  whether  the  epi- 
thelial cells  have  undertaken  a sarcomatous 
appearance. 

Other  sarcomas  which  have  been  reported 
but  are  so  rare  that  they  will  merely  be 
mentioned  are  melanosarcoma,  lymphosar- 
coma and  angiosarcoma. 

PROGNOSIS 

The  prognosis  in  sarcoma  of  the  uterus 
varies  with  the  type  of  tumor  and  the  time 
of  diagnosis.  Those  tumors  which  are  slow 
growing  are  most  amenable  to  treatment 
and  possible  cure.  It  appears  that  the  best 
results  are  obtained  in  sarcomas  arising  in 
myomas.  Even  here  women  usually  come  for 
treatment  when  the  disease  is  advanced.  In 
rapidly  growing  sarcomata  the  prognosis 
is  poor  and  the  duration  of  life  is  rarely 
over  three  years.  The  grape-like  sarcomata 
of  the  cervix  are  exceedingly  rapid  in 
growth,  metastases  occur  early  and  the  dis- 
ease is  almost  always  fatal.  This  is  also 
true  for  the  mesodermal  mixed  tumors  of 
the  uterus. 

There  has  been  some  work  done  on  the 
significance  of  mitoses  as  an  indication  of 
the  degree  of  malignancy  of  uterine  sar- 
comas. In  1920,  Evans10  made  a study  of 
this  phase  of  the  problem  and  concluded 
that  the  degree  of  mitotic  activity  parallels 
the  clinical  malignancy  of  these  tumors. 
The  conclusions  arrived  at  were  dependent 
upon  actual  mitotic  counts.  Kimbrough,0 
in  1934,  came  to  a similar  conclusion.  He 
found  that  the  small  round  cell  and  poly- 


morphous tumors  are  more  highly  malig- 
nant than  the  spindle-celled  type.  Recur- 
rences after  operation  were  more  than  twice 
as  frequent  in  a group  of  tumors  showing  a 
large  number  of  mitotic  figures  as  in  tu- 
mors with  relatively  lower  counts.  Con- 
versely, the  five  year  salvage  was  almost 
four  times  as  great  in  the  low  count  groups 
as  in  the  tumors  which  showed  numerous 
mitotic  figures.  He  felt  that  mitotic  counts 
were  of  distinct  value  in  prognostication  of 
a case.  As  to  treatment,  it  appears  that 
radical  surgery  is  best  with  radiotherapy 
used  as  a supplement. 

SUMMARY 

Sarcoma  of  the  uterus,  although  not  rare, 
is  an  uncommon  tumor  of  the  uterus.  It 
may  arise  from  any  of  the  tissues  of  the 
corpus  or  cervix.  The  sarcoma  which 
arises  in  myomas  is  usually  less  malignant 
than  that  arising  in  the  general  muscula- 
ture of  the  uterus.  The  endometrial  sar- 
comas are  much  less  common  than  the  mus- 
cle tissue  tumors  and  are  quite  malignant. 
Mitotic  counts  appear  to  be  of  importance 
in  determining  the  prognosis  in  a case  of 
sarcoma  of  the  uterus. 
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THE  NEW  OFFICERS 
The  Journal  published  last  month  the 
names  of  the  officers  who  were  elected  at 
the  State  Meeting  in  Shreveport.  However, 
because  of  the  necessity  of  going  imme- 
diately to  press,  it  was  not  possible  to  com- 
ment otherwise  on  the  selections  made  by 
the  House  of  Delegates. 

Dr.  Emmett  Irwin,  who  was  made  Presi- 
dent-elect to  succeed  the  present  splendid 
President,  Dr.  King  Rand,  is  one  of  the  best 
known  doctors  in  New  Orleans  and  the 
state.  A man  of  delightful  personality,  Dr. 
Irwin  has  obtained  an  outstanding  reputa- 


tion as  a surgeon.  Forceful  and  dynamic, 
Dr.  Irwin  has  held  all  the  most  important 
elective  local  offices,  such  as  President  of 
the  Orleans  Parish  Medical  Society  and 
President  of  the  New  Orleans  Graduate 
Medical  Assembly.  He  has  been  a success- 
ful executive  in  whatever  he  has  under- 
taken. 

Dr.  R.  T.  Lucas,  who  was  selected  as 
First  Vice-president,  is  one  of  the  promi- 
nent pediatricians  in  the  state.  Dr.  Lucas 
was  responsible  for  the  splendid  meeting 
that  was  held  in  Shreveport.  As  Second 
Vice-president,  Dr.  H.  B.  Alsobrook  was 
elected.  Dr.  Alsobrook  has  maintained  con- 
tinuously an  active  interest  in  the  state  and 
parish  organizations  and  has  been  a force 
for  good  in  both  organizations.  Dr.  Robert 
F.  Sharp,  Third  Vice-president,  is  another 
New  Orleans  man  liked  and  admired  by  all 
of  his  many  friends. 

Dr.  J.  Q.  Graves,  who  has  given  outstand- 
ing service  in  the  past  as  Delegate  to  the 
American  Medical  Association,  was  natural- 
ly re-elected  and  as  his  alternate  Dr.  Boni 
DeLaureal,  a member  of  the  City  Board  of 
Health,  a teacher  at  Tulane  and  a promi- 
nent internist  in  New  Orleans,  was  selected. 

The  Journal  is  particularly  pleased  to 
note  that  the  four  state  Councilors  who 
came  up  for  re-election  were  unanimously 
re-elected.  The  names  of  DeGravelles,  Mc- 
Mahon, Martin  and  Couvillion  are  names 
known  to  all  members  of  the  Society.  These 
men  have  been  active,  conscientious  and 
faithful  in  their  duties  as  Councilors. 

The  selection  of  the  committees  showed 
excellent  judgment  on  the  part  of  the  Dele- 
gates. Drs.  Talbot,  Fossier  and  LeJeune 
will  make  an  excellent  group  to  arrange  for 
the  scientific  work  of  the  organization.  Dr. 
R.  B.  Harrison  well  deserved  re-election  as 
Chairman  of  the  Committee  on  Public 
Policy  and  Legislation  and  the  men  who  will 
work  with  him,  Drs.  Alsobrook,  McMahon 
and  the  President  and  the  Secretary-Treas- 
urer ex-officio  will  carry  out  the  mandates 
of  the  state  organization  in  an  efficient  and 
capable  manner.  Dr.  W.  A.  Ellender  was 
elected  to  the  Committee  on  Medical  De- 
fense. 

The  Journal  is  particularly  fortunate  in 
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that  the  House  of  Delegates  saw  fit  to  re- 
elect Drs.  Kostmayer  and  LeDoux  to  suc- 
ceed themselves  on  the  Journal  Committee. 
These  men  have  shown  great  interest  in 
the  conduct  of  the  Journal  and  their  help 
and  advice  have  always  been  of  extreme 
value.  We  are  happy  to  announce  that  Dr. 
James  K.  Howies  was  elected  to  serve  the 
unexpired  term  of  the  late  lamented  Dr. 
John  A.  Lanford. 

The  Journal  feels  confident  that  next 
year  the  activities  of  the  Society  will  prog- 
ress steadily  forward.  These  new  men,  to- 
gether with  the  officers  who  still  hold 
office,  will  ensure  a successful  year  for  our 
organization. 

o 

THE  PAST  YEAR  OF  THE  JOURNAL 

It  has  been  suggested  by  the  Journal 
Committee  that  it  might  be  well  to  familiar- 
ize the  members  of  the  Louisiana  State 
Medical  Society  with  some  of  the  details 
concerning  the  material  published  by  the 
New  Orleans  Medical  and  Surgical  Journal. 
In  fulfilling  this  suggestion  it  might  be  said 
that  in  the  year  from  May,  1940,  to  April, 
1941,  this  information  was  given  to  the 
House  of  Delegates:  There  was  a total  of 
109  scientific  articles  appearing  in  the 
Journal,  making  up  497  pages.  Forty-six  of 
these  papers  were  articles  presented  before 
the  Louisiana  State  Medical  Society  at  its 
annual  meeting,  comprising  219  pages  all 
told.  Some  38  of  the  papers  were  presented 
before  the  Orleans  Parish  Medical  Society, 
totalling  161  pages.  In  addition  to  these 
papers,  25  were  original  contributions  sub- 
mitted by  authors,  almost  entirely  Louisi- 
ana men  who  had  observed,  recorded,  and 
reported. 

In  the  section  of  the  Journal  not  devoted 
to  scientific  business,  there  were  32  pages 
of  editorials;  24  pages  of  hospital  staff 
transactions  and  32  pages  of  book  reviews. 
Altogether  there  were  666  pages  of  reading 
matter,  plus  296  pages  of  advertisements. 
From  the  notation  of  the  number  of  papers 
presented,  and  by  those  who  make  a habit 
of  reading  the  Journal,  it  can  be  observed 
that  a large  variety  of  subject  was  dwelt 
upon  and  presented  to  the  state  members. 


Particularly  encouraging  is  the  appear- 
ance of  articles  from  the  members  of  the 
Society.  The  25  papers  that  were  presented 
represent  a considerable  increase  over  the 
past.  On  the  other  hand,  it  is  somewhat  dis- 
couraging to  find  that  secretaries  of  hos- 
pital staffs  do  not  and  will  not  submit  re- 
ports of  their  staff  transactions.  Before  the 
average  hospital  staff  monthly  meetings 
there  are  often  presented  some  extremely 
interesting  cases,  stimulating  results  and 
unusual  pathologic  conditions.  Just  a brief 
statement  as  to  these  conditions  often  suf- 
fices to  bring  out  the  highlights  and  to  put 
on  record  something  which,  unless  this  is 
done,  will  be  known  only  to  the  limited 
group  of  the  hospital  staff.  Any  and  every 
hospital  in  the  state  is  at  liberty  to  have 
their  staff  transactions  published  in  the 
Journal. 

There  were  almost  64  pages  of  news  of 
the  Louisiana  State  Medical  Society  and 
17i/2  pages  of  Orleans  Parish  news.  This 
again  is  a source  of  discouragement.  In 
spite  of  the  fact  that  the  secretaries  of  Par- 
ish and  District  Societies  have  been  written 
to  repeatedly,  urging  them  to  submit  to  the 
Journal  the  details  of  their  meetings,  the 
doings  of  their  fellow  practitioners  and  in- 
formation which  is  of  interest  to  most 
readers,  it  is  almost  impossible  to  secure 
the  cooperation  from  more  than  one  or  two 
men  in  the  state.  The  news  items  are  al- 
ways read  with  interest;  they  will  be 
scanned  when  scientific  material  is  neg- 
lected. They  sometimes  bring  out  informa- 
tion which  could  not  be  obtained  in  any 
other  way  about  the  friends  and  practi- 
tioners removed  some  distance  from  their 
confreres.  Again  it  is  earnestly  urged  that 
the  secretaries  cooperate  with  the  Journal 
Committee  in  sending  to  the  editor  infor- 
mation about  their  local  society  and  their 
local  medical  men. 

o 

COUNTER  PRESCRIBING 

The  difficulty  that  has  occurred  in  the 
effort  to  trace  down  a batch  of  improperly 
compounded  sulfathiazole  has  been  brought 
about  in  part  by  the  fact  that  some  of  the 
supply  apparently  was  sold  over  the  conn- 
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ter  to  lay  individuals.  The  doctor  of  medi- 
cine is  wont  to  inveigle  against  the  druggist 
because  he  does  prescribe  or  at  least  sells 
medicine  which  is  pharmacologically  active, 
possibly  toxic  and  very  possibly  poisonous 
if  taken  in  several  large  doses.  Any  drug 
that  has  a definite  action  on  the  human 
organism  is  potentially  dangerous.  The 
druggist  is  by  no  means  the  only  one  to 
blame  for  the  promiscuous  distribution  of 
pharmacologic  preparations  which  may  be 
detrimental.  The  doctor  is  equally  at  fault, 
perhaps  more  so  because  he  has  had  a sci- 
entific training  and  realizes  that  promiscu- 
ous prescribing  may  be  harmful.  The  big 
wholesale  drug  houses  are  quite  active  in 
pointing  out  that  the  physician  is  harming 
himself  and  hurting  his  practice  when  he 
verbally  gives  a patient  an  order  to  buy 
such  and  such  a drug  over  the  counter.  It 
is  so  much  simpler  and  easier  to  say  to  a 
patient  “get  a bottle  of  blank  and  take  one 
tablet  every  night”  than  it  is  to  sit  down, 
write  a prescription  and  give  the  official 
name  of  the  preparation.  After  the  patient 
is  told  to  buy  this  or  that,  the  next  time  he 
gets  it  he  will  probably  go  directly  to  the 
druggist.  Furthermore,  he  is  just  as  likely 
as  not  to  tell  his  friends  that  a particular 
medicine  is  valuable  and  advise  them  to 
take  it.  The  consequence  is  that  the  phy- 
sician loses  money,  an  office  visit  and  many 
a patient  because  of  his  carelessness  in  ad- 
vising the  patient  to  buy  medicine  without 
a prescription. 

The  tremendous  growth  in  the  sale  of  as- 
pirin is  a splendid  example  of  popularizing 
a drug  largely  through  the  doctor.  Aspirin 
originally  was  offered  only  to  the  physician 
and  pharmacist.  Most  of  the  barbiturates 
which  have  trade  names  are  bought  at  the 
present  time  by  the  patient  without  the  ad- 
vice of  a physician  and  of  course  without  a 
prescription. 

The  doctor,  in  justice  to  himself  and  to 
his  fellow  practitioners,  should  avoid  using 
trade  names;  he  should  use  the  official 
name  in  writing  a prescription;  he  should 
not  prescribe  potent  preparations  over  the 
telephone  or  tell  the  patient  to  buy  them  by 
the  trade  name;  he  should  avoid  sidewalk 


consultations  with  promiscuous  advice  to 
take  something  or  another  when  he  may 
not  know  what  is  the  underlying  cause  of 
his  consultor’s  complaint. 

Lastly,  the  dispensing  of  samples  handed 
out  to  the  patient  by  the  doctor  is  becoming 
an  unmitigated  evil.  The  patient  is  given  a 
sample  in  the  original  package  and  finds 
that  the  preparation  is  successful  with  him- 
self ; when  he  wants  more  he  takes  the 
original  package  to  the  druggist  and  asks 
that  the  pharmacist  give  him  more  of  the 
same.  He  also  is  prone  to  treat  his  friends, 
assuming  that  because  a certain  prepara- 
tion he  has  been  given  has  effected  a relief 
of  symptoms  in  his  case  it  will  do  the  same 
for  the  friend  and  his  same  symptoms.  This 
applies  particularly  to  the  antiacid  prepara- 
tions which  are  distributed  right  and  left 
by  the  pharmaceutical  houses  that  make 
them.  The  doctor  would  do  well  to  order,  on 
his  own  prescription  blank,  the  pharmacist 
to  dispense  the  preparation  that  he  wishes 
to  try  rather  than  simply  pulling  out  the 
drawer  and  handing  it  out  to  the  patient. 
o — 

PERIPHERAL  NEURITIS  PRODUCED 
BY  THE  SULFONAMIDES 

An  article  in  a recent  number  of  the 
Journal  of  the  American  Medical  Associa- 
tion seems  of  sufficient  importance  to  com- 
ment upon  and  to  call  the  attention  of  the 
medical  profession  to  the  subject  matter  of 
this  provocative  paper.  It  represents  a 
study  that  was  made  by  a group  in  Minne- 
apolis relative  to  nerve  injuries  produced 
by  the  sulfonamide  series. 

The  authors*  comment  on  the  fact  that 
from  time  to  time  nerve  injuries  have  fol- 
lowed the  employment  of  this  widely  used 
group  of  drugs.  Peripheral  neuritis  is  by 
no  means  unknown.  They  have  drawn  an 
analogy  between  the  different  chemical 
forms  of  the  sulfonamides  with  the  dif- 
ferent arsenical  preparations,  some  of 
which  may  produce  nerve  injury  to  a much 

*Bieter,  R.  N.,  Baker,  A.  B.,  Beaton,  J.  G.,  Shaf- 
fer, N.  J.,  Seery,  T.  M.,  and  Orr,  B.  A.:  Nervous 
injury  produced  by  sulfanilamide  and  some  of  its 
derivatives  in  the  chicken,  J.  A.  M.  A.,  116:2231, 
1941. 
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greater  extent  than  do  others.  In  this  study 
the  concentration  of  the  several  sulfona- 
mide preparations  in  the  blood,  in  a peri- 
pheral nerve  (sciatic),  the  spinal  cord, 
brain,  liver  and  kidneys  was  determined 
quantitatively.  They  state  that  a cumula- 
tion of  at  least  four  of  these  drugs  may 
occur  in  the  sciatic  nerve.  The  three  least 
injurious  are  sulfanilamide,  sulfapyridine 
and  sulfathiazole.  The  other  chemical  prep- 
arations now  being  employed  for  clinical 
use  are  progressively  more  injurious  than 
these  first  three. 

Merely  because  an  occasional  relatively 


severe  case  of  peipheral  neuritis  follows  the 
use  of  sulfonamide  therapy  is  no  reason  to 
do  away  with  the  use  of  these  drugs  in 
people  having  serious  infections  which  re- 
quire their  administration.  However,  this 
work  simply  is  an  additional  reason  why 
the  sulfonamides  should  not  be  used  promis- 
cuously. They  are  drugs  that  have  powerful 
action  and  may  have  deleterious  after- 
effects. The  benefits  that  have  been  brought 
about  are  spectacular  but  caution  should  be 
employed  in  making  use  of  the  sulfonamides 
unless  there  are  definite  indications  for 
them. 


-o- 


HOSPITAL  STAFF  TRANSACTIONS  AND  CLINICAL  MEETINGS 


TOURO  INFIRMARY 
New  Orleans 

The  regular  monthly  meeting  of  the  Medical 
Staff  was  held  on  Wednesday,  May  14,  at  8 p.  m. 
The  meeting  was  opened  iby  a clinico-pathologic 
conference  conducted  by  Dr.  S.  H.  Colvin.  The 
remainder  of  the  scientific  program  included  a 
case  report  of  “Complete  Heart  Block  Following 
Coronary  Infarction,  with  Recovery”  which  was 
presented  by  Dr.  B.  R.  Heninger.  Dr.  Manuel 
Gardberg  reported  a series  of  “Cases  of  Coronary 
Disease  — • Electrocardiographic  Diagnosis.”  In- 


cluded in  the  scientific  program  were  moving  pic- 
tures shown  by  the  Winthrop  Chemical  Company. 

o 

SOUTHERN  BAPTIST  HOSPITAL 
New  Orleans 

The  regular  monthly  meeting  of  the  Clinical 
Staff  was  held  on  Tuesday,  May  27,  in  the  Staff 
Room.  The  program  consisted  of  the  following 
presentations:  “Congenital  Transverse  Vaginal 

Septum;  Ovarian  Cyst;  Pregnancy  and  Transverse 
Presentation”  by  Dr.  H.  B.  Alsobrook;  “Plasma 
and  Plasma  Protein”  by  Dr.  Hilaire  Ogden:  “Neo- 
natal Death  Due  to  Hemorrhage  from  Liver”  by 
Dr.  E.  L.  King. 


o- 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

East  Baton  Rouge 

Morehouse 

Orleans 

Sabine 

Second  District 


Date 

Second  Wednesday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Wednesday  of  every  month 
Third  Thursday  of  every  month 


Place 

Baton  Rouge 
Bastrop 
New  Orleans 


REPORT  OF  THE  HOUSE  OF  DELEGATES  TO 
THE  GENERAL  ASSEMBLY  OF  THE 
LOUISIANA  STATE  MEDICAL 
SOCIETY 

SIXTY-SECOND  ANNUAL  SESSION 
Shreveport,  April  21-23,  1941 

Submitted  herewith  is  resume  of  action  taken 
by  the  House  of  Delegates  in  session  during  the 
1941  meeting  of  the  State  Society: 

Motion  was  made  and  carried  to  withdraw  the 
resolution  offered  at  the  1940  meeting  of  the 


House  of  Delegates  to  amend  the  Charter,  Con- 
stitution and  By-Laws  deleting  the  mention  of 
“material  interests”  as  one  of  the  benefits  offered 
by  the  Society. 

Dr.  W.  H.  Browning,  Vice-president  of  the 
Board  of  Institutions  addressed  the  meeting,  after 
which  motion  was  made  and  carried  that  a special 
committee,  composed  of  the  Committee  on  Mental 
Health,  Committee  on  Hospitals  and  Committee 
on  Public  Policy  and  Legislation,  be  appointed  to 
study  the  report  made  by  Dr.  Browning  and  make 
a report  to  the  next  meeting  of  the  Executive 
Committee. 
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Amendments 

Motion  was  made  and  carried  that  the  recom- 
mendation of  the  Special  Committee  in  re  Term 
of  Full  Time  Secretary  that  the  Charter  be 
amended  to  state  that  the  secretray-treasurer  shall 
be  elected  for  a term  of  not  more  than  five  years, 
be  adopted. 

The  report  of  the  Committee  on  the  Secretary- 
Treasurer’s  Report  wherein  it  was  recommended 
to  approve  the  recommendation  to  amend  Section 
7 of  Article  IV  of  the  Constitution  omitting  the 
phrase  “physicians  legally  qualified  to  practice 
medicine  in  the  State  of  Louisiana,”  so  that  first 
year  interns  will  be  qualified  for  membership,  was 
accepted. 

In  accordance  with  recommendations  offered  by 
the  Committee  on  the  Care  of  the  Indigent  Physi- 
cian and  the  Committee  on  Public  Policy  and 
Legislation,  motion  was  made  and  carried  that  the 
By-Laws  be  amended  to  read  “Each  member  shall 
pay  into  the  Society  an  annual  assessment  of 
seven  dollars  and  a half  ($7.50),  which  shall  con- 
stitute his  membership  dues  ...”  This  amend- 
ment was  made  in  order  to  increase  the  amount 
in  the  Indigent  Physicians’  Fund  and  to  provide 
additional  funds  for  legislative  purposes.  In  ac- 
cordance with  action  taken  by  the  House  of  Dele- 
gates, one  dollar  of  the  increased  amount  of  dues 
for  each  member  will  be  allocated  to  the  indigent 
physicians’  fund  and  fifty  cents  to  the  legislative 
fund., 

Recommendations  contained  in  the  following  re- 
ports were  acted  upon : 

Report  of  President 

1.  Continue  to  recommend  and  obtain  the  best 
men  possible  for  the  various  state  and  municipal 
medical  positions : Approved. 

2.  To  keep  harmonious  relations  between  the 
physicians  of  the  state  and  those  individuals  oc- 
cupying key  medical  positions  to  the  end  that  this 
cooperation  will  elevate  and  improve  the  character 
of  medical  achievements  and  practice  of  medicine 
for  the  best  interest  of  the  public:  Approved. 

3.  Be  cautiously  on  the  alert  for  any  signs  of 
socialized  medicine:  Approved,  with  emphasis. 

4.  Support  in  every  way  the  national  emer- 

gency by  urging  and  requesting  all  eligible  physi- 
cians to  assume  their  just  responsibilities  as  the 
medical  profession  has  so  conspicuously  done  in 
the  past:  Approved. 

5.  Give  to  the  full  time  secretary  that  full  co- 
operation and  confidence  so  essential  for  the  suc- 
cessful performance  of  his  duties,  thus  encourag- 
ing him  in  his  new  efforts.  Lengthen  the  term  of 
this  office  by  removing  the  restriction  of  two  years. 
It  is  wholly  unfair  to  expect  Dr.  Talbot  or  any 
other  physician  of  ability  to  give  up  his  private 
practice  and  to  disassociate  himself  from  the  many 
duties,  responsibilities  and  contacts,  and  the  So- 
ciety, after  two  years,  to  discontinue  his  employ- 
ment: Approved. 


6.  To  authorize  the  president  to  appoint  a com- 
mittee to  study  the  possibility  of  creating  a pension 
or  retirement  fund  for  members  who  choose  to 
avail  themselves  of  such  a privilege  after  having 
practiced  medicine  for  definite  periods  of  time : 
Approved. 

Report  of  Secretary-Treasurer 

1.  If  it  is  desired  that  doctors  serving  first  year 
internship  be  accepted  as  intern  members,  that 
Section  7 of  Article  IV  of  the  Constitution  be 
amended  omitting  the  phrase  “physicians  legally 
qualified  to  practice  medicine  in  the  State  of  Lou- 
isiana” : Approved. 

Report  of  Councilor  of  Third  District 

1.  That  these  courses  (extension  courses  in 
practically  all  branches  of  medicine)  continue  and 
to  thank  those  responsible  for  this  work:  Approved. 

Report  of  Councilor  of  Fifth  District 

1.  It  would  not  seem  inappropriate  at  this  time 
to  state,  in  view  of  the  tremendous  expenditure  of 
Federal  funds  for  various  services  rendered  for 
all  other  types  of  work,  that  it  is  our  opinion  that 
all  physicians  rendering  service  as  examiners  for 
the  various  draft  bodies  should  be  compensated 
for  their  work.  We  would  favor  a resolution  look- 
ing toward  this  end:  Tabled. 

Report  of  Committee  on  Cancer 

1.  To  reaffirm  the  activities  of  the  Cancer  Com- 
mittee : Approved. 

2.  To  appropriate  two  hundred  dollars  ($200.- 
00)  for  expenses  for  the  year  1941:  Referred  to 
the  Budget  and  Finance  Committee  with  recom- 
mendation that  it  be  approved  if  feasible. 

3.  That  the  Secretary-Treasurer  write  a letter 
to  the  newspapers  in  Alexandria,  Lake  Charles, 
Monroe,  Lafayette,  Baton  Rouge,  and  Shreveport 
which  have  published  articles  on  cancer  control  and 
to  the  radio  stations  in  Alexandria,  Lake  Charles, 
Monroe,  Baton  Rouge,  Shreveport,  and  New  Or- 
leans which  have  given  time  for  radio  talks  on 
cancer,  thanking  them  for  their  cooperation.  It  is 
also  recommended  that  a letter  of  thanks  be  sent 
by  the  Secretary-Treasurer  to  Dr.  J.  H.  Musser, 
Director  of  the  Louisiana  State  Health  Depart- 
ment, for  the  donation  of  space  in  the  Journal  for 
the  publication  of  monthly  articles  on  the  subject 
of  cancer:  Approved. 

Report  of  Committee  on  Care  of  the 
Indigent  Physician 

1.  That  the  annual  dues  of  the  Society  be  in- 
creased one  dollar  ($1.00)  per  member;  this  extra 
dollar  to  be  allocated  to  the  Fund  for  the  Care  of 
the  Indigent  Physician:  Approved. 

At  the  last  session  of  the  House  of  Delegates 
the  chairman  of  the  Committee  on  Care  of  the 
Indigent  Physician  stated  that  he  understood  that 
a wrong  impression  had  been  created  to  the  effect 
that  money  appropriated  to  the  Indigent  Physicians 
Committee  was  deflected  by  the  Budget  and  Fi- 
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nance  Committee.  He  said  that  this  was  not  so; 
that  the  House  of  Delegates  appropriated  the 
money  to  other  purposes,  and  that  he  wished  to 
make  this  comment  so  that  there  would  be  no 
further  misunderstanding  in  the  matter.  Motion 
was  made  and  carried  that  the  delegate  who  stated 
he  was  under  this  impression  should  be  notified 
of  the  report  refuting  this  statement. 

Report  of  Committee  on  Maternal  Welfare 

1.  That  field  workers  should  have  a refresher 
course  two  weeks  annually,  in  an  obstetrical  hos- 
pital or  on  the  obstetrical  floor  of  some  hospital, 
where  they  can  observe  and  refresh  themselves  on 
newer  methods  in  the  care  of  obstetrical  cases : 
Approved. 

2.  That  the  component  societies  of  the  State 
Society  be  requested  to  have  several  papers  before 
meetings,  relative  to  maternal  welfare  in  order  to 
further  the  idea  of  adequate  prenatal  and  post- 
natal care:  Approved. 

3.  That  the  Shreveport  Charity  Hospital  be  in- 
cluded in  the  institutions  which  should  have  special 
residents  in  obstetrics  and  gynecology:  Approved. 

Report  of  Committee  on  Mental  Health 

1.  Your  committee  would  recommend  that  you 
endorse  this  report  with  the  qualifications  men- 
tioned : Referred  to  the  special  committee  com- 

posed of  the  Committee  on  Mental  Health,  Com- 
mittee on  Hospitals  and  Committee  on  Public  Pol- 
icy and  Leg-islation. 

Report  of  Committee  on  Tuberculosis 

1.  The  Louisiana  State  Medical  Society  Com- 

mittee on  Tuberculosis,  appointed  by  the  President 
of  the  Society,  should  serve  in  an  advisory  capa- 
city to  the  Director  of  the  Department  of  Institu- 
tions of  the  State  of  Louisiana,  on  problems  per- 
taining to  the  care  of  tuberculous  patients  in  our 
state : Approved. 

2.  Additional  beds  for  the  care  of  tuberculosis 
should  be  provided  on  a district  basis  as  suggested : 
Referred  to  Committee  on  Hospitals. 

3.  In  each  of  the  seven  unit  centers  clinics  for 

the  diagnosis  and  ambulatory  treatment  of  tuber- 
culosis, including  artificial  pneumothorax,  should 
be  established:  Referred  to  Committee  on  Hos- 

pitals. 

4.  The  necessary  laboratory  facilities  for  diag- 
nosis should  be  provided  in  each  of  these  centers 
for  the  use  of  physicians  of  the  district:  Referred 
to  the  Committee  on  Hospitals. 

5.  Major  surgical  collapse  procedures  are  to  be 

carried  out  at  the  centers  located  in  New  Orleans 
and  Shreveport:  Referred  to  Committee  on  Hos- 

pitals. 

6.  Tuberculosis  wards  should  be  provided  in 

mental  and  penal  institutions  for  the  adequate 
care  of  inmates  affected  with  this  disease:  Re- 

ferred to  Committee  on  Hospitals. 

7.  An  annual  report  should  be  made  by  the  De- 
partment of  Institutions  to  the  Louisiana  State 


Medical  Society,  through  the  Committee  on  Tuber- 
culosis : Approved. 

Report  of  Committee  on  Walter  Reed  Memorial 

1.  In  lieu  of  a memorial  to  Walter  Reed  that 
an  annual  prize,  in  the  form  of  a medal,  be  offered 
each  year  to  a senior  student  at  L.  S.  U.  and  at 
Tulane  who  write  the  best  thesis  on  tropical  di- 
sease and  preventive  medicine;  the  heads  of  the 
departments  of  tropical  medicine  at  Tulane  and 

L.  S.  U.  to  select  the  best  thesis  : Approved. 

Report  of  Committee  on  Public  Policy  and 
Legislation 

1.  That  some  financial  arrangement  be  made 
for  legislative  work  to  pay  for  an  all-time  individ- 
ual at  the  legislature  and  also  so  as  to  have  the 
advice  of  an  attorney  in  this  connection : Approved. 

2.  (Suggestion)  That  any  member  of  the  Lou- 
isiana State  Medical  Society  found  present  at  the 
legislature  opposing  the  wishes  of  the  Louisiana 
State  Medical  Society  should  be  asked  to  resign : 
Amended  to  the  effect  that  any  member  of  the 
State  Society  who  is  in  direct  opposition  to  the 
recommendations  of  organized  medicine  be  referred 
to  the  house  of  Councilors  for  action. 

Report  of  Special  Committee  in  re  Term 
of  Full  Time  Secretary 

That  the  Charter  be  amended  to  state  that  the 
secretary-treasurer  shall  be  elected  for  a term  of 
not  more  than  five  years:  Approved. 

After  a verbal  report  by  a member  of  the  Com- 
mittee to  Prepare  the  History  of  the  State  Society, 
motion  was  made  and  carried  that  the  Chairman 
of  the  House  of  Delegates  write  a message  of  ap- 
preciation to  Dr.  Matas,  for  his  tireless  effort  in 
producing  for  Louisiana  such  an  outstanding  con- 
tribution of  the  history  of  medicine. 

The  suggestion  in  the  report  of  the  Louisiana 
State  Board  of  Medical  Examiners  that  due  to  the 
fact  that  the  medical  students’  condition  in  regard 
to  the  draft  is  not  clarified,  some  suitable  resolu- 
tion be  adopted  by  this  body  in  reference  to  the 
question,  was  approved.  Such  a resolution  was 
submitted  and  approved.  Motion  was  made  and 
carried  that  Dr.  R.  W.  O’Donnell  and  Dr.  F.  C. 
Bennett  be  recommended  for  appointment  on  the 
Board  of  Medical  Examiners. 

The  following  reports,  which  contained  no  rec- 
ommendations, were  accepted:  Council,  Councilors 
of  First,  Second,  Fourth,  Sixth,  Seventh  and 
Eighth  Districts;  Delegate  to  1940  meeting  of  A. 

M.  A.;  Fraternal  Delegate  to  1940  meeting  of 
South  Carolina  Medical  Association;  Fraternal 
Delegate  to  1940  meeting  of  Texas  Medical  Asso- 
ciation; Advisory  Committee  to  Woman’s  Auxil- 
iary; Committees  on  Hospitals,  Journal,  Medical 
Defense,  Medical  Education,  Scientific  Work,  and 
Resolutions;  and  Committee  to  Prepare  History  of 
State  Society. 

Motion  was  made  and  carried  that  telegrams 
be  sent  to  Drs.  H.  E.  Bernadas,  F.  J.  Chalaron 
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and  D.  C.  McBride,  who  were  unable  to  attend  the 
meeting-  due  to  illness. 

Dr.  Alvis  Greer,  of  Houston,  Fraternal  Delegate 
from  the  Texas  Medical  Association,  brought  greet- 
ings from  his  association. 

A communication  received  from  the  Orleans  Par- 
ish Medical  Society,  including  a communication  re- 
garding unjust  criticism  of  the  profession  in  the 
city  and  state  was  presented  and  motion  was  made 
and  carried  that  the  communication  be  favorably 
received  and  the  House  express  its  appreciation 
and  confidence;  also  that  copies  of  the  communica- 
tion be  sent  to  the  Governor,  Lieutenant  Governor, 
Director  of  the  Department  of  Institutions  and  to 
the  Journal  for  publication. 

A motion  that  the  secretary  be  empowered  to 
change  the  type  of  badge  used  by  the  Society  for 
the  past  several  years  was  tabled. 

An  amendment  to  the  By-Laws  that  Section  4 
of  Chapter  XIV,  concerning  medical  defense,  in 
which  it  is  stated  “the  committee  shall  have  full 
authority  governing  all  matters  pertaining  to  the 
Medical  Defense  features  of  this  Society  . . . ” 
by  adding  “making  it  mandatory  for  this  com- 
mittee to  employ  a local  counsel  for  the  doctor 
in  difficulty”  was  offered.  This  amendment  was 
not  unanimously  approved  and  due  to  the  fact  that 
it  was  submitted  at  the  last  session  of  the  House, 
will  have  to  lay  over  until  the  1942  meeting  for 
final  action. 

A telegram  from  one  of  the  delegates  of  the 
Mississippi  State  Medical  Association,  extending 
invitation  to  members  of  the  Louisiana  State  Med- 
ical Society  to  attend  the  1941  Mississippi  meeting 
to  be  held  in  Biloxi  in  May,  was  received. 

Motion  was  made  and  carried  that  letters  be  sent 
to  Lieutenant  Governor  Mouton,  Drs.  E.  M.  Toler, 
Holderith  and  Fernandez,  and  other  physicians  in 
the  House  and  Senate,  expressing  thanks  for  their 
assistance. 

The  question  of  dedication  of  future  meetings 
of  the  Society  was  referred  to  the  Executive  Com- 
mittee. 

The  following  officers  were  elected: 

Dr.  Emmett  L.  Irwin : President-elect. 

Dr.  R.  T.  Lucas:  First  Vice-President. 

Dr.  H.  B.  Alsobrook:  Second  Vice-President. 

Dr,  Robert  F.  Sharp:  Third  Vice-President. 

Dr.  Val  Fuchs:  Chairman  of  House  of  Dele- 

gates. 

Dr.  A.  W.  Martin:  Vice-Chairman  of  House  of 

Delegates. 

Dr.  C.  C.  deGravelles:  Councilor  Third  District. 

Dr.  Rhett  McMahon:  Councilor  Sixth  District. 

Dr.  C.  A.  Martin:  Councilor  Seventh  District. 

Dr.  W.  F.  Couvillion:  Councilor  Eighth  Dis- 

trict. 

Dr.  J.  Q.  Graves:  Delegate  to  A.  M.  A.  1942-43. 

Dr.  Boni  deLaureal:  Alternate  delegate  to  A. 

M.  A.  1942-43. 

The  following  members  of  committees  were 
elected : 


Scientific  Work:  Drs.  P.  T.  Talbot,  Chairman; 

A.  E.  Fossier  and  F.  E.  LeJeune. 

Public  Policy  and  Legislation:  Drs.  Roy  B. 

Harrison,  Chairman;  H.  B.  Alsobrook,  Rhett  Mc- 
Mahon, King  Rand  and  P.  T.  Talbot. 

Journal:  Drs.  H.  W.  Kostmayer,  L.  A.  LeDoux 

and  J.  K.  Howies. 

Medical  Defense:  Dr.  W.  A.  Ellender. 

Invitation  was  accepted  to  hold  the  1942  meeting 
in  New  Orleans. 

Respectfully  submitted, 

P.  T.  Talbot,  M.  D., 

Secretary- Treasurer. 
o 

COMMUNICATIONS 

Because  of  its  importance,  we  reprint  here  copy 
of  letter  and  enclosed  amendments  and  proposed 
amendment  which  Dr.  Talbot  recently  sent  out  to 
all  members  of  the  State  Society. 

Dear  Doctor: 

Enclosed  is  copy  of  proposed  amendment  to  the 
Charter  of  the  State  Society,  offered  at  the  1941 
meeting  recently  held  in  Shreveport.  This  amend- 
ment changes  Article  V by  adding  “for  a term  of 
not  moi-e  than  five  years,”  after  “Secretary-Treas- 
urer.” Final  action  on  this  amendment  will  be 
taken  at  the  1942  meeting  of  the  Society. 

Enclosed  also  is  copy  of  amendment  to  the  Con- 
stitution which  was  approved  at  the  1941  meeting. 
This  amendment  deletes  “Physicians  legally  quali- 
fied to  practice  medicine  in  the  State  of  Louisiana” 
at  the  beginning  of  Section  7 of  Article  IV. 

A copy  of  the  amendment  to  the  By-Laws  which 
was  approved  at  the  1941  meeting  is  also  sent 
herewith.  This  amendment  was  made  in  order  to 
increase  the  amount  in  the  Indigent  Physicians’ 
Fund  and  to  provide  additional  funds  for  legisla- 
tive purposes.  In  accordance  with  action  taken  by 
the  House  of  Delegates,  one  dollar  of  the  increased 
amount  of  dues  for  each  member  will  be  allocated 
to  the  Indigent  Physicians’  Fund  and  fifty  cents  to 
the  legislative  fund. 

The  members  of  the  House  of  Delegates  were 
agreed  that  the  increase  in  dues  for  these  two 
purposes  was  thoroughly  justified  and  it  is  hoped 
that  you  will  realize  the  importance  of  increasing 
the  amount  in  these  funds  and  assist  by  paying 
your  membership  dues  promptly  at  the  time  when 
due.  The  increase  in  dues  will  be  effective  in  1942. 

Your  cooperative  will  be  greatly  appreciated. 

Yours  very  truly, 

P.  T.  Talbot,  M.  D., 
Secretary-Treasurer. 

PROPOSED  AMENDMENT  TO  CHARTER 

Article  V — The  offices  of  this  corporation  shall 
be  a President,  President-elect,  three  Vice-Presi- 
dents, Secretary-Treasurer  and  Councilors,  one 
from  each  councilor  district,  the  Chairman  of  the 
House  of  Delegates,  the  Vice-chairman  of  the 
House  of  Delegates  and  the  retiring  President  of 
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the  Society.  These  officers,  and  the  members  to 
be  presented  to  the  Governor  for  appointment  on 
the  State  Board  of  Medical  Examiners,  shall  be 
elected  by  the  House  of  Delegates  at  the  annual 
meeting  by  a majority  vote  of  the  delegates  present. 
The  President,  President-elect,  Vice-Presidents, 
Chairman  of  the  House  of  Delegates  and  the  Vice- 
Chairman  of  the  House  of  Delegates  shall  be 
elected  for  a term  of  one  year;  the  Secretary- 
Treasurer  shall  be  elected  for  a term  of  not  more 
than  five  years;  the  Councilors  shall  be  elected  for 
terms  of  two  years  each,  being  divided  into  two 
groups  so  that  as  nearly  as  possible  one-half  shall 
be  elected  annually.  At  the  first  election,  one  group 
shall  be  elected  for  one  year,  and  the  other  group 
for  two  years,  and  thereafter  each  group  shall  be 
elected  for  two  years.  All  of  the  officers  shall 
serve  until  their  successors  are  elected  and  in- 
stalled. No  person  shall  be  elected  to  any  office 
who  is  not  in  attendance  upon  the  annual  session, 
and  who  has  not  been  a member  of  the  Society  for 
the  past  two  years.  The  officers  elected  at  the  last 
annual  meeting  shall  hold  office  under  this  Charter 
until  their  successors  are  elected  and  installed. 
Vacancies  due  to  death,  resignation,  or  other 
causes,  shall  be  filled  for  the  unexpired  term  by 
appointment  of  the  Executive  Committee.  The  Ex- 
ecutive Committee  shall  also  recommend  names  to 
the  Governor  for  vacancies  occurring  by  death, 
resignation  or  removal  on  the  State  Board  of  Medi- 
cal Examiners  between  the  annual  session. 

AMENDMENT  TO  CONSTITUTION 
ARTICLE  IV 

Section  7.  Intern  Members — Physicians  serving 
internships  in  acci'edited  hospitals  shall  during 
their  period  of  internship  be  eligible  to  member- 
ship in  this  Society  thi’ough  their  respective  com- 
ponent societies  as  Intern  Members.  They  shall 
not  be  entitled  to  medical  defense,  nor  shall  they 
be  eligible  to  hold  office  or  vote.  Dues  for  Intern 
Membership  shall  be  $1.00  per  year.  (April,  1941). 

AMENDMENT  TO  BY-LAWS 
CHAPTER  IX 

Assessments  and  How  Payable 

Section  1. — Each  member  shall  pay  into  the  So- 
ciety an  annual  assessment  of  seven  dollars  and  a 
half  $(7.50),  which  shall  constitute  his  membership 
dues.  Those  specifically  exempted  in  the  Consti- 
tution shall  not  be  liable  for  this  assessment. 
Intern  members  shall  pay  the  sum  of  one  dollar 
($1.00)  per  annum.  Of  the  amounts  collected  fi'om 
active  members,  one-half  dollar  (50c)  per  capita 
shall  be  set  aside  as  an  annual  entertainment  fund, 
any  surplus  of  which  shall  be  paid  into  the  Indigent 
Physicians’  Fund.  In  addition,  one-half  dollar 
(50c)  per  capita  shall  be  paid  from  the  dues  col- 
lected from  active  members  into  the  Medical  De- 
fense fund.  After  the  first  day  of  October  of  the 
current  year  new  members  admitted  to  the  Society 
shall  pay  one-quarter  of  the  annual  dues  for  the 
fiscal  year.  (April,  1941). 


The  following  communication  was  received  favor- 
ably by  the  House  of  Delegates  at  the  meeting  in 
Shi-eveport.  The  House  instructed  the  Secretary- 
Treasurer  to  have  a copy  of  this  letter  sent  to  the 
Governor,  Lieutenant  Governor,  and  Dix’ector  of 
Institutions,  and  ordei’ed  that  it  be  published  in  the 
Journal : 

New  Orleans 
April  10,  1941 

To  the  House  of  Delegates 
Louisiana  State  Medical  Society 
Gentlemen : 

At  a recent  Board  Meeting-  of  the  Orleans 
Parish  Medical  Society  the  enclosed  letter  was  pre- 
sented  for  consideration. 

Since  this  is  a state  matter  it  was  motioned  and 
passed  that  the  communication  be  referred  to  the 
House  of  Delegates  for  their  consideration,  at  their 
meeting  in  Shi-eveport,  April  21-23. 

Thanking  you  for  any  attention  given  this  letter, 
we  remain, 

Yours  very  tx-uly, 

Signed:  Edwin  L.  Zander,  M.  D., 
Secretary. 

New  Oideans 
Api’il  1,  1941 

To  the  Officers 

The  Orleans  Parish  Medical  Society 
Gentlemen : 

In  the  past  months  the  medical  profession  of  the 
State,  and  especially  of  the  City,  has  been  the  re- 
cipient of  many  unfaii-  remarks  and  unjust  criti- 
cism, in  the  investigation  and  reports  on  various 
boards  and  institutions. 

In  taking  cognizance  of  these  remarks  it  is  not 
our  purpose  to  assume  an  egotistical  attitude,  nor 
act  for  any  selfish  motives,  but  to  acquaint  the 
public  of  the  injustice  of  the  statements  made 
in  these  reports  relative  to  the  competency  of  our 
profession. 

We  strongly  endorse  any  sincere  effort  for  the 
complete  depoliticalization  of  all  public  medical 
health  services,  which  is  not  of  a spoi’adic  nature 
for  political  expediency. 

We  are  emphatically  in  favor  of  any  investiga- 
tions of  public  institutions  made  by  qualified  and 
unbiased  investigators  with  this  object  in  view. 

There  may  have  been  some  administrative  inef- 
ficiency or  political  subserviency  in  the  past  by  a 
few  members  of  our  profession,  who  secured  their 
appointment  not  by  the  recommendation  of  or- 
ganized medicine,  but  from  a political  standpoint. 

Physicians  of  our  State  have  served,  and  do 
serve  with  honor,  in  the  highest  offices  in  local, 
national  and  international  organizations  and  in- 
stitutions. In  a like  manner,  they  have  served  in 
teaching  positions,  health,  military  and  civic  or- 
ganizations and  movements;  and,  it  is  natural  that 
we  resent  the  insinuations  in  these  reports;  that 
no  member  of  our  local  profession  is  sufficiently 
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qualified,  capable  or  trained  to  aspire  to  positions 
of  leadership  and  trust. 

Many  of  our  members  have  held  with  credit 
executive  and  administrative  positions,  or  have 
been  associated  directly  with  these  institutions  for 
many  years;  surely  these  physicians  are  more  com- 
petent to  know  the  requirements  of  the  institutions 
than  outsiders,  who  appear  in  some  cases  to  be 
novices. 

It  is  a sad  reflection  on  the  part  of  the  medical 
profession  that  physicians,  who  have  demonstrated 
their  capability  and  integrity  in  institutions,  or 
other  allied  medical  or  civic  organized  movements, 
where  many  have  served,  without  compensation,  on 
various  boards,  committees  or  actively  worked  for 
numerous  years,  are  told  that  not  one  is  capable 
of  leadership. 

Again,  the  physician  who  has  lived  and  practiced 
for  years  in  his  community,  who  has  virtually  been 
on  the  “firing  line”,  has  a more  sympathetic  and 
broader  aspect  of  health  problems,  than  a desk  ad- 
ministrator. 

For  discussion,  if  our  profession  lacks  sufficient 
training,  the  fault  lies  not  in  medical  ranks,  but 
in  our  political  system  which  gives  no  assurance 
to  the  honest  and  capable  physician  that  his  posi- 
tion will  not  change  with  each  administration. 
There  is  no  incentive  for  our  younger  physicians 
to  fit  themselves  for  such  positions,  when  they 
observe  the  fate  of  their  older  confreres. 

Until  such  positions  are  given  merit,  and  are 
administered  for  public  welfare,  and  not  as  politi- 
cal pawns,  we  can  expect  no  change. 

In  comparison:  Governors,  Mayors  and  our  other 
highest  officials,  with  much  greater  responsibilities, 
are  selected  with  no  special  training  for  their  of- 
fice, and  in  many  cases  selected  at  random  from 
the  public  with  no  special  qualifications. 

These  investigations  are  usually  made  by  per- 
sons with  no  knowledge  as  to  the  ability,  training, 
or  integrity  of  our  local  profession.  They  have  no 
direct  contact  with  medical  organizations,  nor  do 
they  seek  it.  The  medical  profession  is  judged 
without  trial. 

I would  request  that  this  letter  be  referred  to 
the  proper  committee  or  proper  person  for  con- 
sideration, with  the  hope  that  it  will  correct  some 
of  the  injustice  which  has  lately  befallen  our  pro- 
fession. 

Fraternally  yours, 

Signed:  Edwin  L.  Zander,  M.  D. 


REPORT  OF 

COMMITTEE  ON  MEDICAL  DEFENSE 
During  the  past  year  the  Committee  on  Medical 
Defense  has  handled,  through  the  attorney  em- 
ployed as  counsel,  three  medical  defense  cases.  The 
present  status  and  action  taken  in  reference  to 
these  cases  is  as  follows: 

A case  involving  a physician  in  Bogalusa,  which 
was  referred  to  the  committee  in  March,  1939,  is 
still  pending  and  in  January  of  this  year  the  attor- 


ney advised  us  that  the  doctor  was  ill  and  requested 
that  we  secure  statements  from  attending  phy- 
sicians, stating  whether  or  not,  in  their  opinion, 
this  member  was  able  to  testify  in  court  at  the 
present  time.  These  opinions  were  secured  and 
forwarded  to  the  attorney  who  has  advised  us  that 
he  has  succeeded  in  getting  the  trial  postponed  for 
three  months,  at  the  end  of  which  time  the  case 
will  be  tried  without  the  doctor  being  present  if 
he  is  still  ill. 

A case  presented  to  the  committee  in  July  of 
last  year,  concerning  a Lake  Charles  physician,  is 
receiving  the  attention  of  the  attorney,  who  has 
filed  exceptions  on  behalf  of  the  doctor. 

In  May,  1940,  a case,  brought  against  a New 
Orleans  physician,  was  compromised,  after  author- 
ity was  granted  by  our  committee,  thus  closing  the 
case. 

A request  for  information,  concerning  procedure 
in  securing  medical  defense  through  the  State  So- 
ciety, was  received  from  a Monroe  physician  in 
June,  1940.  The  doctor  stated  that  he  was  threat- 
ened with  a suit  and  although  all  necessary  in- 
formation was  transmitted  to  him.  the  committee 
has  not  been  contacted  further  by  this  member  in 
this  regard. 

Attached  to  the  original  report  is  report  of  the 
Medical  Defense  Savings  Account  for  1940  and 
also  a list  of  the  securities  held  in  the  Trust  De- 
partment of  the  Whitney  National  Bank  for  the 
Medical  Defense  Fund,  as  of  December  31,  1940. 

Respectfully  submitted, 

S.  Chaille  Jamison,  M.  B., 

Chairman. 

THE  GOLF  TOURNAMENT  OF  THE 

LOUISIANA  STATE  MEDICAL  SOCIETY 

Low  Gross  Score — 81 — Val  H.  Fuchs — New  Or- 
leans— DeLuxe  Golf  Bag;  Runner  Up  Low  Gross 
Score  — 92  — J.  V.  Hendrick  — Shreveport  — All 
Leather  Golf  Bag. 

Low  Net  Score — 71 — E.  L.  King — New  Orleans 
— Cocktail  Set;  Runner  Up  Low  Net  Score — P. 
Graffagnino — New  Orleans — Electric  Razor. 

Low  Gross  6 B Holes — C.  P.  Rutledge — Shreve- 
port— All  Leather  Carry  All;  Runner  Up  Low 
Gross  6 B Holes — R.  F.  Sharp — New  Orleans — 
DeLuxe  Toilet  Set. 

High  Gross  Score — 115 — H.  A.  Thomas — New 
Orleans — Desk  Set;  Runner  Up  High  Gross  Score 
— I.  B.  Rougon— Shreveport — Pr.  Spaulding  Golf 
Shoes. 

High  Net  Score— 91 — W.  B.  Heidorn — Shreve- 
port— Golf  Umbrella;  Runner  Up  High  Net  Score 
— 88 — M.  C.  Wiginton — Hammond — DeLuxe  Tie. 

High  Gross  9 Holes — H.  A.  Folse— Donaldson- 
ville — Waterproof  Golf  Hat. 

Most  Fives — L.  A.  Fortier — New  Orleans — 
DeLuxe  Lounging  Jacket. 

Most  Sixes — S.  W.  Rozas — Opelousas — Golf  Um- 
brella. 
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Most  Sevens — J.  T.  O’Ferrall — New  Orleans — 
Golf  Umbrella. 

The  ‘‘also  rans”  Drs.  J.  H.  Musser,  E.  H.  Law- 
son  and  Howard  Mahorner,  all  of  New  Orleans, 
who  were  too  delicate  or  lacking'  in  “intestinal 
fortitude"  to  brave  the  rain  and  finish  playing-  the 
last  nine  holes  were  awarded  by  the  committee, 
Six  Golf  Balls  each  for  showing  their  colors. 


TANGIPAHOA  PARISH  MEDICAL  SOCIETY 

The  regular  meeting  of  the  Tangipahoa  Parish 
Medical  Society  was  called  to  order  by  the  presi- 
dent in  Hammond  in  May.  There  was  a large  at- 
tendance, and  the  meeting,  though  long,  was  en- 
joyed by  all. 

Dr.  T.  Spec  Jones,  of  Baton  Rouge,  presented  a 
very  interesting  and  excellent  paper  on  “Disease 
of  the  Thyroid  Gland.”  The  paper  was  enjoyed  by 
everyone  and  the  Society  hopes  to  have  Dr.  Jones 
as  a guest  soon  again. 

Dr.  R.  F.  Gates,  head  of  the  Florida  Parishes 
Hospital,  presented  a report  of  six  cases  of  ectopic 
pregnancy  admitted  recently  to  this  institution. 
These  case  reports  were  so  enthusiastically  re- 
ceived by  the  members  that  Dr.  Gates  was  asked 
to  have  more  such  cases  for  future  meetings. 

S.  J.  Cali,  M.  D.,  Sec. 


CANCER:  A CHALLENGE  TO  EVERY 
LOUISIANIAN 

For  five  years  the  Louisiana  Division  of  the 
Women’s  Field  Army  of  the  American  Society  for 
the  Control  of  Cancer,  has  been  doing  valiant  work 
in  its  educational  program  giving  the  lay  public 
the  true  facts  about  cancer,  its  prevention  and 
cure.  In  those  parts  of  Louisiana  where  the  Field 
Army  has  been  well  supported  and  developed 
through  the  fine  cooperation  of  the  medical  pro- 
fession and  the  women  interested  in  cancer  pre- 
vention, definitely  favorable  results  have  been  ob- 
tained. 

Unfortunately  in  relatively  few  parishes  has  the 
work  been  even  fairly  well  developed.  In  too  many 
parishes  the  work  has  been  neglected  or  only  half- 
heartedly supported.  Primarily  this  appears  to  be 
due  to  a lack  of  interest  on  the  part  of  the  medical 
profession.  Perhaps  this  is  not  surprising  as  most 
doctors  see  only  one  or  two  cases  of  cancer  each 
year,  and  therefore  the  disease  plays  a minor  role 
in  their  practice.  But  in  the  aggregate,  cancer 
ranks  second  as  a cause  of  death  in  Louisiana.  If 
for  no  other  reason  it  should  be  of  the  greatest 
interest  to  every  doctor  regardless  of  the  number 
of  cases  he  sees  in  his  personal  practice.  Because 
of  this  lack  of  professional  interest  which  may  be 
more  apparent  than  real,  women  who  have  keenly 
desired  to  further  the  educational  program  of  the 
Women's  Field  Army  have  had  their  enthusiasm 
dulled  and  have  lost  interest  in  the  movement. 
Thus,  the  program  has  lagged  and  has  been  inef- 
fective in  many  parts  of  the  state.  This  is  an  un- 


fortunate situation  as  it  tends  to  nullify  the  good 
work  done  in  the  better  organized  parishes.  How- 
ever, it  is  the  writer’s  belief  that  it  can  be  over- 
come if  the  enthusiastic  support  of  the  rank  and 
file  of  the  medical  profession  is  once  obtained. 

For  nearly  ten  years  there  has  been  much  dis- 
cussion of  so-called  “socialized  medicine.”  In  gen- 
eral the  medical  profession  has  been  pictured  in 
an  unfavorable  light  in  spite  of  the  fact  that 
general  health  conditions  in  this  country  have  been 
the  best  in  history  and  are  constantly  improving. 
In  seeking  an  explanation  for  this  paradox,  it  be- 
comes evident  that  many  lay  leaders  believe  that 
the  medical  profession  has  shown  a relatively  high 
degree  of  inertia  in  developing  preventive  measures 
for  many  diseases.  Thus  they  believe  that  in  the 
past  the  knowledge  possessed  by  the  medical  pro- 
fession warranted  more  rapid  progress  in  the  con- 
trol of  such  conditions  as  heart  disease,  maternal 
mortality,  tuberculosis,  and  diphtheria,  than  was 
actually  obtained.  Because  of  the  profession’s  fail- 
ure to  assume  vigorous  leadership  in  the  campaigns 
to  control  these  conditions,  lay  leaders  assumed 
command.  Today  to  a certain  degree  the  same 
condition  is  true  of  cancer.  They  expect  the  leader- 
ship of  the  medical  profession,  but  if  it  is  not  forth- 
coming they  will  seek  other  methods  of  obtaining 
the  desired  results.  If  they  do  so,  the  medical  pro- 
fession will  necessarily  lose  prestige.  Therefore  as 
individuals  and  as  societies,  the  profession  should 
gladly  and  wholeheartedly  assume  the  leadership 
in  this  campaign  against  cancer,  not  in  a few 
parishes  but  in  every  one  of  the  64  parishes  in 
Louisiana. 

The  control  of  cancer,  like  the  control  of  many 
other  diseases,  is  a community  problem  and  re- 
quires the  enthusiastic  cooperation  of  the  doctor 
in  his  professional  capacity  as  well  as  a citizen 
with  other  lay  citizens  who  desires  such  control. 
It  is  hoped  that  this  year  every  doctor  will  take  a 
personal  interest  in  developing  the  educational 
program  against  cancer.  They  can  do  so  by  en- 
couraging the  women  in  their  work,  by  aiding  them 
in  organizing  lectures  and  becoming  contributing 
members  of  the  Women’s  Field  Army  and  by  en- 
couraging their  friends  to  enlist.  For  five  years 
the  work  has  been  handicapped  by  inadequate 
funds.  If  every  doctor,  his  wife  and  one  friend  en- 
listed, we  would  have  half  the  funds  considered 
necessary  to  develop  fully  the  educational  program 
of  the  W.  F.  A.  If  this  were  done  we  are  confident 
the  women  of  Louisiana  would  raise  the  remainder. 
It  is  in  this  way  that  Louisiana  should  commence 
to  answer  the  challenge  of  cancer.  Thus  we  shall 
begin  to  attain  our  goal,  that  of  reducing  cancer 
mortality  in  Louisiana  by  one-half  to  one-third. 

The  1940-41  enlistment  campaign  closes  June  15; 
checks  may  be  addressed  to  the  Louisiana  Division, 
Women’s  Field  Army,  1430  Tulane  Avenue,  New 
Orleans,  La. 

Edwin  H.  Lawson,  M.  D.,  Chairman, 

Committee  on  Cancer. 
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U.  S.  CIVIL  SERVICE  EXAMINATIONS 
Public  health  nurses  at  $2,000  a year  and  gradu- 
ate nurses  for  general  staff  duty  at  $1,800  a year 
are  needed  by  the  Civil  Sei'vice  Commission.  On 
account  of  the  lack  of  nurses,  applications,  until 
further  notice,  will  be  received  continuously. 


SAVE  YOUR  RUBBER 
A campaign  is  under  way  to  save  all  rubber  for 
the  benefit  of  national  defense.  Hospital  superin- 
tendents should  make  note  of  this  and  individual 
doctors  might  also  be  of  help  in  salvaging  rubber. 
A considerable  amount  of  money  can  be  realized 
from  the  sale  of  this  rubber  to  scrap  dealers,  by 
whom  it  will  be  routed  to  commercial  reclamation 
plants  where  it  can  be  subsequently  used.  Rubber 
goods  of  any  kind,  worn  rubber  gloves,  bottle  stop- 
pers, tubing,  Asepto  and  ear  bulbs,  in  fact  any 
kind  used  in  hospitals  and  in  doctors’  offices, 
should  be  saved. 


1941  GRADUATE  FORTNIGHT  OF  THE  NEW 
YORK  ACADEMY  OF  MEDICINE 
The  Graduate  Fortnight  of  The  New  York 
Academy  of  Medicine  will  be  held  from  October 
13-24,  1941. 

The  purpose  of  the  Fortnight  is  to  make  a com- 
plete and  authoritative  presentation  of  a subject 
of  outstanding  importance  in  the  practice  of  medi- 
cine and  surgery.  The  subject  this  year  is  “Cardio- 
vascular Diseases  Including  Hypertension.” 

The  Fortnight  will  present  a carefully  integrated 
program  which  will  include  morning  panel  discus- 
sions, afternoon  clinics  and  clinical  demonstrations 
at  hospitals  of  New  York  City,  evening  addresses, 
and  a scientific  exhibit.  The  evening  sessions  at 
the  Academy  will  be  addressed  by  recognized  au- 
thorities from  leading  medical  centers  of  the  United 
States  and  Canada.  The  comprehensive  exhibit  will 
include  books  and  roentgenograms;  pathologic 
and  research  material ; clinical,  laboratory,  diag-- 
nostic  and  therapeutic  methods.  There  will  be 
demonstrations  of  exhibits  and  of  fresh  pathology. 


LOUISIANA  STATE  CORONERS’ 
ASSOCIATION 

At  the  annual  meeting  held  at  the  time  of  the 
Shreveport  meeting  of  the  State  Society,  Dr.  J.  B. 
Hall,  of  Bossier,  was  elected  president;  Dr.  L.  L. 
Ricks,  of  Independence,  was  re-elected  secretary- 
treasurer;  Dr.  C.  J.  Barker,  of  Thibodaux,  was 
elected  first  vice-president,  and  Dr.  R.  F.  DeRouen, 
of  New  Iberia,  second  vice-president. 


LOUISIANA  STATE  PEDIATRIC  SOCIETY 
At  the  annual  meeting  held  in  Shreveport,  April 
21,  the  following  officers  were  elected:  Dr.  Julian 
Graubarth,  of  New  Orleans,  president;  Dr.  W.  B. 
Worley,  of  Shreveport,  vice-president;  Dr.  W.  C. 
Rivenbark,  of  New  Orleans,  secretary-treasurer. 


A full  time  intensive  course  in  electrocardiogra- 
phy will  be  given  August  18-30  by  Dr.  Louis  N. 
Katz  of  the  Cardiovascular  Department  of  Michael 
Reese  Hospital,  Chicago.  Fee  for  the  course  is  one 
hundred  dollars. 


The  Louisiana-Mississippi  OphthalmoJogical  and 
Otolaryngological  Society  met  in  April  at  the  St. 
Charles  Hotel,  in  New  Orleans.  An  interesting 
program  was  presented  by  four  essayists : Dr.  L.  V. 
Johnson,  of  the  School  of  Medicine  of  Western  Re- 
serve University;  Dr.  Neal  Owens,  of  New  Or- 
leans; Dr.  George  E.  Shambaugh,  Jr.,  of  Chicago; 
Dr.  A.  C.  Furstenberg,  of  the  University  of  Michi- 
gan. 


NEWS  ITEMS 

Any  physician  who  is  interested  in  partnership 
and  association  with  two  other  physicians  in  a 
Texas  town  of  6,000  population  with  only  two 
other  doctors,  can  obtain  information  from  the 
office  of  the  Journal. 


Large  furniture  factory  four  miles  from  Mobile, 
Alabama,  desires  physician  between  forty  and 
forty-five  years  of  age,  well  recommended,  to  live 
at  plant.  Salary  will  amount  to  about  five  thou- 
sand dollars  a year  with  privilege  of  outside  prac- 
tice. For  further  information  write  Mr.  F.  W. 
Reimers,  Hammond,  La. 


A physician'  in  Paradis,  Louisiana,  desires  to 
give  up  practice  due  to  illness  and  wishes  a doctor 
between  forty  and  fifty  years  of  age  to  assume  his 
practice.  Further  information  may  be  secured  at 
the  office  of  the  State  Medical  Society. 


Dr.  Lucien  A.  LeDoux,  Councilor  from  Louisiana 
of  the  Southern  Medical  Association,  attended  a 
meeting  of  the  Executive  Committee  of  the  Council 
in  St.  Louis,  Missouri,  on  May  13.  The  annual 
meeting  of  the  Southern  Medical  Association  will 
be  held  in  St.  Louis,  November  11-15,  with  head- 
quarters at  the  Hotel  Jefferson. 


Dr.  Theodore  A.  Watters,  Assistant  Professor 
of  Psychiatry  and  Neurology  at  Tulane  University 
Medical  School,  has  been  elected  to  Fellowship  in 
the  American  Psychiatric  Association. 


Dr.  Henry  W.  E.  Walther  was  elected  President 
of  the  Louisiana  Urological  Society  at  their  annual 
meeting  in  Shreveport  on  April  21,  1941. 


Dr.  Roland  Young  recently  spent  two  weeks  in 
Philadelphia  and  New  York.  While  in  the  East  he 
attended  the  Philadelphia  County  Post-Graduate 
Institute,  the  Neuropsychiatric  Seminar  of  the 
Region  of  New  York  for  Selective  Service  in  New 
York  City,  the  Pennsylvania  Psychiatric  Society 
first  semi-annual  Institutional  Hospital  meeting  at 
the  Allentown  State  Hospital  and  the  Philadelphia 
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Psychiatric  meeting'  at  the  College  of  Physicians 
and  Surgeons. 

Dr.  W.  H.  Perkins,  Professor  of  Preventive 
Medicine  at  Tulane,  has  been  selected  as  President 
of  the  New  Orleans  Council  of  Social  Agencies. 


Dr.  J.  H.  Musser  delivered  an  oration  on  medi- 
cine at  the  meeting  of  the  Illinois  State  Medical 
Society  in  Chicago,  Tuesday,  May  20.  He  also 
spoke  at  the  meeting  of  the  California  State  Medi- 
cal Association  on  May  6. 


At  the  first  annual  meeting  of  the  Louisiana 
Association  of  Pathologists  Dr.  Edwin  H.  Lawson 
and  Dr.  Bela  Halpert  became  members  of  the 
Council;  Dr.  William  R.  Mathews  was  elected 
president,  Dr.  Andrew  V.  Friedrichs,  vice-presi- 
dent; and  Dr.  Albert  E.  Casey,  secretary. 


LOUISIANA  MANEUVER  AREA  COUNCIL 

The  citizens  of  Louisiana  have  tackled  the  big- 
gest job  in  the  history  of  the  State.  They  are  to 
furnish  a maneuver  site  of  15,000,000  acres  for 
the  United  States  Army  War  Games  scheduled  for 
next  September.  More  than  500,000  men  represent- 
ing the  greatest  troop  concentration  in  the  annals 
of  the  War  Department  will  participate  in  these 
maneuvers. 

“Louisiana’s  Battlefield”  embraces  an  area 
larger  than  Holland,  Switzerland,  Belgium  or  Den- 
mark; 23,475  squares  miles  of  31  parishes  will 
constitute  the  gigantic  stage  for  the  Army  forces. 

In  setting  the  stage  for  this  stupendous  produc- 
tion, the  Louisiana  Maneuver  Area  Council,  ap- 
pointed by  Governor  Sam  Jones,  must  gain  clear- 
ance rights  on  this  vast  acreage  from  more  than 
100,000  landowners.  However,  within  the  first  week 
of  the  Council's  program,  more  than  10,000  Agree- 
ments were  signed  by  property  owners. 

This  response  to  the  Army’s  request  for  a ma- 
neuver area  sufficiently  large  to  maneuver  the 
greatest  troop  concentration  in  the  country’s  his- 
tory has  been  amazing.  Maneuver  Agreements  are 
coming  in  to  the  Rents  and  Claims  Office  at  Camp 
Beauregard  in  a flood  of  mail  sacks  that  has  neces- 
sitated the  doubling  of  office  personnel  to  handle 
the  filing  and  clerical  work  involved. 

This  constant  stream  of  signed  agreements  is  an 
eloquent  testimonial  to  the  patriotism  of  the  people 
in  Louisiana  and  to  their  willing  spirit  to  do  their 
part  for  National  Defense. 

Not  a section  of  the  15,000,000  acres  will  be  over- 
looked. The  organization  of  the  Louisiana  Maneu- 
ver Area  Council  reaches  into  every  ward  in  the 
31  parishes  of  the  Maneuver  Area.  Ward  Com- 
mittees are  responsible  to  their  Parish  Councils 
for  a complete  coverage  of  clearance  rights  so  that 
the  parish  land  block  can  be  presented  with  clear 
title  to  the  War  Department. 

Major  Val  Irion,  State  Maneuver  Area  Director, 
has  launched  a campaign  to  contact  every  state 


and  local  business,  professional,  fraternal  and  so- 
cial organization  to  gain  their  cooperation  with 
the  State  Council  and  in  particular  with  the  local 
Council  in  their  home  parish. 

The  parishes  included  in  the  Maneuver  Area  are: 
Winn,  Grant,  Ouachita,  Caldwell,  LaSalle,  Rich- 
land, Franklin,  Catahoula,  Concordia,  Caddo,  Bos- 
sier, DeSoto,  Webster,  Red  River,  Lincoln,  Jack- 
son,  Bienville,  Vernon,  Beauregard,  Calcasieu, 
Allen,  Jefferson  Davis,  Sabine,  Natchitoches, 
Avoyelles,  Evangeline,  St.  Landry,  Acadia,  Lafay- 
ette, St.  Martin,  Rapides. 

The  State  Council’s  Executive  Board  comprises: 
Governor  Sam  Jones  as  Chairman  and  Brigadier 
General  Raymond  H.  Fleming,  Vice  Chairman; 
Major  Val  Irion,  State  Maneuver  Area  Director, 
and  Colonel  R.  B.  Cole,  Army  Liaison  Officer. 
Council  members  are  Lucille  May  Grace,  Director 
of  the  State  Land  Department;  Harry  D.  Wilson, 
Director  of  the  Department  of  Agriculture;  John 
E.  Coxe,  Superintendent  of  Education;  G.  T.  Owen, 
Director  of  the  Department  of  Commerce  and  In- 
dustry; Brigadier  General  Steve  Alford,  Director 
of  Public  Safety;  James  D.  Mercer,  President  State 
Police  Jury  Association;  Theo.  O.  Hotard,  Presi- 
dent of  the  Louisiana  Association  of  School  Board 
Members  and  James  B.  Aswell,  Director  of  Public 
Relations  for  the  Executive  Department  of  the 
State. 

Louisiana  is  doing  its  part  for  the  National  De- 
fense program. 


HEALTH  OF  NEW  ORLEANS 
The  Bureau  of  the  Census,  U.  S.  Department  of 
Commerce,  has  to  repoi’t  that  for  the  week  ending 
April  there  were  135  deaths  in  the  City  of  New 
Orleans  in  contrast  to  the  previous  week  when  only 
116  were  reported.  Of  these  deaths,  79  occurred  in 
the  white  population  and  56  in  the  negro;  seven 
were  in  infants  under  the  age  of  one  year.  There 
was  a slight  increase  in  the  number  of  people  who 
died  in  New  Orleans  in  the  following  week  which 
terminated  April  19.  Of  the  142  deaths  which  took 
place,  85  were  in  the  white  and  57  in  the  negro 
division  of  the  population.  One  explanation  for 
the  increase  in  deaths  that  took  place  this  week 
lies  in  the  fact  that  some  11  negro  infant  deaths 
were  reported  and  nine  white,  as  compared  with 
the  previous  week  when  only  two  negro  and  five 
white  infants  died.  There  was  a drop  of  ten  in  the 
total  number  of  deaths  for  the  week  closing  April 
26.  One  hundred  and  thirty-two  fatalities  occurred, 
distributed  86  white  and  46  negro.  There  was  a 
reduction  of  five  in  the  infant  deaths  this  week. 
The  number  of  deaths  for  the  week  which  came  to 
a close  May  3 was  approximately  the  same  as  that 
for  the  previous  week.  There  were  81  white  people 
dying  in  the  city  in  this  period  and  54  negro,  for 
a total  of  135;  15  of  which  were  in  infants  and  11 
of  these  were  negro  children. 
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INFECTIOUS  DISEASES  IN  LOUISIANA 
The  morbidity  report  of  the  Section  of  Epidemi- 
ology of  the  Louisiana  State  Department  of  Health 
for  the  sixteenth  week  of  the  year  terminating 
April  19  showed  a marked  decrease  in  the  number 
of  cases  of  measles,  from  the  167  reported  in  the 
previous  week  to  70  this  week.  Additional  diseases 
appearing  in  numbers  greater  than  ten  included 
153  cases  of  syphilis,  68  of  hookworm  infestation, 
64  of  pneumonia,  45  of  gonorrhea,  32  of  pulmonary 
tuberculosis,  24  of  cancer,  16  of  chickenpox,  14  of 
influenza  and  10  of  whooping  cough.  A case  of 
typhus  fever  was  reported  in  Orleans  Parish.  For 
the  seventeenth  week  of  the  year,  ending  April  26, 
there  was  a slight  diminution  in  the  incidence  of 
measles  which  was  reported  as  being  67  cases.  The 
of  syphilis  showed  a sharp  jump  to  246  cases,  also 
gonorrhea  with  a jump  to  69.  Other  double  figure 
diseases  included  36  cases  of  pneumonia,  29  of  pul- 
monary tuberculosis,  14  each  of  cancer  and  in- 
fluenza, and  10  each  of  chickenpox  and  malaria. 
Of  the  rare  infectious  diseases,  a case  of  typhus 
fever  and  one  of  smallpox  were  discovered  in  New 
Orleans.  The  next  week,  which  came  to  an  end 
May  3,  showed  that  the  reportable  diseases  were 
following  pretty  much  the  five  year  average  with 
nothing  particularly  outstanding.  The  report 
showed  152  cases  of  syphilis,  57  of  gonorrhea,  47  of 
measles,  23  of  pulmonary  tuberculosis,  22  of  septic 
sore  throat,  21  of  malaria,  17  of  pneumonia,  14 
of  dysentery,  12  of  hookworm  infestation,  and  11 
of  cancer.  Two  cases  of  typhus  fever  were  re- 
ported, one  arising  in  Rapides  and  one  in  Orleans 
Parish.  For  the  week  ending  May  10,  the  follow- 
ing diseases  were  reported  in  figures  greater  than 


ten : 226  cases  of  syphilis,  43  of  measles,  30  of 
whooping  cough,  31  of  pneumonia.  25  of  gonorrhea, 
cancer  and  pulmonary  tuberculosis  22  each,  malaria 
11  and  hookworm  10.  An  imported  case  of  polio- 
myelitis was  listed  by  the  City  Board  of  Health  of 
New  Orleans. 


DIRECTORY  OF  MEDICAL  SPECIALISTS 
1942  EDITION 

Specialists  eligible  for  listing  in  the  forthcoming 
second  edition  of  the  Directory  of  Medical  Special- 
ists are  urged  to  fill  in  and  return  promptly  the 
questionnaires  for  biographic  data  now  being 
mailed  out  by  the  publication  office. 

This  Directory  is  the  official  publication  of  the 
Advisory  Board  for  Medical  Specialties,  issued 
every  two  years,  and  listings  are  limited  to  those 
formally  certified  by  any  of  the  fifteen  American 
Boards  examining  in  the  medical  specialties.  There 
is  no  charge  for  such  listings. 

The  Directing  Editor  is  Paul  Titus,  M.  D.,  1015 
Highland  Building,  Pittsburgh,  Pennsylvania,  and 
the  secretaries  of  the  fifteen  American  Boards  con- 
stitute the  Editorial  Board. 


CHANGE  OF  TITLES 

Beginning  with  the  issue  of  April  19,  1941,  the 
title  of  the  current  publication  “Weekly  Health 
Index”  will  be  changed  to  “Weekly  Mortality  In- 
dex.” At  the  same  time,  the  title  of  the  current 
publication  “Weekly  Accident  Bulletin”  will  be 
changed  to  “Motor  Vehicle  Accident  Deaths.” 

This  change  of  titles  does  not  in  any  way  affect 
statistical  comparability  with  preceding  reports. 


o 
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The  Diagnosis  and  Treatment  of  Diseases  of  the 
Esophagus : By  Porter  P.  Vinson,  B.  S.,  M.  A., 
M.  D.,  D.  Sc.,  F.  A.  C.  P.  Springfield,  Charles 
C Thomas,  1940.  Pp.  224;  98  figs.  Price  $4.00. 

This  subject  is  one  which  the  endoscopist,  sur- 
geon, internist,  gastroenterologist,  and  others  have 
frequently  neglected.  The  author  in  this  brief 
monograph  has  selected  an  unusual  topic  which 
merits  broad  and  complete  treatment. 

The  style  is  readable  and  simple.  The  illustra- 
tions are  interesting  and  well  reproduced.  The 
discussion  of  the  diagnosis  and  treatment  of  eso- 
phageal disease  is  not  as  complete  as  c uld  be  de- 
sired. The  author  fails  to  mention  the  possibility 
of  being  unable  to  pass  a string  for  dilatation  in 
cases  of  cardiospasm.  Discussion  of  esophageal 
varices  is  not  accorded  as  much  space  as  it  war- 
rants. It  is  by  no  means  clear  why  an  extremely 
brief,  unsympathetic  treatment  of  gastroscopy 
should  be  added  to  the  topics  covered. 

This  brief  introduction  to  diseases  of  the  eso- 


phagus makes  us  realize  that  the  need  exists  for  a 
more  complete  treatment  of  this  subject. 

Morris  Shushan,  M.  D. 


Human  Nature,  in  the  Light  of  Psychopathology : 
By  Kurt  Goldstein.  Cambridge,  Mass.,  Harvard 
University  Press,  1940.  Pp.  258.  Price  $2.50. 

In  this  extremely  interesting  and  very  serious 
book,  an  eminent  psychiatrist  endeavors  to  present 
a systematic  interpretation  of  all  of  the  data,  with 
reference  to  a conception  of  the  nature  of  man,  in 
the  light  of  psychopathology;  he  makes  an  excel- 
lent job  of  it. 

The  volume  is  the  outcome  of  the  William  James 
lectures,  given  at  Harvard  University  in  1938  and 
1939.  It  represents  the  author’s  examination  of 
the  fundamental  problem  of  human  personality  and 
is  based  upon  his  experiences  as  a psychiatrist 
especially  during  the  first  World  War. 

The  author  believes  that  the  readjustment  re- 
quired by  those  who  have  brain  diseases,  which 
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must  be  set  in  motion  by  the  therapist,  is  possible 
only  on  the  basis  of  a study  of  the  afflicted  indi- 
vidual as  a whole.  He  also  thinks  that  one  of  the 
"basic  errors  of  the  Freudian  theory  is  that  the 
tendencies  observed  in  sick  people  are  considered 
as  the  basic  drives  of  the  normal  human  being. 
He  further  points  out  that,  even  though  the  indi- 
vidual is  primary  to  society,  without  question  he 
is  influenced  to  a very  high  degree  by  society  and 
that  one  can  realize  his  nature  only  within  the 
group,  and  his  life  is  determined  by  the  habits, 
customs  and  institutions  characteristic  of  the  so- 
ciety in  which  he  lives. 

Doctor  Goldstein  is  inclined  to  the  opinion  that 
the  experiences  of  the  last  decade  in  Europe  have 
awakened  great  doubt  regarding  the  character  of 
human  nature.  His  book  is  a valuable  contribution 
to  psychiatric  literature.  His  views  will  undoubt- 
edly be  of  deep  interest  to  many  other  readers 
than  physicians  and  psychologists,  in  fact  to  all 
thoughtful  persons  who  are  groping  toward  a 
valid,  efficient  and  dependable  philosophy  for  these 
days  of  intolerance  and  suspicion,  aggression  and 
disintegration. 

C.  P.  May,  M.  D. 

Obstetrics  in  General  Practice:  By  J.  P.  Greenhill, 

B.  S.,  M.  B.,  F.  A.  C.  S.  Chicago,  Yearbook 

Publishers,  Inc.,  1940.  Pp.  448.  Price  $3.50. 

The  author  of  this  short  volume  of  448  pages 
has  presented  the  essential  features  of  the  practice 
of  obstetrics  in  an  easily  readable  manner.  He  has 
made  no  attempt  to  reach  the  “specialist”  with 
this  volume  and  constantly  has  referred  the  reader 
to  more  detailed  works  when  more  detailed  infor- 
mation is  desirable.  The  volume  is  intended  for 
general  practitioners  only  and,  for  that  reason,  is 
brief,  succinct  and  more  or  less  dogmatic. 

The  subject  matter  is  well  divided  into  brief 
chapters,  thirty-seven  in  all.  The  greater  part  of 
the  material  is  devoted  to  the  management  of 
obstetric  cases  with  proper  emphasis  upon  possible 
complicating  factors.  Operative  methods,  although 
clearly  portrayed,  are  placed  in  the  background. 
There  are  numerous  illustrations  which  aid  in 
clarifying  the  descriptive  passages. 

A few  minor  criticisms  can  be  made,  chiefly 
about  the  brevity  with  which  some  subjects  are 
handled,  namely,  endocrinology,  cesarean  section, 
and  analgesia.  Whereas  cesarean  section  should  be 
employed  preferably  by  a trained  obstetrician, 
many  general  practitioners  nevertheless  perform 
this  operation  and  the  preferred  type  of  section 
should  be  described.  The  differentiation  between 
ectopic  pregnancy  and  acute  salpingitis,  a very 
important  differential  diagnosis,  is  somewhat 
briefly  outlined.  The  author  also  states  that  by 
rectal  examination  in  the  first  stage  the  physician 
can  determine  abnormalities — even  to  prolapse  of 
the  cord!  While  the  progress  of  the  presenting 
part  can  be  easily  determined  in  this  manner,  dif- 
ferentiation of  position  and  obscure  presentations 


require  much  more  skill  and  experience  in  rectal 
examination  than  most  general  practitioners  usu- 
ally possess. 

The  volume  is  an  excellent  quick  reference  for 
the  salient  points  in  obstetrical  management.  It 
fulfills  the  author’s  purpose  very  well. 

John  C.  Weed,  M.  D. 


Fractures  and  Dislocations  for  Practitioners:  By 
Edwin  Oscar  Geckeler,  M.  D.  Baltimore,  The 
Williams  & Wilkins  Company,  1940.  Pp.  314, 
Price  $4.00. 

As  a book  designed  for  the  use  of  practitioners 
and  students,  this  volume  has  some  rather  good 
points  to  furnish  an  impression  and  a guide  to- 
wards emergency  care  and  initiation  of  treatment. 
As  a practical  guide,  it  lies  midway  between  a 
manual  of  fractures  and  a full  text  on  the  subject. 
It  is  impossible  to  cover  the  compensatory  phase, 
the  physical  therapy  and  convalescent  care  in  a 
book  as  brief  as  this.  For  example,  the  section  on 
simple  fractures  of  the  hand  is  much  too  brief  con- 
sidering the  degree  of  disability  resulting  from 
fractures  in  this  area  when  inadequately  treated. 
As  a means  of  introduction  to  the  subject  the  book 
is  adequate,  but  one  using  it  as  a guide  for  the 
treatment  of  a specific  fracture  should  have  the 
opportunity  of  a more  complete  study,  particularly 
if  the  fracture  presents  any  complicating  features. 

F.  J.  Cox,  M.  D. 


Modern  Medical  Therapy  in  General  Practice : 
Edited  by  David  Preswick  Barr,  A.  B.,  M.  D., 
LL.  D.  Baltimore,  Williams  and  Wilkins  Com- 
pany, 1940.  Pp.  3661.  Price  $35.00. 

This  work  is  of  such  scope  that  it  is  really  an 
encyclopedia  of  treatment. 

The  distinguished  editor  is  so  well  known  that 
any  work  bearing  his  name  would  naturally  com- 
mand the  respect  of  the  medical  world.  The  one 
hundred  and  six  contributions  have  been  selected 
with  unusual  discrimination  and  many  of  the  lead- 
ing names  in  medicine  are  found  “among  those 
present.” 

The  first  750  pages  present  general  therapy, 
including  such  subjects  as  psychotherapy,  the  use 
of  drugs,  vaccines  and  sera,  dietotherapy,  physio- 
therapy, climatotherapy,  and  occupational  therapy. 
These  subjects  are  well  presented  and  include  a 
wealth  of  material. 

The  index  covers  99  pages.  The  remaining  nearly 
3,000  pages  are  given  to  a consideration  of  diseases. 
The  text  is  not  confined  strictly  to  therapy,  but 
there  is  always  an  introductory  build  up  that  adds 
much  to  the  value  of  the  work.  For  example,  in 
the  section  on  pneumonia,  the  first  ten  and  a half 
pages  include  a discussion  of  history,  incidence, 
classification,  etiology,  epidemiology,  pathology, 
symptoms,  laboratory  data,  diagnosis  and  prog- 
nosis. Thirty-four  pages  are  devoted  to  treatment 
proper.  This  is  followed  by  131  references  to 
papers  that  have  been  quoted  in  the  text. 
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The  book  is  well  printed.  The  type  is  large  and 
clear  and  the  style  of  composition  favors  easy  and 
comfortable  reading.  The  divisions  of  the  text 
by  subtitles  facilitates  ready  reference. 

Altogether  it  is  a most  excellent  contribution  to 
medical  literature  and  a valuable  addition  to  any 
physician’s  library. 

0.  W.  Bethea,  M.  D. 


The  Medical  History  of  Contraception:  By  Norman 
E.  Himes,  Ph.  D.  Baltimore,  Williams  and  Wil- 
kins Co.,  1936.  Pp.  521.  Price  $2.50. 

This  excellent  book  represents  the  adaptation  of 
medico-historical  technic  to  a new  field.  It  is  an 
original  and  thorough  piece  of  research  and  is 
recommended  to  all  who  are  interested  in  either 
medical  history  or  in  contraception  in  its  medical, 
sociologic,  psychologic  or  historical  aspects,  or  in 
population  problems  in  general. 

The  book  is  divided  into  six  major  sections,  each 
being  followed  by  an  excellent  summary  of  the 
contents  of  the  particular  section.  Section  one 
deals  with  Contraceptive  Technic  before  the  Dawn 
of  Written  History;  Section  two,  Contraceptive 
Technic  in  Antiquity  (Western  World) ; Section 
three,  Contraceptive  Technic  in  Eastern  Cultures; 
Section  four,  Technic  in  the  West  during  the  Mid- 
dle Ages  and  Early  Modern  Times;  Section  five, 
Democratization  of  Technic  since  1800  in  England 
and  the  United  States;  Section  six,  Democratiza- 
tion and  Its  Future  Effects. 

The  first  five  sections  constitute  a thorough, 
interesting  and  excellent  historical  survey  and  no 
one  can  quarrel  with  it.  Many  may  quarrel  with 
certain  of  the  generalizations,  philosophic  com- 
ments, and  interpretations  found  in  the  last  sec- 
tion wherein  the  author  is  ruled  occasionally  by 
heart  rather  than  head. 

There  is  an  excellent  bibliography  appended. 
The  author  is  to  be  commended  on  a splendid 
piece  of  work,  and  the  National  Committee  on 
Maternal  Health  is  to  be  complimented  on  sup- 
porting this  work,  making  possible  its  publication, 
and  making  it  available  at  such  a reasonable  price. 

B.  Bernard  Weinstein,  M.  D. 


Growing  Out  of  Babyhood:  By  Williams  S.  Sadler, 
M.  D.,  F.  A.  P.  A.,  and  Lena  K.  Sadler,  M.  D., 
F.  A.  C.  S.  New  York,  Funk  & Wagnalls  Co., 
1940.  Pp.  350.  Price  $2.50. 

This  volume  is  another  answer  to  the  mother’s 
every-day  problems.  It  is  easily  understandable 
and  goes  into  detail  in  the  handling  of  all  the 
ordinary  problems  of  childhood.  If  this  were  the 
only  book  edited  recently  on  child  guidance  to  par- 
ents and  teachers,  the  reviewer  would  feel  it  fitted 
into  many  homes.  There  have  been,  however,  a 
number  of  books  of  this  nature  within  the  past 
two  years,  which  serve  the  same  purpose.  The 
authority  of  the  two  authors  will  recommend  this 
volume. 

Suzanne  Schaefer,  M.  D. 


The  Neuroses  in  War:  By  Several  Authors  under 
the  Editorship  of  Manuel  Miller,  M.  A.  (Can- 
tab.),  M.  R.  C.  P.,  D.  P.  M.  (Camlbs.)  New 
York,  The  Macmillan  Co.,  1940.  Pp.  250.  Price 
$2.50. 

This  admirable  and  overwhelmingly  authorita- 
tive book  is  a clear  and  concise  critical  evaluation 
of  the  present  status  of  the  neuroses  in  war  and 
it  is  a valuable  aid  to  the  understanding  and  treat- 
ment of  such  conditions.  It  is  indisputable  evid- 
ence that  medical  science  has  advanced  with  such 
rapidity  that  many  of  us  are  sometimes  dazzled 
by  the  medicine  of  today  and  that  psychiatry  has 
reached  a high  level  of  development. 

During  the  first  World  War  the  contributors 
had  ample  opportunity  to  study  neurotic  casualties 
of  warfare  on  a very  large  scale.  In  the  interval 
of  peace  they  have  had  time  to  coordinate  the 
material  collected  and  to  formulate  and  publish 
their  deductions  in  this  volume. 

Human  nature  has  not  changed.  The  conclu- 
sions are  as  valid  as  ever  and  the  need  for  them 
is  infinitely  greater.  The  terrors  and  privations 
of  war  are  no  longer  restricted  to  those  in  active 
service.  Women  and  children,  factory  workers  and 
farmers,  city  dwellers  and  those  who  reside  in  re- 
mote villages  are  affected,  the  problems  of  war 
hysteria  have  increased  proportionately  and  with 
them  the  need  for  adequate  preparation. 

The  treatise  is  the  work  of  eleven  collaborators 
and  consists  mainly  of  eleven  sections.  Of  special 
interest  are  the  chapters  on  “The  Differential 
Diagnosis  of  the  Psychoneuroses  of  War”;  “Treat- 
ment by  Suggestion  and  Hypno-Analysis” ; “Tech- 
nic of  Other  Psychotherapeutic  Methods”  and  “The 
War  of  Nerves:  Civilian  Reaction,  Morale  and 
Prophylaxis.”  In  them  are  exhibited  proverbial 
resourcefulness  and  ingenuity. 

Intense  interest  in  war,  increased  as  it  is  with 
the  wide  publicity  given  to  all  details,  is  ever  add- 
ing to  the  confusion  in  the  public  mind  and  it  is 
very  likely  that  the  influence  of  this  remarkably 
fine  contribution  may  have  a direct  bearing  on  the 
practice  of  medicine  in  your  community. 

C.  P.  May,  M.  D. 

Poems  of  a Doctor:  By  Edward  Lovelle  Stewart, 
M.  D.  Kansas  City,  Mo.,  Brown-White  Co.,  1940. 
Pp.  157;  por. 

Whenever  one  finds  a novel  or  a book  of  verse 
by  a physician  one  cannot  but  recall  Moynihan’s 
delightful  address  on  “Medical  Truants” — physi- 
cians who  deserted  medicine  to  the  enrichment  of 
other  arts.  The  names  of  Ibsen,  Schiller,  Goldsmith 
and  Keats  come  to  mind.  Then  one  recalls  the 
busy  men  who  remained  true  to  medicine  the  while 
writing  verse,  and  occasionally  verse  of  such 
quality  that  it  may  be  called  poetry.  The  names 
of  Weir  Mitchell,  Holmes,  Armstrong,  Ross,  Jen- 
ner,  Hans  Much,  Tinoser,  and  McCrae  are  recalled. 

This  book  of  verse  by  Doctor  Stewart  is  divided 
into  four  collections:  College  Poems,  Miscellan- 
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eons  Poems,  Family  Poems,  and  Forty  Years  Ago. 
The  last  named  divisions  is  an  interesting  series 
of  verse — letters  written  to  an  old  friend  over  a 
period  of  years. 

While  this  volume  will  make  a poor  shelf-mate 
for  Holmes  or  Mitchell  it  contains  many  interesting 
verses  and  is  recommended  to  those  interested  in 
the  lyric  productivity  of  physicians. 

B.  Bernard  Weinstein,  M.  D. 


Clinical  Urology:  By  Oswald  Swinney  Lowsley  and 

Thomas  J.  Kirwin.  Baltimore,  Williams  and  Wil- 
kins Co.,  1940.  2 v.  illus.  Price  $10.00. 

Clinical  Urology  is  composed  of  two  volumes. 
The  first  consists  of  chapters  on  history-taking  and 
physical  examination,  examination  of  the  urine, 
tests  of  renal  function,  instrumental  examination, 
roentgenography  of  the  genito-urinary  tract,  anes- 
thesia in  urology,  gonorrhea  in  the  male,  radium 
and  roentgen  ray  therapy  of  the  genito-urinary 
tract,  and  chapters  on  the  penis,  scrotum,  and 
scrotal  contents,  vas  deferens,  seminal  vesicle  and 
ejaculatory  duct,  female  genitalia,  male  urethra, 
Cowper’s  glands,  female  urethra  and  prostate 
gland.  The  second  volume  covers  the  bladder, 
ureter,  and  kidney. 

The  chapters  are  so  arranged  that  each  urogeni- 
tal organ  is  taken  up  in  its  anatomic  sequence  from 
without  inward,  and  a discussion  of  the  embry- 
ology, anatomy,  anomaly,  physiology,  injury,  dis- 
ease, operative  and  non-operative  approach  to  each 
is  given. 

This  arrangement  enables  the  authors  to  cover 
each  subject  completely,  and  gives  the  reader  an 
opportunity  to  make  a comprehensive  study  of 
urology.  The  subject  matter  is  so  phrased  that  it 
lends  to  easy  reading  without  being  superfluous, 
and  enables  one  not  versed  in  urology  to  follow  the 
theme  with  ease. 

The  detailed  information  contained  in  original 
articles,  or  in  volumes  limited  to  certain  diseases 
in  urology,  is  not  found  in  this  work;  but  this  is  to 
be  expected,  for  such  comprehensive  information 
would  be  impractical  when  the  entire  subject  of 
urology  is  discussed. 

It  is  true  that  references  are  made  to  outstand- 
ing contributions  in  the  literature,  and  the  opinions 
of  various  authorities  are  quoted,  but  in  most  in- 
stances the  opinions  rendered  are  those  of  the 
authors.  The  list  of  references  at  the  end  of  each 
subject  can  be  considered  selective,  if  not  extensive. 

The  operative  technics  are  voluminous  and  beau- 
tifully illustrated.  They  represent  the  procedures 
practiced,  and  in  some  instances  those  originated 
by  the  authors.  The  roentgenologic  illustrations 
are  exceptionally  clear  and  representative. 

From  the  standpoint  of  the  student,  the  volumes 
lack  extensive  statistical  data.  In  addition,  there 
are  no  plates  on  embryology,  and  no  anatomic 
charts  or  illustrations,  excepting  those  represent- 
ing disease  processes  and  surgical  procedures. 
Advanced  students  interested  in  pathology  will  be 


disappointed  in  the  scarcity  of  microphotographs. 

The  plan  used  in  writing  the  volumes  is  excel- 
lent. In  spite  of  the  vast  material  encompassed,  it 
is  comprehensive,  and  surprisingly  condensed. 
Clinical  Urology  is  recommended  to  anyone  inter- 
ested in  this  subject. 

John  G.  Menville,  M.  D. 

A Guide  to  Human  Parasitology : By  D.  B.  Black- 
lock,  M.  D.  (Edin.),  D.  P.  H.  (London),  D.  T.  M. 
(Liver.),  and  T.  Southwell,  D.  Sc.,  Ph.  D.  Balti- 
more, Williams  and  Wilkins  Co.,  1940.  Pp.  259. 
Price  $4.00. 

Publication  of  the  fourth  edition  of  this  guide 
provides  evidence  of  its  usefulness  to  the  medical 
practitioner  and  student.  The  volume  contains  in- 
troductory chapters  on  the  scope  of  the  field,  the 
essential  equipment  and  useful  technics  for  the 
examination  of  blood  and  feces  for  parasitic  ob- 
jects. Ad  seriatim  there  are  then  briefly  consid- 
ered the  spirochetes  (Group  Spirochaetacea) , the 
parasitic  amebae  (Rhizopoda),  the  hemoflagellates 
and  intestinal  flagellates  (Mastigophora) , the  ma- 
laria parasites  and  their  relatives  (Sporozoa), 
Balantidium  coli  (Ciliata),  the  tapeworms  (Ces- 
toda),  flukes  (Trematoda),  and  roundworms 
(Nematoda).  There  are  numerous  supplementary 
diagrams,  synoptic  tables  and  useful  information 
on  postmortem  examination,  geographic  distribu- 
tion of  parasites,  sources  of  human  infection,  or- 
gans of  the  human  body  harboring  the  parasites, 
diagnostic  keys,  useful  chemical  reagents  and  ap- 
paratus, and  a short  list  of  “larger  textbooks.” 
Each  parasitic  organism  presented  is  considered 
under  the  headings  of  “geographic  distribution”, 
“habitat”  in  the  body,  “morphologic  characters”, 
“life  history”,  “pathogenicity”  and  “diagnosis.” 
The  guide  is  preclinical  in  its  perspective,  since  it 
does  not  present  information  on  symptomatology, 
treatment,  prognosis  or  prevention. 

On  the  whole  the  information  is  sound  and  the 
terminology  modern.  However,  the  newer  Ameri- 
can technics  for  the  recovery  and  diag'nosis  of 
parasitic  objects  in  feces  are  not  mentioned,  the 
names  employed  for  spirochetes  (p.  32)  are  archaic, 
and  several  outmoded  names  of  helminths  have 
been  noted,  including  “ Dibothriocephalus  latus”  for 
the  broad  fish  tapeworm  (pp.  95,  111,  199)  and 
Taenia  granulosa,  p.  (120,  200)  for  the  hydatid 
worm. 

The  volume  is  clearly  printed,  well  illustrated 
with  line  drawings  and  two  color  plates,  has  a good 
subject  index  and  has  extremely  few  typographic 
errors. 

Ernest  Carroll  Faust,  Ph.  D. 

Handbook  of  Bacteriology : By  Joseph  Warwick 
Bigger.  Baltimore,  Williams  and  Wilkins  Com- 
pany, 1939.  Pp.  466.  Price  $4.25. 

This  short  handbook  should  be  useful  to  stu- 
dents of  bacteriology,  for  it  covers  the  essentials 
of  the  subject.  Larger  texts  should  be  consulted 
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for  detailed  material.  Some  of  the  colored  plates 
in  the  book  appear  to  be  exaggerated  but  this  may 
serve  to  emphasize  their  meanings. 

William  W.  Tribby,  M.  D. 


Diseases  of  the  Digestive  System:  Edited  by  Sidney 
A.  Portis,  B,  S.,  M.  D.,  F.  A.  C.  P.  Philadelphia, 
Lea  and  Febiger,  1941.  Pp.  952.  Price  $10.00. 
Fifty  prominent  authorities  have  collaborated  in 
the  presentation  of  this  study  covering  gastroen- 
terology in  a single  volume.  There  are  43  chap- 
ters, many  of  which  approach  monographic  pro- 
portions and  which,  in  many  instances,  are  actually 
condensations  of  a text  the  particular  contributor 
has  written.  Scholarly  in  every  respect,  thorough 
in  detail  with  voluminous  bibliographies  appended 
to  each  chapter,  it  stands  as  a source  of  informa- 
tion unrivaled  in  its  field. 

Introductory  chapters  consist  of  an  interesting 
historical  survey  and  an  excellent  review  of  anat- 
omy and  physiology  which  are  the  foundation  for 
the  clinical  aspects  which  are  scientifically  handled 
with  regard  to  etiology,  pathology  and  diagnosis. 
Gastrointestinal  manifestations  due  to  psychiatric, 
neurologic  and  cardiovascular-renal  disease,  as 
well  as  those  related  to  metabolism  and  allergy, 
are  given  as  adequate  attention  as  are  the  more 
specific  entities  of  gastroenterology.  Therapeu- 
tic considerations  are  excellent  and  include  the 
medical  and  surgical  advances  which  only  reached 
the  current  literature  in  recent  months. 

Not  wishing  to  omit  praise  for  each  of  the 
authors  the  reviewer  nevertheless  feels  forced  to 
bring  attention  to  the  elaborate  review  of  physi- 
ology by  Necheles,  Ivy  and  McSwiney,  the  master- 
ful interpretation  of  gastrointestinal  pain  by 
Chester  Jones,  and  the  condensed  parasitology  by 
Faust  and  Craig.  There  is  some  disappointment 
in  that  a peritoneoscopist  was  not  asked  to  add  to 
the  excellent  endoscopic  information  offered  by 
Porter  Vinson  and  Rudolph  Schindler.  Throughout 
the  volume  the  careful  editing  of  Sidney  Portis  is 
evidenced  in  his  footnotes  but  it  is  undoubtedly 
true  that  little  criticism  or  addition  could  be  added 
to  the  excellent  work  of  each  contributor. 

This  is  the  outstanding  study  without  any  true 
inadequacy  which  is  a thoroughly  satisfying  text 
for  student  and  teacher,  a sufficiently  scientific 
treatise  to  please  the  most  exacting  specialist  and 
yet  it  is  so  practical  that  it  is  a valuable  aid  to 
the  practitioner. 

Gordon  McHardy,  M.  D, 


Test  Tubes  and  Dragon  Scales:  By  George  C.  Basil, 
M.  D.,  in  collaboration  with  Elizabeth  Foreman 
Lewis.  Philadelphia,  The  John  C.  Winston  Co., 
1940.  Pp.  316.  Price  $2.50. 


This  is  not  a textbook  or  scientific  treatise  on 
medicine  but  a delightfully  written  account  of  the 
conflict  between  modern  medicine  and  the  philoso- 
phy and  superstitution  of  inland  China  a decade 
ago,  as  viewed  through  the  eyes  of  a young  Amer- 
ican physician  who  spent  a few  eventful  years  as 
superintendent  of  the  “Syracuse-in-China”  Hos- 
pital at  Chungking.  The  optimism  of  the  West 
came  up  against  an  almost  impregnable  wall  of 
custom,  habit  and  inertia.  To  present  the  Chinese 
point  of  view  a few  of  the  chapter  titles  are  taken 
from  ancient  proverbs,  as  “even  the  gods  find  it 
difficult  to  distinguish  between  pills,  powder  and 
plasters”,  “to  become  a famous  doctor,  a man  needs 
to  know  little”  and  “only  the  wealthy  can  afford 
the  law  courts.”  Even  though  the  Western  phy- 
sician’s zeal  again  and  again  met  with  stolid  re- 
sistance, he  gradually  gained  the  respect  and 
friendship  of  the  wealthy  and  poor  alike  among 
whom  he  lived  and  to  whom  he  ministered.  His 
return  to  America  was  dictated  by  the  inability  of 
his  wife  to  become  acclimatized  to  the  enervating 
environment  of  humid  mid-China  (a  “witch’s  cal- 
dron of  heat  and  murk  and  filth”),  and  not  by  his 
own  desire  to  leave  a people  to  whom  he  became 
devoted. 

The  volume  is  generously  illustrated  with  mar- 
ginal sketches  made  in  China  by  Raymond  Creek- 
more.  These  provide  faithful  character  and  color 
to  the  pages. 

Ernest  Carroll  Faust,  Ph.  D. 
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